JMIR RESEARCH PROTOCOLS

Stapinski et al

Protocol

Protocol for the Inroads Study: A Randomized Controlled Trial of
an Internet-Delivered, Cognitive Behavioral Therapy–Based Early
Intervention to Reduce Anxiety and Hazardous Alcohol Use Among
Young People
Lexine A Stapinski1,2, MClinPsych, PhD; Katrina Prior1,2, PhD; Nicola C Newton1,2, PhD; Mark Deady3, PhD; Erin
Kelly1,2, MClinPsych, PhD; Briana Lees1,2, BPsych (Hons); Maree Teesson1,2, PhD; Andrew J Baillie2,4, MClinPsych,
PhD
1

Centre of Research Excellence in Mental Health and Substance Use, National Drug & Alcohol Research Centre, University of New South Wales,
Sydney, Australia
2

The Matilda Centre, University of Sydney, Sydney, Australia

3

Black Dog Institute, University of New South Wales, Sydney, Australia

4

Faculty of Health Sciences, University of Sydney, Sydney, Australia

Corresponding Author:
Lexine A Stapinski, MClinPsych, PhD
The Matilda Centre
University of Sydney
Level 6, Jane Foss Russell Building (G02)
Sydney, NSW 2006
Australia
Phone: 61 2 8627 9039
Email: lexine.stapinski@sydney.edu.au

Abstract
Background: The transition to adulthood is a unique developmental period characterized by numerous personal and social role
changes and increased opportunities for alcohol consumption. Using alcohol to cope with anxiety symptoms is commonly reported,
and young people with anxiety are at a greater risk of hazardous alcohol use and progression to alcohol use disorder. Anxiety
and alcohol use tend to fuel each other in an exacerbating feed-forward cycle, leading to difficult-to-treat chronic problems. The
peak in onset of anxiety and alcohol disorders suggests this developmental window represents a promising opportunity for early
intervention before these problems become entrenched.
Objective: This study aims to evaluate the efficacy of the Inroads program, a therapist-supported, internet-delivered early
intervention for young adults that targets alcohol use, anxiety symptoms, and the interconnections between these problems.
Methods: A randomized controlled trial will be conducted nationally among young Australians (aged 17-24 years) who experience
anxiety symptoms and drink alcohol at hazardous or harmful levels. Participants will be individually randomized on a 1:1 basis
to receive the Inroads intervention or assessment plus alcohol guidelines. Participants randomized to the Inroads intervention
will receive access to 5 Web-based cognitive behavioral therapy (CBT) modules and weekly therapist support via email and/or
phone. The primary outcome assessment will be 8 weeks post baseline, with follow-up assessment 6 months post baseline to
determine the sustainability of the intervention effects. Primary outcomes will be the total number of standard drinks consumed
in the past month (assessed by the Timeline Follow-Back procedure), severity of alcohol-related harms (assessed by the Brief
Young Adult Alcohol Consequences Questionnaire), and anxiety symptoms across multiple disorders (assessed by the Generalized
Anxiety Disorder-7). Secondary outcomes will include alcohol outcome expectancies; functional impairment and quality of life;
and symptoms of social anxiety, anxious arousal, and depression. Results will be analyzed by intention-to-treat using multilevel
mixed effects analysis for repeated measures.
Results: The study is funded from 2017 to 2020 by Australian Rotary Health. Recruitment is expected to be complete by
late-2018, with the 6-month follow-ups to be completed by mid-2019. Results are expected to be published in 2020.
Conclusions: The study will be the first to evaluate the benefits of a youth-focused early intervention that simultaneously targets
anxiety and hazardous alcohol use. By explicitly addressing the interconnections between anxiety and alcohol use and enhancing
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CBT coping skills, the Inroads program has the potential to interrupt the trajectory toward co-occurring anxiety and alcohol use
disorders. The Web-based format of the program combined with minimal therapist support means that if effective, the program
could be widely disseminated to reach young people who are not currently able or willing to access face-to-face treatment.
Trial
Registration:
Australian
New
Zealand
Clinical
Trials
Registry
ACTRN12617001609347;
https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=372748&isReview=true (Archived by WebCite at
http://www.webcitation.org/77Au19jmf)
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Introduction
Background
The transition from adolescence to early adulthood is a unique
and important developmental period characterized by numerous
personal and social role changes, including new relationships
and living arrangements, increased independence, and pursuit
of employment and/or higher education [1]. Young adulthood
also marks a period of increased vulnerability for the onset of
both anxiety and alcohol use disorders [2-5]. Up to 1 in 5 young
people aged between 16 and 29 years report an anxiety disorder
in the preceding 12 months (12.2%-22.3%) [6-9]. Experiencing
anxiety symptoms at this important developmental stage affects
the way a young person adjusts to changing life circumstances
and can make it more difficult to form new friendships and
navigate the challenges, increasing life demands and stressors
that emerge [10]. Young adulthood is also characterized by
increased availability and opportunities for alcohol use,
coinciding with a change to the legal of drinking at age 18 years
in many countries including Australia. Within a 12-month
period, nearly 1 in 2 (42.0%) young adults aged 18 to 24 years
report consuming alcohol at high-risk levels (ie, 5 or more
standard drinks on a single occasion at least once a month) and
approximately 1 in 6 (15.3%) at very high–risk levels (ie, 11 or
more standard drinks on a single occasion at least once per year)
[11]. Intoxication, particularly at this age, can have significant
health, legal, social, and financial consequences, including
progression to alcohol use disorder [1]. Patterns of alcohol use
established at this age are linked to outcomes later in adulthood,
including risk of chronic alcohol use problems and a range of
physical, social, and mental health consequences [12]. Despite
the profound potential impact, less than 1 in 4 young people
with a mental health or substance use disorder will seek help
for these problems [2,13]. For young people, common barriers
to seeking treatment include fear of judgment or stigma and
practical constraints including difficulty accessing treatment at
a convenient time or location [14].

Interrelationship Between Anxiety and Alcohol Use
Anxiety has been consistently associated with increased risk of
hazardous alcohol use and alcohol use disorder [15,16]. In view
of evidence that the onset of anxiety symptoms typically
precedes that of hazardous alcohol use [15], the co-occurrence
of anxiety and alcohol use is often explained by the
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self-medication model [17,18], whereby alcohol is consumed
in an attempt to reduce or cope with anxiety symptoms. Over
time, this can lead to progressively greater alcohol intake, related
psychosocial problems, functional impairment, and heightened
stress and anxiety [19,20]. Among young people, overly positive
expectancies about the tension-reducing and social lubricant
effects of alcohol are common, and anxious young people may
be particularly susceptible to the use of alcohol to cope with
symptoms of anxiety and nervousness as they navigate new
social and occupational challenges [21,22]. Indeed,
coping-motivated drinking has been linked to the development
of alcohol-related problems [23-25], and anxiety disorders are
associated with an earlier first use of alcohol [26] and increased
risk of progression from first alcohol use to regular use and
from regular use to alcohol use disorder [27]. If left untreated,
anxiety and hazardous alcohol use tend to fuel each other in an
exacerbating feed-forward cycle that interferes with recovery
from either condition [28-31].

Integrating Anxiety and Alcohol Use Interventions
Improves Outcomes
People with co-occurring anxiety and hazardous alcohol use
tend to respond poorly to standard, single-disorder interventions
[32-34]. Increasingly, the co-occurrence of anxiety symptoms
and hazardous alcohol use is understood as a clinically important
relationship involving mutually reinforcing connections that
are likely to require integrated interventions [16,35]. Evidence
from adult samples [30,36,37] suggests integrating treatment
for co-occurring anxiety and alcohol use disorders is a promising
approach that is intuitively appealing to patients. Our research
group has developed an integrated cognitive behavioral therapy
(CBT) for co-occurring social anxiety and alcohol use disorders
[28], which has demonstrated greater improvements in anxiety
symptoms, depression, and overall functioning compared with
standard treatment approaches [37]. Furthermore, our work with
young adolescents (aged 13-14 years) has demonstrated that
early intervention implemented in secondary schools to improve
coping with high-risk personality traits, including anxiety
sensitivity, effectively reduces alcohol misuse and
alcohol-related harms over a 3-year period [38]. Most recently,
a randomized controlled trial (RCT) of a youth-focused,
internet-delivered, early intervention targeting co-occurring
depression and harmful alcohol use has demonstrated clinically
significant short-term symptom improvements compared with
an attention control among young adults [39]. These findings
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demonstrate the clear clinical benefits of integrated approaches
and demonstrate that age-appropriate early intervention has the
potential to prevent or halt the escalation of anxiety and drinking
into disorder-level problems.

