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Chapter 1

Alcohol use among adolescents
Alcohol is popular among adolescents in Europe. About 4% of all 11-year-old
European adolescents and 8% of all 13-year-old European adolescents drank at
least once a week [1]. Alcohol use increases during adolescence. Among
adolescents aged 15–16 years, 21% drank at least once a week, 87% ever
drank alcohol, and 57% drank alcohol in the last month [1, 2]. These
percentages also apply in general to Dutch adolescents; in 2011, 70% of all 12–
18-year-old adolescents ever drank alcohol and 43% drank alcohol in the last
month [3, 4]. Although these percentages were lower than in 2007 (79% for
ever and 51% for recent use) and 2003 (85% for ever and 58% for recent use)
[3, 5], they remain high. Besides, these percentages decreased mostly for
adolescents aged 12–15 years and not for older adolescents.
Next to ever use of alcohol and recent use of alcohol, binge drinking is another
indicator of adolescent alcohol use. Binge drinking is defined as drinking five
glasses of alcohol or more on one occasion [3]. In 2011, 30% of all 12–18-yearolds (68% of all drinkers) reported binge drinking in the last month on one
occasion [3, 5]. This percentage is also slightly decreased compared to 2007
(36%) and 2003 (40%). However, among adolescents who drink, these
percentages did not decrease. Moreover, binge drinking increased with increased
adolescent age; at age 12, 3% reported binge drinking in the last month,
compared to 19% of the 14-year-olds, 41% of the 15-year-olds, 57% of the 16year-olds, and 62% of the 17-18-year-olds [3, 5].
In the Netherlands, the minimum legal drinking age increased in January 2014.
The minimum legal drinking age used to be 16 years for soft alcoholic drinks (<
15% of alcohol) and 18 years for strong alcoholic drinks (> 15% of alcohol).
Since January 2014, the minimum legal drinking age has been raised to 18
years for soft and strong alcoholic drinks.
Adolescent alcohol use can be harmful. For example, adolescents who drink
frequently are at increased risk of neurological (brain) damage [6-8], of
becoming dependent or addicted in later life [7, 9], and of being involved in
risky sexual behaviour [6, 7] which can lead to sexually transmitted diseases
and HIV infection. Furthermore, adolescents are at increased risk of alcohol
poisoning [4, 10]. In 2013, 713 Dutch adolescents were hospitalised due to
alcohol poisoning [11].
Given the percentages of adolescent alcohol use and the harm alcohol can
cause, it is important to make an effort to reduce alcohol consumption by
adolescents.
Alcohol policy
Because of the increased risk of harmful effects of alcohol on adolescents,
national and local governments aim to prevent and reduce adolescents' drinking
behaviour. Three approaches in alcohol policy which allow governments to
influence the drinking habits of adolescents are identified [12]. The first is
supply reduction; this approach is aimed at limiting the availability of alcohol,
e.g., by restricting opening hours and/or locations where adolescents can buy
alcohol, by raising the minimum legal drinking age, and by increasing the price
of alcoholic beverages. The second approach, demand reduction, is aimed at
influencing adolescents' demand for alcohol by increasing their knowledge and
awareness of the harm alcohol can cause, and by changing alcohol-related
attitudes and drinking behaviour; alcohol education plays an important role in
this approach. The third approach consists of harm reduction, which aims to
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minimise the harm and risks which drinking alcohol can cause. Examples of
harm reduction are educating bar staff to sell alcohol in a responsible way [13],
and interventions aimed on reducing accidents, injury and violence [14].
There is evidence that supply reduction measures and some harm reduction
measures are effective [15-17]. In contrast to the effects found for supply
reduction, little (lasting) evidence for behaviour change has been found for
demand reduction, i.e., for the effects of alcohol health education interventions
[10, 12, 16]. Although supply reduction measures can reduce the prevalence
and frequency of alcohol consumption by adolescents [18], supply reduction is a
less popular measure than demand reduction among policymakers [12, 19, 20].
First, because limiting the availability of alcohol might result in decreasing
