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SUPPLEMENTARY MATERIAL




Table S1. Description of interventions
	Bernstein et al. (2010)

	
	Intervention aim
	To reduce alcohol consumption and associated risks among adolescents.

	
	Interventionists or counsellors
	Interventions were delivered by peer educators who were under 25 years of age and spoke Spanish, Haitian Creole, and Cape Verdean as well as English; all except one had bachelor’s degrees. The peer educators each received 1 month of training that began with educational slide presentations regarding protection of human subjects, the study protocol, key features of adolescent development, the rationale for the interventions assessed, elements of motivational interviewing style, and training in potential threats to validity. The intervention algorithm was taught using video demonstrations, role playing with simulated patients, and adherence scoring of video and audio tapes of practice interviews.

	
	MI intervention (I)
	The I group received a 20- to 30-minute structured conversation delivered by a peer educator, plus a ‘‘booster’’ telephone call at 10 days post enrolment from the same person who had delivered the intervention. During the booster call, the peer educator reminded enrolees about the referrals they had received at the time of the intervention (either to youth-oriented services or to treatment), asked enrolees whether they had attempted to complete these referrals, and had a brief conversation about any barriers they had encountered in making the changes agreed to in the original intervention. Interventionists then reinforced positive attempts to change and made additional referrals if requested.

	
	Standard assessed control (AC)
	The AC group received a brief written alcohol-use risk handout, and appointments to return for reassessment after 3 months and after 1 year.

	
	Minimally assessed control (MAC)
	The MAC received only a brief written handout containing advice about risks associated with alcohol use, along with a list of community resources and adolescent treatment facilities, and an appointment for follow-up in 1 year.

	Monti et al. (1999)

	
	Intervention aim
	To reduce alcohol-related consequences and use among adolescents.

	
	Interventionists or counsellors
	Interventionists were 12 bachelor's to master's level staff members with 1 to 2 years of experience. All of the interventionists completed extensive MI training. Weekly group supervision was provided.

	
	MI intervention
	The MI had five sections: introduction and review of event circumstances, exploration of motivation (pros and cons), personalized and computerized assessment feedback, imagining the future, and establishing goals. MI patients were provided with the same set of handouts given to SC patients. They were also given an information sheet about the effects of alcohol on driving and their personalized feedback sheet.

	
	Standard care (SC)
	SC was designed to be consistent with general practice for treating alcohol-involved teens in an urgent care setting, included a handout on avoiding drinking and driving and a list of local treatment agencies.

	Cunningham et al. (2009), Walton et al. (2010), Cunningham et al. (2012)

	
	Intervention aim
	To address violence and alcohol use.

	
	Interventionists or counselors
	Research social workers were initially trained on motivational interviewing techniques and the specific SafERteens intervention. Based on harm reduction principles, which are well suited for adolescents, motivational interviewing emphasizes developing a discrepancy between current behaviour and future goals and increasing problem recognition, motivation, and self-efficacy. To ensure fidelity, sessions were audio-taped and 20% were coded based on adherence and competence; therapists received individual and group supervision and periodic retrainings throughout the study.

	
	Therapist brief intervention
	The framework for the SafERteens brief intervention was based on principles of MI. Therapists utilized a tablet laptop computer to provide personalized feedback from the screening and baseline surveys (e.g., violence and alcohol use patterns and consequences, goals, attitudes about alcohol and violence) as well as age- and gender-specific normative information. Adolescents completed computerized checklists identifying reasons to stay away from drinking and fighting. Using a preprogrammed algorithm, the computer selected a set of role-play scenarios based on the participant’s risk behaviours and the therapist guided the participant through them. For example, when participants reported weapon carriage, binge drinking or dating violence, therapists presented scenarios on these specific topics. The SafERteens brief intervention also involved normative resetting and a skills training component whereby therapists asked participants to role-play responses to scenarios focusing on refusal skills for avoiding alcohol and alcohol-related risks, conflict resolution skills, and anger management skills. Participants also received a brochure with community resources.

	
	Computerized brief intervention
	An interactive multimedia computer program was developed for the study and viewed on tablet laptops with touch screens and audio delivered through headphones, to ensure participant privacy. The program was in narrated cartoon style, in which participants could choose a sex-, race-, and age-appropriate ‘‘buddy’’ to ‘‘hang out’’ with throughout the session. The buddy guided participants through the intervention elements, including review of tailored feedback based on survey responses, identifying reasons to stay away from drinking and fighting, and role-play scenarios chosen by the computer based on reported risk behaviours. During the scenarios, participants had to interact with peers and make behavioural choices. Feedback was provided about these behavioural choices by the buddy, with possible consequences highlighted and the best possible outcome demonstrated by the characters. Participants also received a brochure with community resources.

	
	Control intervention
	Patients assigned to the control condition were given a brochure containing information on alcohol and violence and phone numbers for relevant community organizations.




Table 3. Continued

	Monti et al. (2007)

	
	Intervention aim
	To reduce alcohol use and problems among young adults.

	
	Interventionists or counsellors
	Counsellors were nine bachelor’s and master’s level clinicians with previous experience. Counsellor expertise level was intended to be similar to (non-research) clinicians who might conduct these interventions in medical settings. Counsellors received approximately 30 hours of training in MI, which included readings, exercises, viewing demonstrations and extensive observed role- playing of MI techniques and the specific project protocol.