The Inroads Program: Providing Accessible,
Age-Appropriate, Early Intervention for Young Adults
The increased availability and opportunities for drinking during
early adulthood, combined with the peak in onset of anxiety
disorders, suggests this is a critical developmental window for
interrupting the trajectory into chronic anxiety and alcohol use
disorders. Despite the associative links between anxiety and
hazardous alcohol use, there are no existing youth-focused
interventions that target anxiety symptoms, hazardous alcohol
use, and the interconnections between them. The internet
presents a promising delivery method for this age group as it
reduces barriers to seeking treatment such as fear of judgment
or stigma, cost, and difficulties accessing treatment [14].
Reviews suggest young people prefer internet-delivered over
face-to-face treatments [40], and limitations relating to
engagement and retention can be ameliorated through the
provision of therapist support via phone, chat, or email [41].
To meet this need for an age-appropriate, internet-delivered,
integrated intervention targeting anxiety and hazardous alcohol
use, the Inroads program was developed. The program was
designed in consultation with the target age group to ensure the
content and features (ie, case vignettes, skill-based videos,
language, illustrations, and layout) were deemed relevant,
acceptable, and appealing and would maximize engagement of
anxious young people at risk of hazardous alcohol use. This
brief, 5-session intervention combines therapist phone and email
support with internet-delivered CBT content via contemporary
Web design, youth-focused illustrations, videos, and vignettes.
The active intervention components draw from our integrated
CBT program for adults with social anxiety and alcohol use
disorder [28] and our Web-based youth program for alcohol use
and depression treatment [39]. The Inroads program and
development process are described in full elsewhere [42].

Aims
This study will evaluate the efficacy of the Inroads program—a
brief, Web-based CBT intervention that combines 5 online
skills-based modules with minimal psychologist support for
young adults (aged 17-24 years) who experience both anxiety
symptoms and hazardous or harmful alcohol use. The study will
be an RCT comparing the Inroads program with a control
condition who will receive assessment plus alcohol guidelines
and information. The study will be the first to evaluate the
benefits of an early intervention for young adults targeting
hazardous alcohol use, anxiety symptoms, and the
interconnections between these problems.
It is hypothesized that compared with the control condition, the
Inroads intervention will achieve greater reductions in (1)
alcohol use, including drinks per drinking day and frequency
of binge drinking; (2) alcohol-related harms; and (3) anxiety
symptoms at 8 weeks post baseline. To assess the sustainability
of these effects, outcomes for both groups will be assessed again
at 6 months post baseline. Furthermore, it is hypothesized that

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

Stapinski et al
participants allocated to receive the Inroads program will report
decreased coping-motivated drinking and positive alcohol
expectancies and greater improvements from baseline to post
intervention on secondary outcomes of stress, social anxiety
and depression symptoms, overall functioning, and quality of
life.

Methods
Study Setting and Design
The study will be conducted nationally across Australia and
involves a parallel RCT in which eligible participants will be
individually randomized into either (1) the intervention condition
(Inroads program) or (2) the control condition (assessment plus
alcohol guidelines and information). The primary end point will
be the posttreatment assessment, conducted at 8 weeks following
baseline, with a secondary end point at 6 months after baseline.
Figure 1 depicts the study design.

Ethics Approval and Registration
The study has been prospectively registered with the Australian
N ew
Zealand
Clinical
Tr i a l s
R eg i s t r y
(ACTRN12617001609347) and received ethical approval from
the University of New South Wales Human Research Ethics
Committee (HC17185). Informed consent will be obtained
electronically from all participants and confidentially assured
via rigorous data encryption.

Participants
A total of 122 participants (male and female) aged between 17
and 24 years who report anxiety symptoms and hazardous or
harmful alcohol consumption will be recruited into the study
in 2018. This age range captures the transition from late
adolescence at 17 years into the unique developmental stage of
young adulthood [43].

Recruitment
Participants will be recruited through a variety of advertising
methods including media coverage (TV and radio), social media
posts, paid online advertising via social media and search
engines (eg, Facebook, Twitter, Instagram, YouTube, and
Google search), distribution of posters and flyers at universities,
technical and further education institutes and youth-focused
institutions, and referral from youth mental health services.
Potential participants will be referred to the study website [44],
which provides a description of the study. To be assessed for
the study, interested participants will click a link to provide
informed consent before proceeding to the online eligibility
assessment.

Eligibility Criteria
Individuals who consent to participate will be directed to
complete a 15-min online eligibility assessment. Inclusion and
exclusion criteria are shown in Textboxes 1 and 2, respectively.
Eligible participants will be invited to complete an online
baseline assessment before proceeding with the trial. Participants
who do not meet eligibility criteria will be provided with a list
of referral options.
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Figure 1. Inroads study design. CBT: cognitive behavioral therapy.

Textbox 1. Inclusion criteria.
•

Aged between 17 and 24 years.

•

Living in Australia.

•

Currently reporting hazardous or harmful levels of alcohol use, as indicated by an Alcohol Use Disorders Identification Test score ≥8 [45].

•

Experiencing at least mild symptoms of an anxiety disorder, as indicated by a score ≥5 on the Generalized Anxiety Disorder-7 (GAD-7)
Questionnaire [46] or a score ≥6 on the Mini-Social Phobia Inventory (Mini-SPIN) [47]. Although the Mini-SPIN focusses on anxiety symptoms
consistent with social anxiety disorder, the GAD-7 has been found to index symptoms across multiple disorders and is sensitive to GAD, panic,
and social anxiety disorder, facilitating screening of young people presenting with a range of anxiety presentations [48].
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Textbox 2. Exclusion criteria.
•

Inability or unwillingness to provide contact information.

•

Insufficient English literacy.

•

Inability to access the internet to participate in the program.

•

Daily use of cannabis or benzodiazepines or weekly use of psychostimulants (assessed by the National Institute on Drug Abuse quick screen
questions [49]).

•

Primary current concern as identified by the participant is related to trauma symptoms or substance use other than alcohol.

•

Significant risk of complicated alcohol withdrawal (indicated by past experience of severe alcohol withdrawal symptoms such as seizures,
hallucinations, or high fever).

•

Active suicidal ideation (indicated by a single item assessing experience of suicidal thoughts and intent in the past 2 weeks).

•

Active symptoms of psychosis (score ≥3 on the Psychosis Screening Questionnaire [50]) or currently accessing ongoing psychological treatment
for mental health or drug or alcohol problems.

Allocation
To avoid bias, participants will be individually randomized to
either the intervention or control condition via the trial website
using a computer-generated randomization sequence, which is
concealed from the investigators. Automatic randomization
within the Web-based program removes the potential for
researcher involvement. Randomization will occur directly after
completion of the online baseline assessment. Following
randomization, the study psychologists (LS, EK, and AB) and
project coordinator (KP) will be informed of group allocation
to deliver the intervention (phone or chat sessions and
motivational emails) to participants allocated to the intervention
condition, whereas the research assistant (BL) who is responsible
for reminding participants to complete follow-up assessments
will remain blind to allocation status.