alcohol sales and thus reduced income for the national public treasury [20].
Second, because the alcohol industry and its lobby groups resist these
measures, and, as a result, governments choose the ‘way of least resistance’
and thus opt for other measures such as demand reduction [19]. Third, because
policymakers are inclined to adjust policy measures to reflect public opinion and
supply reduction measures were found to be less popular than demand reduction
measures among Dutch adolescents and adults [21]. Even though alcohol
education showed little lasting effect on the reduction of alcohol consumption, it
is a popular policy measure because it is assumed to play an important role in
raising awareness of the harm alcohol can cause and in gaining support for more
unpopular policy measures [22].
Alcohol health education: Intervention Mapping or social marketing
For the development of alcohol health education interventions several methods
can be used. Intervention Mapping, which is an internationally used and
accepted method in health promotion for the development of health education
interventions, could be one of those. Intervention Mapping [23-25] is a protocol
for developing behaviour change interventions and helps in the systematic
integration of insight into for example attitudes, social influence, self-efficacy,
behavioural goals, and methods and strategies. Intervention Mapping uses six
steps from start to evaluation of the developed intervention: 1) needs
assessment, 2) identify performance objectives, determinants, and change
objectives, 3) theory-based methods and practical strategies, 4) program
development, 5) adoption and implementation, and 6) evaluation [23, 26]. Next
to the Intervention Mapping protocol, the method of social marketing could also
be used. Social marketing is “the systematic application of marketing, alongside
other concepts and techniques, to achieve specific behavioural goals for a social
good” [27] and uses eight principles for intervention development: 1) customer
orientation, 2) behaviour and behavioural goals, 3) theory based, 4) insight, 5)
exchange, 6) competition, 7) segmentation, and 8) methods mix [27]. Based on
the six steps of Intervention Mapping and the eight principles of social
marketing, both methods seem to have many similarities for developing alcohol
health education interventions, such as creating an extensive insight into the
target group, identifying determinants and intervention objectives, and using
theory-based methods. However, social marketing incorporates the exchangeprinciple, the ‘what’s-in-it-for-me’ principle, of which we assume that it is
promising and of added value for developing alcohol health education
interventions. Therefore, for this thesis, it is chosen to use the method of social
marketing.
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Alcohol health education and social marketing
A promising method to increase the effectiveness of alcohol education (demand
reduction) is the implementation of marketing principles in alcohol health
education interventions [28-30]. Kotler and Zaltman [29] were amongst the first
to integrate marketing principles into health education. According to them, there
are two core marketing ideas which can be used in health education, i.e., the
exchange process and marketing management [29]. The exchange process
contains the ‘what’s in it for me?’ principle:
“Marketing does not occur unless there are two or more parties, each
with something to exchange, and both able to carry out communications
and distribution” [29].
In addition, management of the marketing process (marketing management) is
necessary:
“Marketing management is the analysis, planning, implementation, and
control of programs designed to bring about desired exchanges with
target audiences for the purpose of personal or mutual gain. It relies
heavily on the adaptation and coordination of product, price, promotion,
and place for achieving effective response” [29].
Using marketing principles to achieve social change is called social marketing
[27]. Since Kotler and Zaltman introduced the use of principles of marketing into
health education, in 1971, these principles have been extended. In 2010, French
and Blair-Stevens described eight key principles of social marketing [27, 31], as
shown in Table 1.
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Table 1 The principles of social marketing, according to French and
Blair-Stevens [27]
Customer orientation