	
	MI intervention
	One session of MI (30–45 minutes) that incorporated open-ended exploration, personalized feedback, support for self-efficacy and discussion about patients’ alcohol use and associated risky behaviours. Session components included establishing rapport, assessing motivation for change, enhancing motivation and establishing goals for change. A worksheet was used to outline the patient’s reasons for change and barriers to change. A graphic personalized feedback report was derived from the baseline assessments and included normative information about consumption, summaries of the patient’s alcohol-related consequences and indicators of risk, and was discussed in the MI session to enhance motivation. If the patient was interested in discussing change, a goal worksheet containing reduction and cessation strategies was used to facilitate this process. Patients received copies of the worksheets and feedback report, and handouts about alcohol risks and local treatment facilities. Telephone booster sessions were conducted 1 and 3 months after baseline. The 1-month booster (20 minutes) started with an assessment (30-day time-line follow-back) of the patient’s past-month drinking. The counsellor then reviewed the patient’s goals from the first session and inquired about progress. Goals were adjusted or new goals set. For the 3-month booster (25–30 minutes), patients completed a short assessment battery of alcohol consumption and problem measures described above. A new feedback sheet about the patient’s recent behaviour relative to their baseline report was generated and reviewed, and a copy mailed to the patient. Progress toward goals since the first booster was reviewed and new goals were generated and discussed.

	
	Personalized feedback report (FO)
	Patients in FO received the same baseline assessment and computer-generated personalized feedback report as those in MI. Counsellors introduced the report as providing information about how much the patients drink and what happens when they drink, and how they compare to others their age. Conversation with the counsellor was minimal, but any questions or concerns were addressed appropriately. Contact lasted 1–3 minutes. Patients received the same handouts as in MI. One month after baseline patients in the FO condition received a telephone call from the counsellor, which consisted only of the assessment described in the MI section above (5–10 minutes). At 3 months FO patients completed the same assessment as MI patients (10–15 minutes) and were mailed a new feedback sheet identical to the one used in the MI booster.

	Segatto et al. (2011)

	
	Intervention aim
	To reduce alcohol abuse and related problems among adolescents and young adults.

	
	Interventionists or counselors
	The research team was formed by three trained psychologist junior researchers (post-graduate or Master students) and one senior psychologist. The junior researchers were responsible for screening and EB intervention. The senior psychologist was previously trained according to the MI principles first proposed by Miller and Rollnick, and was responsible for MI intervention.

	
	MI intervention
	The MI group received a single 45-minute motivational session. After the MI session, participants also received the informative brochure, which was read and discussed.

	
	Education Brochure (EB)
	The EB group received an informative general guidance consisting of three pages on the risks of alcohol consumption and possible ways or “tips” to consider reduction or to avoid problems related to alcohol abuse (e.g. “have fun without drink, avoid drinking competitions, think about the establishing a limit and what was expected from drinking”). It was read by the patient and discussed with the psychologist Junior researchers. Procedure duration was 5 minutes maximum.

	Spirito et al. (2004)

	
	Intervention aim
	To reduce alcohol-related consequences and use.

	
	Interventionists or counselors
	Interventions were provided by 12 bachelor’s and master’s level interventionists with 1 to 2 years of clinical research experience. All completed training in MI (~24 hours plus readings) that included readings, viewing videotapes, practicing MI techniques in training sessions led by doctoral and predoctoral supervisors, and participating in role-play interviews. Interventionists also participated in weekly group supervision.

	
	MI intervention
	MI intervention: (1) emphasis on personal responsibility for change and that any decisions made about changing their drinking would be up to them; (2) exploration of motivation for drinking and review of potential negative consequences; (3) personalized normative assessment feedback about their pattern of alcohol use and risks; (4) imagining their future if they continued to drink the same way versus if they decided to make a change in their drinking behaviour; (5) establishing goals with regard to drinking; and (6) anticipating barriers to accomplishing the goals. In addition to being empathic and avoiding argumentation, the interventionists made an effort to develop a discrepancy between the teen’s current drinking behaviour and current and longer-term goals, and to support the teen’s sense of self-efficacy about making changes. MI patients were provided with the same set of handouts as those in SC plus information sheets about negative effects of alcohol, the effects of alcohol on driving abilities, and their personalized feedback sheet. Families in both conditions were given a list of substance abuse treatment referral sources. Because they were all seen for an alcohol-related event, medical and research staff recommended that patients in both conditions follow-up with their primary health care provider regarding further evaluation and treatment. Adolescents were not approached until their BAC was <0.1 and/or they could pass the mental status examination. If patients were unable to complete their participation during their ED visit, they were scheduled to return to the hospital within a few days.

	
	Standard care (SC)
	This condition was designed to be consistent with general medical practice guidelines for treating alcohol-involved adolescents in an ED setting. Research interventionist contact with physicians was minimal. SC took approximately 5 minutes and included brief advice to stop drinking and a handout on avoiding drinking and driving.



BAC blood alcohol concentration, ED emergency department, MI motivational interviewing.
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Note:
[bookmark: _GoBack]Mean diff. difference in mean of drinking quantity outcome between MI and control groups, MI motivational interviewing. Data source: Table 3.

Fig. S1. (a) Mean drinking frequency by treatment over time. (b) Mean drinking quantity by treatment over time.
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