Assessments
All assessments are well-validated instruments commonly used
in mental health and alcohol research and will be administered
online via the trial website hosted by a secure, dedicated server
in Australia. Participants will complete an online eligibility
screening and baseline assessment before random allocation.
Automatic email prompts to complete follow-up assessments
will be sent to participants at 8 weeks (primary end point) and
6 months (secondary end point) after baseline. The following
evidence-based strategies will minimize data attrition [51,52]:
(1) monetary incentives (Aus $30 gift voucher) for each
follow-up assessment completed, (2) collection of multiple
sources of contact information at baseline (eg, email, mobile
number, and postal address), (3) user-friendly electronic survey
design that can be completed via multiple devices (eg, via
mobile phone), (4) personalized reminder messages (short
message service [SMS] text message and email) to complete
survey, and (5) follow-up letter with photo of the research team
and telephone call from the research assistant (blind to allocation
status) to those participants who do not respond. Self-report
assessment, use of standardized reminder templates, and blinding
of the research assistants administering follow-up calls removes
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the potential for researcher influence over study results. The
timing of assessments is detailed in the Inroads study schedule
in Table 1.

Measures
Primary and secondary outcomes of the study were assessed at
baseline, 8-weeks post baseline, and 6-months post baseline
using validated psychometric instruments.

Primary Outcomes
Due to the focus of the study on co-occurring anxiety and
hazardous alcohol use, primary outcomes encompass
measurement across both anxiety symptoms and alcohol-related
problems. Primary outcomes for alcohol are consumption per
drinking day, calculated from the total number of Australian
standard drinks (10 g of alcohol) consumed in the past month
and assessed by a computerized version of the Timeline
Follow-Back (TLFB; [53,54]) procedure and alcohol-related
harm as assessed by the Brief-Young Adult Alcohol
Consequences Questionnaire (B-YAACQ; [55]). The TLFB is
a widely used procedure that has been validated across a number
of countries and among a variety of subpopulations, including
young adults, and the self-report computerized version has
demonstrated good reliability with test-retest correlations
exceeding 0.85 (see review by Deady [56]). The B-YAACQ
assesses 24 age-appropriate consequences of alcohol
consumption in the past 30 days using a dichotomous (0 “no”
or 1 “yes”) response format. Scores range from 0 to 24, with
higher scores indicating more problems and negative
consequences from drinking. Primary outcomes for anxiety will
be assessed by the Generalized Anxiety Disorder-7 (GAD-7)
[48], which is sensitive to symptoms across anxiety disorders
and has been previously used to assess outcomes in trials of
internet-delivered treatment for mixed anxiety samples [57].
The GAD-7 contains 7 items, ranging from 0 “not at all” to 3
“nearly every day.” Total scores range from 0 to 21, with scores
of 5, 10, and 15 representing cut points for mild, moderate, and
severe anxiety, respectively.
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Table 1. Inroads study timeline.
Assessments

Study period
Enrollment

Pre-allocation

Allocation

t1 (baseline)

Post-allocation
t2 (8 weeks)

t3 (6 months)

Enrollment
Eligibility screen

✓a

–b

–

–

–

Informed consent

✓

–

–

–

–

Allocation

–

–

✓

–

–

Inroads c

–

–

✓

✓

–

Control

–

–

✓

✓

–

Alcohol Use Disorder Identification Test

✓

–

–

✓

✓

Generalized Anxiety Disorder-7

✓

–

–

✓

✓

Mini-Social Phobia Inventory

✓

–

–

–

–

National Institute on Drug Abuse quick screen

✓

–

–

–

–

Psychosis Screening Questionnaire

✓

–

–

–

–

Alcohol Outcome Expectancies tension-reduction scale

–

✓

–

✓

✓

Brief Young Adult Alcohol Consequences Questionnaire –

✓

–

✓

✓

Depression and Anxiety Stress Scale

–

✓

–

✓

✓

Drinking Motives Questionnaire-Revised

–

✓

–

✓

✓

Emotion Regulation Questionnaire

–

✓

–

✓

✓

Life Events Checklist for Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5)

–

✓

–

✓

✓

Post-Traumatic Stress Disorder symptom checklist for
DSM-5

–

✓

–

✓

✓

Self-Compassion Scale-Short Form

–

✓

–

✓

✓

Sheehan Disability Scale

–

✓

–

✓

✓

Social Phobia Scale and Social Interaction Anxiety Scale- –
Short forms

✓

–

✓

✓

Substance Use Risk Profile Scale

–

✓

–

✓

✓

Treatment Acceptability Questionnaire

–

–

–

✓

–

Timeline Follow-Back

–

✓

–

✓

✓

Working Alliance Inventory-Short Form

–

–

–

✓

–

Intervention

Assessments

a

Indicates that enrollment, intervention delivery and/or assessments occurred at these time points.

b

Indicates that enrollment, intervention delivery and assessments were not relevant at these time points.

c

Inroads intervention includes 5 modules which are delivered over 5 weeks, with flexibility in module completion provided up until t2 (8-week postbaseline assessment).

Secondary Outcomes
Module completion, time spent, rate of completion, and number
and duration of therapist contacts via email, chat, and phone
will be recorded to measure treatment retention and dose.
Frequency of binge drinking (past month consumption of ≥5
standard drinks on 1 occasion) will be calculated from alcohol
consumption data collected using the TLFB procedure [53,54].
Symptoms specific to social anxiety will be assessed using the
http://www.researchprotocols.org/2019/4/e12370/
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12-item Social Phobia Scale and Social Interaction Anxiety
Scale-short forms [58]. Items are scored on a 5-point Likert-type
scale from 0 “Not at all characteristic or true of me” to 4
“Extremely characteristic or true of me.” Total scores range
from 0 to 48, with higher scores indicating higher levels of
social anxiety. Symptoms of anxious arousal and depression
will be assessed using the 21-item anxiety and depression
subscales of the Depression and Anxiety Stress Scale [59]. Items
are rated on a 4-point scale (0-3), summed and doubled for each
JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 6
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subscale. Subscale scores range from 0 to 42, with higher scores
indicating greater severity of emotional symptoms. Overall,
functional impairment and quality of life will be assessed by
the Sheehan Disability Scale [60] . Participants rate the extent
to which their work, social life/leisure activities, and home
life/family responsibilities are impaired by their symptoms on
a 10-point visual analog scale. Higher numbers indicate greater
impairment. The 3 items may be summed into a single
dimension of global functioning impairment that ranges from
0 “unimpaired” to 30 “highly impaired.” The 28-item Drinking
Motives Questionnaire-Revised [61] will be used to assess
alcohol use motives across 5 subscales: social, coping-anxiety,
coping-depression, enhancement, or conformity. Each item is
rated on a 5-point Likert scale ranging from 1 “almost
never/never” to 5 “almost always/always.” Subscales are scored
as the average across the items within a scale, which allows a
direct comparison across subscales. Positive alcohol
expectancies will be assessed by the 17-item alcohol
tension-reduction expectancies scale [62]. Each item is scored
from 0 “not at all important” to 3” very important,” with total
scores ranging from 0 to 51. Higher scores indicate greater
expectancies regarding the tension-reducing effects of alcohol.
Additional measures will be included to explore secondary
research questions, namely (1) Emotion Regulation
Questionnaire [63] to assess emotional regulation difficulties;
(2) Self-Compassion Scale-Short Form to assess self-compassion
[64]; (3) Life Events Checklist for Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5) [65],
adapted to assess lifetime exposure to potentially traumatic
events; (4) Post-Traumatic Stress Disorder (PTSD) symptom
checklist [66] to assess severity of past-month PTSD symptoms
according to DSM-5; (5) Working Alliance Inventory-Short
Form-revised [67] to assess therapeutic alliance; (6) Treatment
Acceptability Questionnaire [68]; and (7) Substance Use Risk
Profile Scale [69] to assess personality risk factors. Demographic
information including age, sex, education, employment, country
of birth, sexuality, geographical location, and treatment use (ie,
medication and treatment from health professionals such as
psychologists, psychiatrists, counselors, and general
practitioners) will also be collected.