Behaviour and behavioural goals

Theory based

Insight

Exchange

Competition

Segmentation

Methods mix (intervention or
marketing mix/marketing
management)

Develops a robust understanding of the
audience, based on market and
consumer research, combining data
from different sources
Has a clear focus for achieving impact
on people’s behaviour, and is based on
a rounded behavioural analysis and
development of specific behavioural
goals
Draws on and incorporates the use of
behavioural
theory
to
steer
development,
drawn
from
an
integrated theory framework
Based on work to develop a deeper
‘insight’ into people’s lives, with strong
focus on what will move and motivate
people
Incorporates an ‘exchange’ proposition
and analysis, while understanding what
the person has to give in order to get
the benefits proposed
Incorporates a competition analysis to
ensure that all those things competing
for the time, attention, and behaviour
of the audience are addressed
Uses
a
developed
segmentation
approach, going beyond more simple
targeting approaches, and avoids the
use of generalized ‘one-size-fits-all’
communications
Examines and uses an appropriate mix
of methods to achieve the goals

Applying social marketing principles will create in-depth insight into what the
target audience likes and needs, i.e., into the exchange the target audience
values. It is advisable to take this valued exchange into account in the phase of
intervention development, in order to be able to develop an attractive
intervention that is valued by the target group.
Social marketing principles can be used for health education intervention
development in several (health) areas, including alcohol prevention. In this
thesis, all eight above mentioned social marketing principles are used and
applied.
Adolescents and audience segmentation based on alcohol attitudes
Audience segmentation is one of the eight principles of social marketing, and
divides a heterogeneous target group into smaller and more homogeneous
subgroups (segments) [32-34]. Segmentation can be based on sociodemographic data, but also on attitudes or behaviour. For alcohol education,
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which aims to change alcohol-related attitudes and behaviour, it is advisable to
segment an audience based on alcohol-related attitudes or behaviour, because
such segments are expected to react similarly to health education interventions
[34]. Segmenting adolescents based on attitudes enables a health educator to
tailor an alcohol health education intervention to the attitudes of the different
segments.
In 2009, an audience segmentation study was conducted to find out whether it
was possible to identify different segments based on attitudes to alcohol of
Dutch adolescents aged 12–18 years. This study identified five alcohol-attitudebased segments, based on five distinguishing attitude factors: aversion to
intoxication, alcohol as norm, need for approval, hedonistic associations, and
lack of interest in alcohol.
Aim of this study
Because demand reduction (alcohol health education) is a popular but modestly
effective alcohol policy measure, it is worthwhile exploring whether the
effectiveness of alcohol health education can be increased. The aforementioned
principles of social marketing seem promising for attitude or behavioural change
in alcohol health education interventions. However, before being able to
determine the effectiveness of a social marketing alcohol health education
intervention, it is necessary to study the potential for developing such an
intervention. In the above mentioned audience segmentation study, five
attitude-based segments were identified, which inspired us to build further on
these results. A scientific and peer-reviewed article was published during the
subsequent study. For understanding the results of this thesis, the process and
the five identified segments of this audience segmentation study are described
in this thesis (Chapter 3).
The aim of this thesis is to explore the potential for developing alcohol health
education interventions for distinct segments. As described before, it is assumed
that the social marketing method is a promising method for alcohol health
education because of the use of marketing principles. Therefore, it is chosen to
develop tailored interventions for distinct segments based on the method of
social marketing. The following research questions are formulated:
1. What can be found in the literature about the effectiveness of alcohol
prevention interventions based on the principles of social marketing?
2. What are the characteristics of the identified alcohol-attitude segments
for several aspects of alcohol consumption and who are important
persons and what issues are important to the five segments?
3. How do the segments differ in the quality of the parent–child
relationship and the attitude(s) of parents regarding the drinking
behaviour of their children, and in what way is the relationship between
the quality of the parent–child relationship and alcohol use different for
each of the distinguished segments?
4. What do the adolescents express about their attitudes towards alcohol
and the use of alcohol, and what do they express about the role of
parents and peers on alcohol use amongst these segments?
5. How can all the quantitative and qualitative insights of the distinguished
segments be brought together and integrated in social marketing alcohol
health education interventions?
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Study design
To investigate these questions, several process steps are undertaken. For the
first research question, a systematic literature review is conducted to find out
whether alcohol prevention interventions based on the principles of social
marketing are effective. For research questions 2–5, the norms and values of
the five alcohol-attitude-based segments towards several aspects of alcohol
(consumption) and leisure activities, and the role of parents and peers, are
studied quantitatively and qualitatively in order to explore starting points for
developing tailored alcohol interventions for the alcohol-attitude-based
segments.
For this thesis, several quantitative and qualitative datasets are used (see Table
2).
Table 2 Dataset used per research question
Research question
Research question 1
Research question 2
Research question 3
Research question 4
Research question 5

Dataset used
Systematic literature search in four databases
Dataset of the audience segmentation study
Dataset of online version of Brabant Youth Health
Monitor
Dataset of online version of Brabant Youth Health
Monitor
Six focus groups, three with adolescents from one
segment and three with adolescents of a second
segment
Dataset of the audience segmentation study
Dataset of online version of Brabant Youth Health
Monitor
Six focus groups, three with adolescents from one
segment and three with adolescents of a second
segment