Inroads Anxiety and Alcohol Use Intervention
The Inroads program is a therapist-supported, internet-delivered
CBT program aimed at reducing symptoms of anxiety,
hazardous alcohol consumption, and alcohol-related harms. It
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involves 5 sequential modules over a 5-week period that focus
on enhancing motivation to change and developing CBT
strategies to manage anxiety and hazardous alcohol use. Each
module should take approximately 30 min to 45 min to
complete, and to allow time for skill practice and consolidation,
new modules will become available at a rate of 1 module each
week, irrespective of whether the previous module has been
completed. Automated email and SMS text message reminders
to complete program modules will be provided weekly. Goal
setting, planning, and review are completed each module, with
new skills being introduced in each module (Table 2).
The content for each module is delivered via written text,
images, infographics, and interactive forms, whereby
participants are guided to identify their goals recognize their
cognitive and/or behavioral responses, and practice CBT skills
by working through personal examples. Additional online forms
are provided for homework practice. In modules 2, 3, and 4, a
brief 3-min animated video illustrates the key skills introduced
in the module (module 2: realistic thinking, module 3: strategies
to reduce or avoid drinking, module 4: facing fears to overcome
anxiety). In addition, as participants work through the program,
they follow the stories of 2 characters. This narrative is presented
via audio segments (with accompanying text) to illustrate case
examples aligned with the key concepts or skills in each module.
A 5-item quiz at the end of each module provides the
opportunity for participants to test and reinforce their knowledge
of the key points.
Therapist support will be provided by a team of trained
psychologists, ranging from recent graduates to experienced
clinicians, who will receive supervision from experienced
clinicians. At the completion of each module, participants will
receive an email providing feedback, troubleshooting, and
personalized suggestions aligned to module content. In addition,
telephone and/or chat sessions following modules 1 (30 min)
and 4 (30 min) will focus on motivational enhancement,
developing a shared anxiety-drinking problem formulation,
troubleshooting, and tailoring behavioral experiments and
cognitive therapy exercises. The 5 modules are intended to be
completed weekly; however, to allow some flexibility in the
rate of completion, postintervention surveys will be administered
to all participants 8 weeks after baseline. Participants in the
intervention will also be asked to complete another follow-up
survey 6 months post baseline.

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 7
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Stapinski et al

Table 2. New skills introduced in each module of the Inroads program.

a

Modules

Skills learned

Module 1

Normative feedback about alcohol use; understanding motives for change and the interrelationship between anxiety
and alcohol use; psychoeducation regarding the cognitive, physiological, and behavioral aspects of anxiety and alcohol
use; goal setting and drinking limits; and emotion surfing to ride out cravings and uncomfortable feelings

Module 2

Understanding the ABCa model and cognitive therapy targeting anxious thoughts

Module 3

Cognitive behavioral therapy strategies for sticking to drinking limits, cognitive therapy targeting positive alcohol expectancies (ie. ‘drinking thinking’), assertiveness, and handling group dynamics

Module 4

Understanding avoidance and anxiety and graded behavioral experiments

Module 5

Enhancing social support, longer-term goal setting, and relapse prevention

ABC: Refers to activating event or objective situation, belief, and consequences.

Assessment and Alcohol Information Control
Participants in control condition will receive assessment
followed by an online information pamphlet outlining the effects
of alcohol and risks of overuse, the Australian National Health
and Medical Research council’s recommended guidelines for
alcohol consumption, and a list of links to national telephone
helplines and alcohol information websites. The information
pamphlet will be available for immediate download and will
also be emailed to them. Past research demonstrates that
answering detailed questions about drinking alters subsequent
self-reported behavior, particularly among young adult samples
[70-72], and thus, it is expected that the assessment procedures
in combination with information provision will lead to a modest
decrease in alcohol consumption in the control group. By using
an alcohol-only control condition, the Inroads integrated
intervention can be compared with current recommendations
for comorbidity management, which state that alcohol use
problems should be addressed before co-occurring conditions
such as anxiety [73]. Participants in the control group will be
informed that they will be recontacted in 8 weeks and 6 months
for follow-up surveys, and after completion of the final survey,
they will be offered the Inroads program.

Safety Protocol
Before consenting to the study, the information statement will
provide all participants with a list of crisis and support services.
At entry to the study, participants will be screened for risk of
complicated alcohol withdrawal and active suicidal ideation in
the past 2 weeks, and those who screen positive will be referred
to appropriate support services. For participants allocated to the
Inroads program, the project psychologists will monitor
symptoms during phone, email, and/or chat contact and via
review of content submitted online. The Web-based program
will provide links for participants to request additional support
from the project psychologists via phone or chat room.
Psychologists will provide up to a maximum of 2 hours of
additional phone and/or chat support where required, and in
cases where a severe deterioration or safety risk is indicated,
participants will be referred to appropriate services for more
intensive support. Participants in both conditions will complete
assessments 8 weeks and 6 months after baseline, which
provides an opportunity for symptom monitoring, and all
participants will be provided with a list of support services that
can be accessed should they require additional help. In addition,
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the trial website will automatically detect any English words or
phrases entered in the program modules or assessment surveys
that are consistent with the vernacular of suicidal ideation [74].
If any words indicative of suicidality are detected, a notification
will be sent to the project psychologists, who will manually
examine the relevant content. When manual review suggests
suicidal ideation, the psychologist will contact the participant
to conduct a risk assessment and provide referral to appropriate
support services.

Sample Size
Previous evaluations of brief, multisession, internet-delivered
interventions for young adults have indicated an effect size at
post intervention of between 0.68 and 0.99 for reduction in the
number of drinks consumed [39,75], 0.56 for reduction in
alcohol-related consequences [75], and 0.59 for reduction in
anxiety symptoms [76]. Optimal Design software [77] was used
to calculate the required sample size, taking into account the
multilevel analysis with a nested repeated measures design.
Using a conservative approach with intraclass correlation
coefficient of .55 estimated based on our adult comorbidity trial
[37], power calculations indicated a sample size of 90 (45 each
group) would be required to detect a moderate effect size of
0.50 between the intervention and control group with power=0.8
and alpha=.05. To allow for data attrition at post assessment,
estimated at 35% (n=32/90) [78], a total sample of 122
individuals will be recruited to the study.

Statistical Analysis
Primary analyses will use multilevel mixed effects analysis for
repeated measures [79,80], which is a flexible analytic approach
for modeling change over time that has emerged as a flexible
and rigorous method for analyzing RCT results. The approach
has a number of advantages over traditional approaches,
including better treatment of missing data and flexible modeling
of variance at the individual level, time effects, and the
within-subject covariance structure [79,80]. Models will include
a random intercept, and preliminary models will be estimated
and model fit statistics examined to determine the most
appropriate model and covariance structure. All models will
use baseline measurements as the reference point to estimate
participant-specific starting points and change over time.
Intervention condition will be represented by a dummy-coded
variable, and the condition by time interaction will be examined
to assess between-group differences in treatment response over
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time. Treatment dose (hours of therapist contact and module
completion) will be entered as an independent variable in
secondary analyses to examine moderation of treatment effects.
For outcomes with evidence of significant intervention effects,
Cohen d will be calculated from model estimated marginal
means and standard errors to determine the size of effect
between conditions at the relevant end point. All analyses will
be carried out on an intention-to-treat basis, retaining and
analyzing all participants in the intervention groups they were
originally allocated to. Missing data will be accounted for in
all analyses using maximum likelihood estimation, and the
impact of missing data on study conclusions will be examined
using recommended methods [81]. Data analyses will be
conducted using Stata, version 15 [82], with significance levels
set at P<.05 (95% CI).

Results
The study is funded from 2017 to 2020 by Australian Rotary
Health. Recruitment is expected to be complete by late 2018,
with the 6-month follow-ups to be completed by mid-2019.
Results are expected to be submitted for publication in 2020.