In order to answer the first research question, a systematic literature search is
conducted in four databases. For the second research question (characteristics
of the segments for aspects of alcohol consumption and leisure activities), two
datasets are used. The first dataset is a questionnaire with questions about
values and attitudes towards alcohol, alcohol consumption and sociodemographic characteristics, and is the dataset of the audience segmentation
study. This questionnaire is sent to adolescents in the region of the Regional
Public Health service (RPHS) “Hart voor Brabant”. The second dataset is the
online version of the ‘Brabant Youth Health Monitor’, to which the 28 questions
determining adolescents’ segments are added. This large-scale survey is sent to
adolescents aged 12–18 years in the province of North-Brabant. The latter
dataset is also used for the third research question (quality of parent–child
relationship and parental attitudes and adolescent alcohol use). To answer the
fourth research question (qualitative exploration of attitudes towards alcohol and
role of parents and peers), six focus groups with adolescents from two segments
are conducted; three focus groups with adolescents from one segment and three
focus groups with adolescents from a second segment, at three different high
schools. The three datasets used for research questions 2–4 (the segmenting
study questionnaire, the online questionnaire of the ‘Brabant Youth Health
Monitor’, and the six focus groups) are used to answer the fifth research
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question (integration of results into intervention development). Also, additional
qualitative data with (school) professionals and adolescents, are collected in
order to answer this research question.
Outline of this thesis
Chapter 2 describes the results of a systematic literature review in which the
effectiveness of alcohol prevention interventions based on the principles of social
marketing are investigated (research question 1).
In chapter 3, the audience segmentation study is described in which several
alcohol-attitude-based segments are distinguished, based on different attitudebased factors. Besides attitudes, recent alcohol consumption and binge drinking
for the distinguished segments are described.
Chapter 4 addresses the questions of how the identified alcohol-attitude
segments differ from each other in several aspects of alcohol consumption and
leisure activities, who are important persons and what the important issues are
for the five segments (research question 2). The kind of alcohol the identified
segments drink, the way they obtain alcohol, the location where they drink
alcohol, and with whom they drink alcohol are described. This chapter also
describes the people and issues which are most important for adolescents of the
different segments, what they like to do in their spare time, and the kind of
(hobby) clubs that they join.
Chapter 5 outlines the differences between the quality of the parent–child
relationship and the attitude(s) of parents regarding the drinking behaviour of
their children. Moreover, the relationship between the quality of the parent–child
relationship and alcohol use for the distinguished segments will be described
(research question 3).
Chapter 6 presents the results of the focus groups about the attitudes towards
alcohol and the use of alcohol and the role of parents and peers in the use of
alcohol (research question 4). This study provides new in-depth information
about the differences between the segments.
Chapter 7 answers the fifth research question, ‘How can all the quantitative and
qualitative insights of the distinguished segments be brought together and how
can these insights become integrated in social marketing alcohol health
education interventions’? This chapter focuses on the integration of all insights
for the segments, based on the quantitative and qualitative data gathered in the
study, and resulting in the development of two social marketing alcohol health
education interventions. The process of the intervention development based on
the previous gathered data is described.
Finally, chapter 8 summarises, describes, and reflects on the main findings of
this study and discusses the study limitations and future implications for policy,
practice and research.
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Abstract
Background Alcohol education aims to increase knowledge on the harm related
to alcohol, and to change attitudes and drinking behaviour. However, little
(lasting) evidence has been found for alcohol education, in changing alcoholrelated attitudes and behaviour. Social marketing uses marketing techniques to
achieve a social or healthy goal, and can be used in alcohol education. Social
marketing consists of eight principles: customer orientation, insight,
segmentation, behavioural goals, exchange, competition, methods mix, and is
theory based. This review investigates the application of social marketing in
alcohol prevention interventions, and whether application of social marketing
influences alcohol-related attitudes or behaviour.
Method A literature search was conducted in PubMed, PsychInfo, Cochrane and
Scopus. Inclusion criteria were that original papers had to describe the effects of
an alcohol prevention intervention developed according to one or more principles
of social marketing. No limits were set on the age of the participants or on the