Discussion
Potential Findings
There is a need for evidence to guide policy and practice to
address hazardous alcohol use occurring in the context of anxiety
symptoms. We describe the protocol for the first trial of a
youth-focused, Web-based, early intervention that targets
anxiety, hazardous alcohol use, and the mutually reinforcing
connections between these problems. Given the transition into
early adulthood is a key risk period for the onset of anxiety and
alcohol use disorders [2-5], evidence of improved outcomes
would provide a scalable intervention strategy to reduce the
substantial burden, social costs, and disability associated with
these disorders.

Strengths and Limitations
The study will address an important knowledge gap by
examining for the first time the benefits of an integrated,
Web-based, early intervention approach that targets the
interrelationship between anxiety and alcohol use. An additional
strength of this study is the intervention delivery in a brief
format that has been adapted and designed specifically for young
adults, featuring engaging and interactive content delivery,
visually appealing illustrations and videos, and age-appropriate
case vignettes. Delivery via the internet is a further strength,
given that young people report a preference for
internet-delivered over face-to-face treatments [40], and this
format circumvents some of the barriers to youth seeking
treatment, including fear of judgment or stigma, and difficulties
accessing treatment at a convenient time or location [14].
A challenge for this study is treatment retention and data
attrition. Motivation to change alcohol consumption is known
to fluctuate over time [83], and treatment dropout is relatively
high, with a recent meta-analysis estimating dropout from
substance use treatment at 36.4% [78]. Lower attrition is
typically observed for anxiety disorders (19.6%; [78]); however,
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higher treatment dropout is typical in samples with comorbid
problems [84-86]. Although internet-delivered mental health
interventions offer a number of advantages, particularly for
young people, they are also associated with higher dropout rates
(34.2%) compared with face-to-face treatment delivery (24.6%
and 25.1% for individual and group treatment dropout rates,
respectively; [78]). To address this potential limitation, the
Inroads program was developed to combine internet-delivered
content with psychologist support via email and phone. In a
systematic
review,
supplementing
internet-delivered
interventions with support was associated with improved
outcomes and greater treatment retention [41]. Furthermore,
therapeutic components of the Inroads program are consolidated
within a brief, 5-session intervention, in view of evidence that
time pressure is a common barrier to treatment [87] and young
people are less likely to commit to longer treatment duration
[88]. To minimize data attrition, we will implement a
comprehensive follow-up protocol incorporating multiple
evidence-based strategies [51,52], including monetary incentives
and multiple reminder messages, that we have used to good
effect in previous trials involving young people [38,39].
Moreover, missing data will be accounted for in all analyses
using maximum likelihood estimation, and the impact of missing
data on study conclusions will be examined using recommended
methods [81]. A second limitation of the study is that the control
condition is not matched to the Inroads program in terms of
length of intervention content or access to therapist support.
Nonetheless, the comparison condition involves comprehensive
alcohol assessment and information provision, which has been
found to alter subsequent self-reported drinking, particularly
among young adults [70-72], and thus provides a suitable
benchmark to assess the additive benefits of the Inroads
program. We consider the comparison between this integrated
approach and single-disorder interventions of equivalent length
an important next step should the program prove efficacious in
this trial.

Conclusions and Implications
The link between anxiety and hazardous alcohol use is well
established, and when these conditions do co-occur, the
presentation tends to be more severe and difficult to treat;
indeed, psychiatric comorbidity represents one of the most
significant challenges to effective treatment provision and an
urgent global priority for health research. The increased
availability and opportunities for drinking during early
adulthood, combined with the peak in onset of anxiety disorders,
suggests this developmental window represents a promising
opportunity for early intervention to interrupt the trajectory
toward co-occurring anxiety and alcohol use disorders. By
explicitly addressing the expectancies and behavioral links
between anxiety and alcohol use as well as enhancing CBT
coping skills specifically tailored to the unique stressors and
drinking contexts of young adulthood, the Inroads program has
the potential to improve anxiety symptoms and reduce alcohol
consumption before these problems become entrenched. The
Web-based format of the program combined with minimal
therapist support via phone or email means that if effective, the
program could be widely disseminated, with potential to
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maximize impact by reaching young people who are not

Stapinski et al
currently able or willing to access face-to-face treatment.

Acknowledgments
This research is funded by Australian Rotary Health. Australian Rotary Health did not influence the design of the study or the
writing of the manuscript. LAS is supported by a NHMRC Translating Research into Practice Fellowship. MT is supported by
an NHMRC research fellowship (APP1870487).

Authors' Contributions
LAS, NCN, MT, and AJB designed the study and obtained funding support. LAS prepared the first draft of the manuscript. All
authors reviewed and contributed to the final manuscript.

Conflicts of Interest
The authors are developers of the Inroads Web-based program.

References
1.
2.

3.

4.
5.

6.
7.

8.

9.

10.

11.
12.

13.

14.
15.

16.

Hall WD, Patton G, Stockings E, Weier M, Lynskey M, Morley KI, et al. Why young people's substance use matters for
global health. Lancet Psychiatry 2016 Mar;3(3):265-279. [doi: 10.1016/S2215-0366(16)00013-4] [Medline: 26905482]
Teesson M, Hall W, Slade T, Mills K, Grove R, Mewton L, et al. Prevalence and correlates of DSM-IV alcohol abuse and
dependence in Australia: findings of the 2007 National Survey of Mental Health and Wellbeing. Addiction 2010
Dec;105(12):2085-2094. [doi: 10.1111/j.1360-0443.2010.03096.x] [Medline: 20707771]
Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and age-of-onset distributions
of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry 2005 Jun;62(6):593-602. [doi:
10.1001/archpsyc.62.6.593] [Medline: 15939837]
Degenhardt L, Stockings E, Patton G, Hall WD, Lynskey M. The increasing global health priority of substance use in young
people. The Lancet Psychiatry 2016 Mar;3(3):251-264. [doi: 10.1016/S2215-0366(15)00508-8]
de Lijster JM, Dierckx B, Utens EM, Verhulst FC, Zieldorff C, Dieleman GC, et al. The Age of Onset of Anxiety Disorders:
a meta-analysis. Can J Psychiatry 2017 Dec;62(4):237-246 [FREE Full text] [doi: 10.1177/0706743716640757] [Medline:
27310233]
National Institute of Mental Health. 2017. Mental Health Information: Statistics URL: https://www.nimh.nih.gov/health/
statistics/any-anxiety-disorder.shtml [accessed 2019-03-28] [WebCite Cache ID 77CbDhgmt]
Wells JE, Browne MA, Scott KM, McGee MA, Baxter J, Kokaua J. Prevalence, interference with life and severity of 12
month DSM-IV disorders in Te Rau Hinengaro: the New Zealand Mental Health Survey. Aust N Z J Psychiatry 2006
Oct;40(10):845-854. [doi: 10.1080/j.1440-1614.2006.01903.x] [Medline: 16959010]
Gustavson K, Knudsen AK, Nesvåg R, Knudsen GP, Vollset SE, Reichborn-Kjennerud T. Prevalence and stability of mental
disorders among young adults: findings from a longitudinal study. BMC Psychiatry 2018 Dec 12;18(1):65 [FREE Full text]
[doi: 10.1186/s12888-018-1647-5] [Medline: 29530018]
McEvoy PM, Grove R, Slade T. Epidemiology of anxiety disorders in the Australian general population: findings of the
2007 Australian National Survey of Mental Health and Wellbeing. Aust N Z J Psychiatry 2011 Nov;45(11):957-967. [doi:
10.3109/00048674.2011.624083] [Medline: 22044173]
Elkins IJ, King SM, McGue M, Iacono WG. Personality traits and the development of nicotine, alcohol, and illicit drug
disorders: prospective links from adolescence to young adulthood. J Abnorm Psychol 2006 Feb;115(1):26-39. [doi:
10.1037/0021-843X.115.1.26] [Medline: 16492093]
Australian Institute of Health and Welfare. National Drug Strategy Household Survey: Detailed findings. Canberra, Australia:
Australian Institute of Health and Welfare; 2017.
McCambridge J, McAlaney J, Rowe R. Adult consequences of late adolescent alcohol consumption: a systematic review
of cohort studies. PLoS Med 2011 Feb 08;8(2):e1000413 [FREE Full text] [doi: 10.1371/journal.pmed.1000413] [Medline:
21346802]
Slade T, Johnston A, Oakley Browne MA, Andrews G, Whiteford H. 2007 National Survey of Mental Health and Wellbeing:
methods and key findings. Aust N Z J Psychiatry 2009 Jul;43(7):594-605. [doi: 10.1080/00048670902970882] [Medline:
19530016]
Saunders SM, Zygowicz KM, D'Angelo BR. Person-related and treatment-related barriers to alcohol treatment. J Subst
Abuse Treat 2006;30(3):261-270. [doi: 10.1016/j.jsat.2006.01.003] [Medline: 16616171]
Falk DE, Yi H, Hilton ME. Age of onset and temporal sequencing of lifetime DSM-IV alcohol use disorders relative to
comorbid mood and anxiety disorders. Drug Alcohol Depend 2008;94(1-3):234-245 [FREE Full text] [doi:
10.1016/j.drugalcdep.2007.11.022] [Medline: 18215474]
Kushner M, Abrams K, Borchardt C. The relationship between anxiety disorders and alcohol use disorders: a review of
major perspectives and findings. Clin Psychol Rev 2000;20(2):A. [doi: 10.1016/S0272-7358(99)00027-6]