kind of alcohol prevention intervention. The abstracts of the 274 retrieved
studies were reviewed and the full texts of potentially relevant studies were
screened.
Results Six studies met the inclusion criteria and were included in this review.
These six studies showed associations for the application of social marketing
techniques on alcohol-related attitudes or behaviour; one study relates to
participation in a drinking event, four to alcohol drinking behaviour, two to
driving a car while under the influence of alcohol, two to recognition of campaign
messages or campaign logo, and one to awareness of the campaign. However,
no associations were also found. In addition, the studies had several limitations
related to a control group, response rate and study methodology.
Conclusion Based on this review, the effect of applying the principles of social
marketing in alcohol prevention in changing alcohol-related attitudes or
behaviour could not be assessed. More research, with a good quality
methodology, like using a randomised control trial and measuring short,
medium, and long-term effects, is required on this topic. Policy implications are
discussed.
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Introduction
National and local governments aim to prevent their inhabitants from drinking
(too much) alcohol. Three approaches in alcohol policy can be distinguished, in
order to minimise harm [1,2]. The first approach is aimed at limiting the
availability of alcohol (“supply reduction”), e.g. by restricting opening
hours/locations where inhabitants can buy alcohol, by raising the minimum legal
drinking age, and/or by increasing the price of alcoholic beverages. The second
approach is aimed at altering the drinking context (“harm reduction”). This
approach aims to minimise the harm and risks which drinking alcohol can cause.
Examples of harm reduction are educating bar staff to sell alcohol in a
responsible way [3], and interventions that reduce injury and violence [4]. The
third approach is education and persuasion (“demand reduction”), i.e. aiming to
increase knowledge and awareness of the harm alcohol can cause, and to
change alcohol-related attitudes and drinking behaviour. In education,
information about (the harm of) alcohol is given to inhabitants who can then
choose for themselves whether (or not) to use alcohol and to what extent.
Alcohol policy seems to be most effective on attitudes and behavioural change
when the three approaches are mixed and combined integrally [1,5]. Policy
measures that focus on limiting the availability of alcohol, and some policy
measures that alter the drinking context, seem effective in decreasing the use of
alcohol [1,5-9]. However, little (lasting) evidence for behavioural change has
been found for education and/or mass media programs [1,2,5,8,10].
In spite of (little) lasting evidence for behavioural change, alcohol education
seems to be a popular policy measure for governments [2, 10, 11], as well as
for the population [12]. Besides, for several reasons, education has a crucial role
in alcohol policy [2,8]. First, education, which intends to increase
knowledge/awareness about the harm of alcohol, provides inhabitants a wellinformed choice with regard to alcohol consumption. Second, education may
increase support for other alcohol policy measures, like limiting the availability
of alcohol, strategies in which inhabitants are ‘forced’ to perform the desired
behaviour [13].
For alcohol education plays a crucial role in alcohol policy, and, at the same
time, has little (lasting) effect in behavioural change, the question arose
whether the effect of education can be increased by using social marketing
principles. To find out about this, this study only focuses on one approach of
alcohol policy, i.e. alcohol education. We would like to emphasize though, that
alcohol education should not be on a stand-alone basis. It is recommended to
combine education with other alcohol policy measures, in order to decrease the
(harmful) use of alcohol [6].
The idea that principles of marketing could be adopted in health promotion and
education, to achieve social or healthy goals, is not new [14-16]. This so-called
social marketing could be a useful method for alcohol education: in-depth insight
into an audience and its values, and acting on this, might increase the possibility
that the audience will change their attitudes and behaviour voluntarily, which
might result in more (lasting) effect of alcohol education. Applying social
marketing has shown effects for different themes, e.g. on the physical activity of
children [17], cardiovascular disease risk [18], smoking [19], and HIV/AIDS
prevention [20,21].
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Among the many definitions applied to social marketing, a recent one is “the
systematic application of marketing, alongside other concepts and techniques, to
achieve specific behavioural goals for a social good” [22]. This definition implies
that behavioural goals for a social good can be reached by marketing, but not
solely by marketing. “Other concepts and techniques” incorporate additional
theoretical development, improved behavioural interventions, and more rigorous
as well as innovative methods are often needed in conjunction with social
marketing efforts.
Social marketing consists of eight key principles [22-25]; these are outlined in
Table 1.
Table 1 The eight principles of social marketing
Customer orientation
Insight
Segmentation

Behavioural goals
Exchange
Competition

Methods mix
Theory based

Focus on the needs, wants and attitudes of the targeted
persons towards the intervention.
Examine why people behave the way they do.
Dividing a heterogeneous target group into more
homogeneous segments, based on motives, values,
behaviours, attitudes, knowledge and opinions, is called
Developing
an
audience
segmentation
[26-28].
intervention based on these motives/values for a certain
segment increases the chance that the audience will
adopt the targeted public health intervention [26, 29].
Clear and attainable behavioural goals must be set for
the audience in a chosen segment.
Incentives for the targeted behaviour must be increased
and barriers must be removed.
Competition, which is all the forces that compete with
the time/interest of the target group, must be clear.
Competitive factors for drinking less alcohol include, for
example, the social norms and peer pressure.
It is important to mix interventions, because a mix will
be more successful than one single intervention [22].
Developing a targeted intervention for the audience of
one segment must be based on behavioural, health
educational, and promotional theories, in addition to
communication theories [22,30].

A social marketing intervention can meet one or more of these eight criteria. The
extent to which an intervention is a social marketing intervention increases with
the number of social marketing criteria met.
In an earlier review on alcohol prevention based on the principles of social
marketing, there was some evidence on the reduction of alcohol use and of the
harm associated with alcohol use [31]. In that review study, Stead et. al.
searched for reviews and retrieved the underlying individual studies. Their
review included 15 studies that examined the short-term impact of alcohol
prevention based upon social marketing, whereas some studies showed
medium-term and longer-term effects on alcohol use. Two of the four
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interventions that explored longer-term effects showed significant effects over
two years [31]. However, the keywords used for that review are not mentioned,
and the authors of that review searched for any kind of alcohol intervention, to
examine whether it was a social marketing intervention. It remained unclear
whether the studies these authors included discussed the effectiveness of real
social marketing interventions. In addition, the studies included in that review
date from 1988 to 2003 [31]; therefore, in the present review we searched for
studies that were older and/or more recent. Moreover, the studies in our review
had to discuss the effects of alcohol prevention interventions that explicitly
mention social marketing (or one or more social marketing criteria) in the
abstract or full text of the study.
Consequently, the rationale for the present literature review is to explore the
application of social marketing principles in alcohol education. For this study, the
authors searched 1) for studies that evaluated and explicitly mentioned social
marketing alcohol interventions, 2) for more recent publications, together with
older ones and, thus, also studies published after 2003, and 3) for original
papers, using a broad range of keywords. Using a broad range of keywords
helps to identify all alcohol prevention interventions developed with and without
social marketing principles, and to avoid missing relevant studies.
Methods
A literature search was conducted in the databases of PubMed, PsychInfo,
Cochrane and Scopus; the last search was conducted in January 2012. The
keywords (“social marketing”[MeSH Terms] OR “social marketing”[All Fields])
AND (alcohol OR drinking behavior) were applied. “Drinking behavior” also
included “drinking behaviour”. A total of 386 studies were found. After
controlling for duplicates, 274 studies remained. Inclusion criteria for the
present review were: 1) studies had to discuss the effects of an alcohol
prevention intervention, and 2) this intervention had to be developed according
to one or more principles of social marketing. In Table 2 the two inclusion
criteria are operationalised.
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Table 2 Operationalisation of the inclusion criteria for the present
review
Inclusion criteria

Operationalisation

Effects of an alcohol prevention – An included study evaluates the effect of an
intervention
alcohol prevention intervention.
– The invention is about any kind of alcohol
prevention, aimed at increasing desired and
healthy alcohol behaviour or at decreasing
undesired and unhealthy alcohol behaviour.
For example the prevention of the (high-risk)
use of alcohol, the prevention of harm caused
by alcohol (for example drinking and driving),
or changing perceptions about the effect of
drinking alcohol.
– There are no age limits to the target group of
the intervention.
Intervention developed
– Social marketing consists of eight criteria (as
according to the principles of
outlined in Table 1). An intervention was
social marketing
developed according to one or more social
marketing criteria.
– In the abstract and/or in the full text of the
included study, social marketing, or one or
more social marketing criteria, were explicitly
mentioned.
Reflective studies, i.e. studies that reflect on or discuss about alcohol prevention
and/or the usability of social marketing, and that do not discuss an own data
set, were excluded from this review. Reviews on alcohol and/or social marketing
were excluded because we searched for original papers. No restrictions on
language, publication date, or publication status were imposed. Moreover, there
were no limitations on the type of intervention, age of participants, or the study
design. The main outcome measure for this review study was a change in the
occurrence of protective behaviour towards alcohol, i.e. a change in drunk
driving or in high-risk drinking.
To establish that the 274 eligible studies met the inclusion criteria for this
review, all abstracts were reviewed independently by at least two researchers.
The 25 most recent studies found in Pubmed were reviewed by three
researchers. After reading the abstracts, 250 studies were immediately rejected
because they clearly did not meet the inclusion criteria. Two studies were
included by both researchers (with no doubts) based on reading the abstract.
After reading the abstracts of 22 studies, either one or both of the researchers
had some doubts about inclusion; therefore, two researchers independently
judged the full texts. Of these 22 studies, four met the inclusion criteria and
were included, whereas 18 did not meet the inclusion criteria and were finally
rejected (see Figure 1).
The method for extracting the data from the individual studies was as follows:
one researcher (MJ) extracted the data from the individual studies and described
these in two tables (Table 3 and Table 4). A second researcher (JM) verified
these data and the way they were described.
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The instructions for the PRISMA statement of reporting reviews and metaanalyses [38,39] were applied when writing this review.
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Figure 1: Flowchart showing the selection process for the present study

PubMed:

PsychInfo:

Cochrane:

Scopus:

n=123

n=101

n=21

n=141

Total: n=386

Duplicates:
n=98

To be
screened:

Studies included in this review: n=6

n=274

Studies not included in this study: n=268:
- Studies that discuss effectiveness of an alcohol
intervention, without the use of social marketing principles:
n=42
- Studies that do not discuss effectiveness of an alcohol
intervention, but do discuss an intervention with use of
social marketing principles: n=14
- Studies that do not discuss effectiveness of an alcohol
intervention, and do not discuss an intervention with use of
social marketing principles: n=115
- Reflective studies about alcohol (prevention): n=15
- Reflective studies about social marketing: n=14
- Reflective studies that do not discuss alcohol prevention
and social marketing: n=27
- Review studies about the effectiveness of alcohol
prevention: n=12
- Review studies about the effectiveness of social
marketing: n=4
- Review studies that do not discuss effectiveness of
alcohol prevention and principles of social marketing: n=23
- Review studies that discuss effectiveness of alcohol
prevention and principles of social marketing: n=2