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 10
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
17.
18.
19.

20.

21.
22.

23.

24.
25.
26.

27.

28.

29.

30.

31.

32.
33.
34.

35.
36.

37.
38.

Blume AW, Schmaling KB, Marlatt GA. Revisiting the self-medication hypothesis from a behavioral perspective. Cogn
Behav Pract 2000;7(4):379-384. [doi: 10.1016/S1077-7229(00)80048-6]
Khantzian EJ. The self-medication hypothesis of substance use disorders: a reconsideration and recent applications. Harv
Rev Psychiatry 1997;4(5):231-244. [doi: 10.3109/10673229709030550] [Medline: 9385000]
Robinson J, Sareen J, Cox BJ, Bolton JM. Role of self-medication in the development of comorbid anxiety and substance
use disorders: a longitudinal investigation. Arch Gen Psychiatry 2011;68(8):800-807. [doi:
10.1001/archgenpsychiatry.2011.75] [Medline: 21810645]
Crum RM, La Flair L, Storr CL, Green KM, Stuart EA, Alvanzo AA, et al. Reports of drinking to self-medicate anxiety
symptoms: longitudinal assessment for subgroups of individuals with alcohol dependence. Depress Anxiety 2013
Feb;30(2):174-183 [FREE Full text] [doi: 10.1002/da.22024] [Medline: 23280888]
Hussong AM, Jones DJ, Stein GL, Baucom DH, Boeding S. An internalizing pathway to alcohol use and disorder. Psychol
Addict Behav 2011;25(3):390-404 [FREE Full text] [doi: 10.1037/a0024519] [Medline: 21823762]
Stapinski LA, Edwards AC, Hickman M, Araya R, Teesson M, Newton NC, et al. Drinking to cope: a latent class analysis
of coping motives for alcohol use in a large cohort of adolescents. Prev Sci 2016;17(5):584-594. [doi:
10.1007/s11121-016-0652-5] [Medline: 27129479]
Beseler CL, Aharonovich E, Keyes KM, Hasin DS. Adult transition from at-risk drinking to alcohol dependence: the
relationship of family history and drinking motives. Alcohol Clin Exp Res 2008;32(4):607-616 [FREE Full text] [doi:
10.1111/j.1530-0277.2008.00619.x] [Medline: 18341650]
Kuntsche E, Knibbe R, Gmel G, Engels R. Why do young people drink? A review of drinking motives. Clin Psychol Rev
2005;25(7):841-861. [doi: 10.1016/j.cpr.2005.06.002] [Medline: 16095785]
Merrill JE, Wardell JD, Read JP. Drinking motives in the prospective prediction of unique alcohol-related consequences
in college students. J Stud Alcohol Drugs 2014 Jan;75(1):93-102 [FREE Full text] [Medline: 24411801]
Birrell L, Newton NC, Teesson M, Tonks Z, Slade T. Anxiety disorders and first alcohol use in the general population.
Findings from a nationally representative sample. J Anxiety Disord 2015;31:108-113. [doi: 10.1016/j.janxdis.2015.02.008]
[Medline: 25795078]
Conway K, Swendsen J, Husky M, He J, Merikangas K. fAssociation of lifetime mental disorders and subsequent alcohol
and illicit drug use: results from the National Comorbidity Survey. J Am Acad Child Adolesc Psychiatry 2016
Apr;55(4):280-288. [doi: 10.1016/j.jaac.2016.01.006] [Medline: 27015718]
Stapinski LA, Rapee RM, Sannibale C, Teesson M, Haber PS, Baillie AJ. The clinical and theoretical basis for integrated
cognitive behavioral treatment of comorbid social anxiety and alcohol use disorders. Cogn Behav Pract 2015;22(4):504-521.
[doi: 10.1016/j.cbpra.2014.05.004]
Baillie A, Stapinski L, Crome E, Morley K, Sannibale C, Haber P, et al. Some new directions for research on psychological
interventions for comorbid anxiety and substance use disorders. Drug Alcohol Rev 2010 Sep;29(5):518-524. [doi:
10.1111/j.1465-3362.2010.00206.x] [Medline: 20887575]
Kushner M, Maurer E, Thuras P, Donahue C, Frye B, Menary K, et al. Hybrid cognitive behavioral therapy versus relaxation
training for co-occurring anxiety and alcohol disorder: a randomized clinical trial. J Consult Clin Psychol 2013
Jun;81(3):429-442 [FREE Full text] [doi: 10.1037/a0031301] [Medline: 23276124]
Stewart SH, Conrod PJ. Anxiety disorder substance use disorder co-morbidity: common themesfuture directions. In: Series
in Anxiety and Related Disorders. Anxiety and Substance Use Disorders: The Vicious Cycle of Comorbidity. New York,
NY: Springer; 2008:239-257.
McHugh RK. Treatment of co-occurring anxiety disorders and substance use disorders. Harv Rev Psychiatry
2015;23(2):99-111 [FREE Full text] [doi: 10.1097/HRP.0000000000000058] [Medline: 25747923]
McEvoy PM, Shand F. The effect of comorbid substance use disorders on treatment outcome for anxiety disorders. J Anxiety
Disord 2008;22(6):1087-1098. [doi: 10.1016/j.janxdis.2007.11.007] [Medline: 18164585]
Farris SG, Epstein EE, McCrady BS, Hunter-Reel D. Do co-morbid anxiety disorders predict drinking outcomes in women
with alcohol use disorders? Alcohol Alcohol 2012;47(2):143-148 [FREE Full text] [doi: 10.1093/alcalc/agr155] [Medline:
22215000]
Smith JP, Randall CL. Anxiety and alcohol use disorders: comorbidity and treatment considerations. Alcohol Res
2012;34(4):414-431 [FREE Full text] [Medline: 23584108]
Morley KC, Baillie A, Leung S, Addolorato G, Leggio L, Haber PS. Baclofen for the treatment of alcohol dependence and
possible role of comorbid anxiety. Alcohol Alcohol 2014;49(6):654-660 [FREE Full text] [doi: 10.1093/alcalc/agu062]
[Medline: 25246489]
Stapinski L, Sannibale C, Subotic M, Rapee R, Teesson M, Baillie A. Randomised controlled trial of integrated CBT and
motivational interviewing for comorbid social anxiety and alcohol use disorders. BJ Psych 2019 (forthcoming).
Newton NC, Conrod PJ, Slade T, Carragher N, Champion KE, Barrett EL, et al. The long-term effectiveness of a selective,
personality-targeted prevention program in reducing alcohol use and related harms: a cluster randomized controlled trial.
J Child Psychol Psychiatry 2016;57(9):1056-1065. [doi: 10.1111/jcpp.12558] [Medline: 27090500]

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

Stapinski et al

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 11
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
39.