Authors, and intervention Target group intervention
Description social marketing intervention
name
Incerto, et. al., 2011
Fourth-year college students, in Intended to prevent participating in the
[32], “Fourth Year Fifth” Virginia, U.S.
“Fourth Year Fifth” event. Consisted of 12
event.
interventions. Further, 9 examples were
given to behave protectively.
Glassman, et. al., 2010
College students aged 18–24
Intended to decrease high-risk drinking,
[33], “Less is more”.
years, in South-East, U.S.
and drinking and driving, and to change
the perception that alcohol use increases
sexual opportunities. Messages were
disseminated from 2004 to 2008.
Slater, et. al., 2006 [34], Sixth graders from middle-high Intended to emphasize the inconsistency
of marijuana, alcohol and tobacco use
“Be under your own
school and seventh graders
influence”.
with one’s aspirations, and to reframe
from junior-high school, in
substance use as an activity that
North-East, South-East, MidWest, and West, U.S. Mean age impaired, rather than enhanced personal
autonomy. Materials were distributed
12.2 years.
during first and second year.
Rothshild, et. al., 2006
Men aged 21-34 years in 8 rural Intended to create ride programs for
[35], “Road Crew”.
communities, U.S.
people who drank too much alcohol, to
decrease alcohol-related crashes by 5%.
The intervention did not attempt to
change the level of consumption of
alcohol.
Gomberg, et. al., 2001
Freshmen at the University of
Intended to change the perceptions of
[37], “Just the facts”.
Mississippi, U.S.
student drinking norms and alcohol
consumption, and to decrease high- risk
drinking drinking. Implemented in fall
1995 and in spring 1996.
Insight,
segmentation,
methods mix partly,
theory based.

Customer orientation,
insight, segmentation,
behavioural goals,
exchange, methods
mix.

Customer orientation,
insight, behavioural
goals, exchange,
competition, methods
mix.

Social marketing
criteria applied
Customer orientation,
insight, behavioural
goals, exchange,
methods mix.
Customer orientation,
insight, exchange,
competition, methods
mix.

Table 3 Information on social marketing interventions of the six studies included in the present review [32-37]
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Caverson, et. al., 1990
Inhabitants aged 16+ years of
[36], “Thanks for being a the regional municipality of
sober driver”.
Sudbury, Ontario (Canada).

Thanks for being a sober driver” focuses Insight,
segmentation,
on rewarding the behaviour of sober
exchange, methods
drivers. Impaired drivers were charged.
mix.
Consisted of a mix between education
(media campaign) and enforcement
(roadside spot-checks by police). Lasted 1
year.
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Authors, intervention
name, and aim of study
Incerto, et. al., 2011
[32], “Fourth Year
Fifth”event, determine
effectiveness of social
norms marketing
campaign to prevent
participating in the
“Fourth Year Fifth” event
1
.

[32-37]
Study design and
analysis
Observational crosssectional. Web-based
survey to random
sample. Wilcoxon
Signed-Rank tests.
Descriptive statistics.

Target group
study
n=
536/1,000,
response
rate =
53.6%.

Risk/possible bias
No control group. No
pretest. Different
response prompts to
questions: no
comparison possible.
Short-term effect
only.

Outcome variables and results
Participation in the “Fourth Year
Fifth” event: 19.6% participated.
Application of protective
behaviours: 86.3% diluted
alcohol; 80.6% had sufficient
sleep; 78.6% ate large
breakfast. Relation participation
and exposure to campaign
elements: ǒ2 = 34.81, d.f. = 6, p


Table 4 Information on methods, results, and possible bias of the six studies included in the present review

A systematic review: alcohol prevention based on social marketing

Ϯϵ



Authors, intervention
name, and aim of study
Glassman, et. al., 2010
[33], “Less is more”,
determine effectiveness of
the social marketing
campaign “Less is more”.

Study design and
analysis
Observational
longitudinal.
Standardised
quantitative survey
with random sample.
Data collection was
done six times, from
fall 2004 until spring
2008. Descriptive
statistics.

Target group
study
n=
473/2,400 in
fall 2004,
19.7%
n=
1,006/4,000
in fall 2005,
25%
n=
785/4,000 in
fall 2006,
19.6%
n=
835/4,000 in
spring 2007,
20.9%
n=
745/4,000 in
fall 2007,
18.6%
n=
546/4,000 in
spring 2008,
13.7%.

Risk/possible bias

No control group. Low
Impact on high-risk drinking:
significant decrease from 56.5% response rates. Other
prevention efforts may
to 37.8%. Impact on drinking
and driving: significant decrease have caused the effect.
from 37.5% to 20.6%. Impact on Short-term effect only.
the perception that alcohol use
increases sexual opportunities:
significant decrease from 64.0%
to 50.7%.