40.

41.
42.
43.
44.
45.

46.
47.
48.
49.
50.

51.

52.

53.
54.
55.

56.

57.

58.

59.

60.
61.

62.

Deady M, Mills KL, Teesson M, Kay-Lambkin F. An online intervention for co-occurring depression and problematic
alcohol use in young people: primary outcomes from a randomized controlled trial. J Med Internet Res 2016;18(3):e71.
[doi: 10.2196/jmir.5178] [Medline: 27009465]
Boydell K, Hodgins M, Pignatiello A, Teshima J, Edwards H, Willis D. Using technology to deliver mental health services
to children and youth: a scoping review. J Can Acad Child Adolesc Psychiatry 2014 May;23(2):87-99 [FREE Full text]
[Medline: 24872824]
Baumeister H, Reichler L, Munzinger M, Lin J. The impact of guidance on Internet-based mental health interventions —
a systematic review. Internet Interv 2014;1(4):205-215. [doi: 10.1016/j.invent.2014.08.003]
Stapinski L, Prior K, Kelly E, Newton N, Deady M, Lees B, et al. Developing the inroads program: an internet-based alcohol
and anxiety early intervention for young adults. 2019 (forthcoming).
Arnett J. Emerging adulthood: what is it, and what is it good for? Child Dev Perspect 2007;1(2):68-73. [doi:
10.1111/j.1750-8606.2007.00016.x]
Inroads Program. 2018. URL: https://inroads.org.au [accessed 2018-09-13] [WebCite Cache ID 72OS2EJmL]
Babor T, Higgins-Biddle J, Saunders J, Monteiro M. World Health Organization. Geneva; 2001. The Alcohol Use Disorders
Identification Test, Guidelines for Use in Primary Care. 2nd edition URL: https://www.who.int/sorry/ [accessed 2019-03-30]
[WebCite Cache ID 77GXkrPv1]
Spitzer RL, Kroenke K, Williams JBW, Löwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7.
Arch Intern Med 2006 May 22;166(10):1092-1097. [doi: 10.1001/archinte.166.10.1092] [Medline: 16717171]
Seeley-Wait E, Abbott MJ, Rapee RM. Psychometric properties of the mini-social phobia inventory. Prim Care Companion
J Clin Psychiatry 2009;11(5):231-236 [FREE Full text] [doi: 10.4088/PCC.07m00576] [Medline: 19956461]
Kroenke K, Spitzer RL, Williams JB, Monahan PO, Löwe B. Anxiety disorders in primary care: prevalence, impairment,
comorbidity, and detection. Ann Intern Med 2007;146(5):317. [doi: 10.7326/0003-4819-146-5-200703060-00004]
Zgierska A, Amaza IP, Brown RL, Mundt M, Fleming MF. Unhealthy drug use: how to screen, when to intervene. J Fam
Pract 2014;63(9):524-530 [FREE Full text] [Medline: 25353031]
Bebbington P, Nayani T. International Journal of Methods in Psychiatric Research. 1995. The Psychosis Screening
Questionnaire URL: https://www.mhinnovation.net/sites/default/files/downloads/innovation/tools/Bebbington%201995-2.
pdf [accessed 2019-03-30] [WebCite Cache ID 77GY9LfAs]
Brueton VC, Tierney JF, Stenning S, Meredith S, Harding S, Nazareth I, et al. Strategies to improve retention in randomised
trials: a Cochrane systematic review and meta-analysis. BMJ Open 2014;4(2):e003821 [FREE Full text] [doi:
10.1136/bmjopen-2013-003821] [Medline: 24496696]
Edwards PJ, Roberts I, Clarke MJ, Diguiseppi C, Wentz R, Kwan I, et al. Methods to increase response to postal and
electronic questionnaires. Cochrane Database Syst Rev 2009(3):MR000008. [doi: 10.1002/14651858.MR000008.pub4]
[Medline: 19588449]
Rueger S, Trela C, Palmeri M, King A. Self-administered web-based timeline followback procedure for drinking and
smoking behaviors in young adults. J Stud Alcohol Drugs 2012 Sep;73(5):829-833 [FREE Full text] [Medline: 22846247]
Sobell LC, Sobell MB. Timeline Follow-Back. In: Litten RZ, Allen JP. (eds) Measuring Alcohol Consumption. Totowa,
NJ: Humana Press; 1992. [doi: 10.1007/978-1-4612-0357-5_3]
Kahler CW, Hustad J, Barnett NP, Strong DR, Borsari B. Validation of the 30-day version of the Brief Young Adult Alcohol
Consequences Questionnaire for use in longitudinal studies. J Stud Alcohol Drugs 2008;69(4):611-615 [FREE Full text]
[Medline: 18612578]
Deady M. Network of Alcohol & Other Drug Agencies. 2009. A Review of Screening, Assessment and Outcome Measures
for Drug and Alcohol Settings URL: https://www.drugsandalcohol.ie/18266/1/
NADA_A_Review_of_Screening,_Assessment_and_Outcome_Measures_for_Drug_and_Alcohol_Settings.pdf [accessed
2019-03-30] [WebCite Cache ID 77GYrg8zg]
Johnston L, Dear BF, Gandy M, Fogliati VJ, Kayrouz R, Sheehan J, et al. Exploring the efficacy and acceptability of
internet-delivered cognitive behavioural therapy for young adults with anxiety and depression: an open trial. Aust N Z J
Psychiatry 2014;48(9):819-827. [doi: 10.1177/0004867414527524] [Medline: 24622977]
Peters L, Sunderland M, Andrews G, Rapee RM, Mattick RP. Development of a short form Social Interaction Anxiety
(SIAS) and Social Phobia Scale (SPS) using nonparametric item response theory: the SIAS-6 and the SPS-6. Psychol Assess
2012;24(1):66-76. [doi: 10.1037/a0024544] [Medline: 21744971]
Lovibond P, Lovibond S. The structure of negative emotional states: comparison of the Depression Anxiety Stress Scales
(DASS) with the Beck Depression and Anxiety Inventories. Behaviour Research and Therapy 1995;33(3):335-343. [doi:
10.1016/0005-7967(94)00075-U]
Sheehan D. The Anxiety Disease. New York: Scribner's; 1983.
Grant VV, Stewart SH, O'Connor RM, Blackwell E, Conrod PJ. Psychometric evaluation of the five-factor Modified
Drinking Motives Questionnaire--revised in undergraduates. Addict Behav 2007 Nov;32(11):2611-2632. [doi:
10.1016/j.addbeh.2007.07.004] [Medline: 17716823]
Kushner MG, Sher KJ, Wood MD, Wood PK. Anxiety and drinking behavior: moderating effects of tension-reduction
alcohol outcome expectancies. Alcoholism Clin Exp Res 1994;18(4):852-860. [doi: 10.1111/j.1530-0277.1994.tb00050.x]

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

Stapinski et al

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 12
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
63.
64.
65.

66.
67.
68.
69.

70.
71.

72.

73.

74.
75.

76.

77.

78.
79.
80.

81.
82.
83.
84.
85.

86.

Gullone E, Taffe J. The Emotion Regulation Questionnaire for Children and Adolescents (ERQ-CA): a psychometric
evaluation. Psychol Assess 2012;24(2):409-417. [doi: 10.1037/a0025777] [Medline: 22023559]
Raes F, Pommier E, Neff KD, Van Gucht D. Construction and factorial validation of a short form of the Self-Compassion
Scale. Clin Psychol Psychother 2011;18(3):250-255. [doi: 10.1002/cpp.702] [Medline: 21584907]
Weathers F, Blake D, Schnurr P, Kaloupek D, Marx B, Keane T. United States Department of Veterans Affairs.: Available
from the National Center for PTSD; 2013. The Life Events Checklist for DSM-5 (LEC-5) URL: https://www.ptsd.va.gov/
[accessed 2019-03-28] [WebCite Cache ID 77Ck4BAKl]
Weathers F, Litz B, Keane T, Palmieri P, Marx B, Schnurr P. United States Department of Veterans Affairs. 2013. The
PTSD Checklist for DSM-5 (PCL-5) URL: https://www.ptsd.va.gov/ [accessed 2019-03-28] [WebCite Cache ID 77CkBFAoI]
Hatcher RL, Gillaspy JA. Development and validation of a revised short version of the Working Alliance Inventory.
Psychother Res 2006;16(1):12-25. [doi: 10.1080/10503300500352500]
Hunsley J. Development of the Treatment Acceptability Questionnaire. J Psychopathol Behav Assess 1992;14(1):55-64.
[doi: 10.1007/bf00960091]
Woicik PA, Stewart SH, Pihl RO, Conrod PJ. The Substance Use Risk Profile Scale: a scale measuring traits linked to
reinforcement-specific substance use profiles. Addict Behav 2009;34(12):1042-1055. [doi: 10.1016/j.addbeh.2009.07.001]
[Medline: 19683400]
McCambridge J, Kypri K. Can simply answering research questions change behaviour? Systematic review and meta analyses
of brief alcohol intervention trials. PLoS One 2011;6(10):e23748. [doi: 10.1371/journal.pone.0023748] [Medline: 21998626]
Kypri K, Langley JD, Saunders JB, Cashell-Smith ML. Assessment may conceal therapeutic benefit: findings from a
randomized controlled trial for hazardous drinking. Addiction 2007 Jan;102(1):62-70. [doi:
10.1111/j.1360-0443.2006.01632.x] [Medline: 17207124]
Kypri K, Saunders JB, Williams SM, McGee RO, Langley JD, Cashell-Smith ML, et al. Web-based screening and brief
intervention for hazardous drinking: a double-blind randomized controlled trial. Addiction 2004;99(11):1410-1417. [doi:
10.1111/j.1360-0443.2004.00847.x] [Medline: 15500594]
National Institute for Health and Care Excellence. 2018. Interventions for harmful drinking and alcohol dependence URL:
https://pathways.nice.org.uk/pathways/alcohol-use-disorders/interventions-for-harmful-drinking-and-alcohol-dependence
[accessed 2019-03-30] [WebCite Cache ID 77GZuMwTW]
O'Dea B, Wan S, Batterham PJ, Calear AL, Paris C, Christensen H. Detecting suicidality on Twitter. Internet Interv
2015;2(2):183-188. [doi: 10.1016/j.invent.2015.03.005]
Hustad JTP, Barnett NP, Borsari B, Jackson KM. Web-based alcohol prevention for incoming college students: a randomized
controlled trial. Addict Behav 2010;35(3):183-189 [FREE Full text] [doi: 10.1016/j.addbeh.2009.10.012] [Medline:
19900763]
Day V, McGrath PJ, Wojtowicz M. Internet-based guided self-help for university students with anxiety, depression and
stress: a randomized controlled clinical trial. Behav Res Ther 2013;51(7):344-351. [doi: 10.1016/J.BRAT.2013.03.003]
[Medline: 23639300]
Spybrook J, Bloom H, Congdon R, Hill C, Martinez A, Raudenbush S. Optimal Design program. New York, NY: William
T Grant Foundation; 2011. Optimal Design Plus Empirical Evidence: Documentation for the “Optimal Design” Software
URL: http://hlmsoft.net/od/od-manual-20111016-v300.pdf [accessed 2019-03-30] [WebCite Cache ID 77Gb6RHVX]
Fernandez E, Salem D, Swift JK, Ramtahal N. Meta-analysis of dropout from cognitive behavioral therapy: magnitude,
timing, and moderators. J Consult Clin Psychol 2015;83(6):1108-1122. [doi: 10.1037/ccp0000044] [Medline: 26302248]
West B, Welch K, Galecki A. Linear Mixed Models: A Practical Guide Using Statistical Software. Australia: CRC Press;
2014.
Gueorguieva R, Krystal J. Move over ANOVA: progress in analyzing repeated-measures data and its reflection in papers
published in the Archives of General Psychiatry. Arch Gen Psychiatry 2004 Mar;61(3):310-317. [doi:
10.1001/archpsyc.61.3.310] [Medline: 14993119]
White I, Horton N, Carpenter J, Pocock S. Strategy for intention to treat analysis in randomised trials with missing outcome
data. Br Med J 2011;342. [doi: 10.1136/bmj.d40] [Medline: 21300711]
StataCorp LLC. 2017. Stata Statistical Software URL: https://www.stata.com/ [accessed 2019-03-28] [WebCite Cache ID
77ClCsxOk]
DiClemente C. Motivation for change: implications for substance abuse treatment. Psychol Sci 1999;10(3):209-213. [doi:
10.1111/1467-9280.00137]
Vourakis C. Admission variables as predictors of completion in an adolescent residential drug treatment program. J Child
Adolesc Psychiatr Nurs 2005;18(4):161-170. [doi: 10.1111/j.1744-6171.2005.00031.x] [Medline: 16236098]
Boddapati S, Hunter BA, Jason LA, Ferrari J. Social anxiety and communal living: the influence of social anxiety on men
and women in substance abuse recovery homes. J Subst Use 2014;19(1-2):152-155 [FREE Full text] [doi:
10.3109/14659891.2013.765512] [Medline: 25346618]
Haver B. Comorbid psychiatric disorders predict and influence treatment outcome in female alcoholics. Eur Addict Res
2003;9(1):39-44. [doi: 10.1159/000067735] [Medline: 12566796]

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

Stapinski et al

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 13
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
87.
88.

Stapinski et al

Donkin L, Glozier N. Motivators and motivations to persist with online psychological interventions: a qualitative study of
treatment completers. J Med Internet Res 2012;14(3):e91 [FREE Full text] [doi: 10.2196/jmir.2100] [Medline: 22743581]
Simon GE, Ludman EJ. Predictors of early dropout from psychotherapy for depression in community practice. Psychiatr
Serv 2010;61(7):684-689. [doi: 10.1176/ps.2010.61.7.684] [Medline: 20592003]

Abbreviations
B-YAACQ: Brief-Young Adult Alcohol Consequences Questionnaire
CBT: cognitive behavioral therapy
DSM-5: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
GAD-7: Generalized Anxiety Disorder-7
PTSD: Post-Traumatic Stress Disorder
RCT: randomized controlled trial
SMS: short message service
TLFB: Timeline Follow-Back

Edited by G Eysenbach; submitted 10.10.18; peer-reviewed by M Nomali, M Zhao; comments to author 19.12.18; revised version
received 09.01.19; accepted 09.01.19; published 12.04.19
Please cite as:
Stapinski LA, Prior K, Newton NC, Deady M, Kelly E, Lees B, Teesson M, Baillie AJ
Protocol for the Inroads Study: A Randomized Controlled Trial of an Internet-Delivered, Cognitive Behavioral Therapy–Based Early
Intervention to Reduce Anxiety and Hazardous Alcohol Use Among Young People
JMIR Res Protoc 2019;8(4):e12370
URL: http://www.researchprotocols.org/2019/4/e12370/
doi: 10.2196/12370
PMID: 30977742

©Lexine A Stapinski, Katrina Prior, Nicola C Newton, Mark Deady, Erin Kelly, Briana Lees, Maree Teesson, Andrew J Baillie.
Originally published in JMIR Research Protocols (http://www.researchprotocols.org), 12.04.2019. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in JMIR
Research Protocols, is properly cited. The complete bibliographic information, a link to the original publication on
http://www.researchprotocols.org, as well as this copyright and license information must be included.

http://www.researchprotocols.org/2019/4/e12370/

XSL• FO
RenderX

JMIR Res Protoc 2019 | vol. 8 | iss. 4 | e12370 | p. 14
(page number not for citation purposes)