Outcome variables and results
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Authors, intervention
name, and aim of study
Slater, et. al., 2006 [34],
“Be under your own
influence”, determine
effectiveness of an inschool media campaign “Be
under your own influence”
reinforced by communitybased media efforts, on the
reduction of increase of
substance uptake. For this
review study, only results
of “Be under your own
influence” are discussed.

Study design and
analysis
Experimental
longitudinal.
Randomised
community crossed
design: 8 communities
received social
marketing in-school
media intervention
and 8 communities did
not. Four waves of
data collection, during
two years. Generalised
linear mixed models
(four-level randomintercept model).

Target group
study
n = 4,216
Response
rates: 68.6%
provided
data at 4
measuremen
ts, 16.8% at
3, 10.9% at
2, and 3.7%
at 1.

Risk/possible bias
Short-term effect only.
Other prevention efforts
may have caused the
effect.

Outcome variables and results
Alcohol use: odds ratio (OR) =
S(IIHFWRQUDWHRI
change in alcohol use: OR =
0.82, p > 0.05. Recognition of
campaign messages: Time 2, OR
SWLPH25 
SWLPH25 
S
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Authors, intervention name, Study design and
and aim of study
analysis
Rothshild, et. al., 2006 [35], Experimental
“Road Crew”, determine
longitudinal.
effectiveness of social
Treatment for 1 year,
marketing intervention
with pre- and post“Road Crew”.
test. Three treatment
communities and five
control communities.
Generalised linear
models.

Target group
study
n = 710 and
n = 693 at
pre-test in
treatment
and control
groups. n =
573 and n =
371 at posttest in
treatment
and control
groups.

Risk/possible bias
Observing changes in
the number of actual
crashes was not
possible. Possible
differences between
communities of
treatment and control
groups. Self-reported
data of bar patrons
possibly
underestimated.

Outcome variables and results
Count of all rides taken in
treatment communities: 10,097
rides taken by 21-34-year-olds.
Self-report of drinking and
driving behaviour: less likely to
drive themselves or ride with
VRPHRQHHOVH 25 S
0.05); no significant changes in
alcohol-impaired driving (ǒ2 =
0.82, p > 0.05); decrease in
reported number of alcoholimpaired driving (ǒ2 S
0.05).
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Authors, intervention name, Study design and
and aim of study
analysis
Gomberg, et. al., 2001 [37], Observational
“Just the facts”, analyse the longitudinal. Survey
results of the “Just the Facts” with random sample.
(JTF) campaign.
Three times of data
collection (1 pretest
and 2 posttests, just
after the two
campaign phases).
Two-sample
independent t tests.
Chi-square analyses.
Linear regression
analyses. Logistic
regression analyses.

Target group
study
n = 785 for
pretest, n =
698 for first
posttest n =
583 for
second
posttest.

Risk/possible bias

Recognition of campaign logo:
Shortcomings in
6.2% at pretest, 55.4% at first
research design. No
posttest, 78.5% at second
control group.
posttest. Alcohol use: decrease of Decreasing response
mean number of drinks from
rates for three surveys.
15.80 at pretest to 12.61 at
Not asked to recall
second posttest; decrease in
campaign messages,
mean number of days from 2.96 only logo and
at pretest to 2.65 at second
advertisements.
posttest. High risk drinking:
Measurement for highdecrease for male students from risk drinking is not
65.6% at pretest to 58.4% at
comparable.
posttest and for female students
from 40.5% at pretest to 34.7%
at second posttest. Perceived
drinking norms: significant
increases in correctly answered
questions about the drinking
norms.

Outcome variables and results
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day of the last football game.

1

Study design and
Target group Outcome variables and results
analysis
study
Observational cross- n = 445/667, Awareness of intervention: 76%.
response rate Knowledge of slogan: 13%.
sectional. Field
Stopped by the police: 79% not
experiment of 1
= 67%.
been drinking prior to driving.
year. Telephone
Reaction to this and other
interview, conducted
equivalent interventions: 93%
several months after
good idea to reward sober
end of pilot. Other
drivers.
measures: number
of cars stopped,
number of offences
and number of
folders handed out at
spot-checks. Further,
interviews with key
informants from
police department
and senior officers.
Descriptive statistics.
The Fourth Year Fifth is a drinking event for fourth-year students who attempt to consume a fifth

Authors, intervention name,
and aim of study
Caverson, et. al., 1990 [36],
“Thanks for being a sober
driver”, determine how the
“Thanks for being a sober
driver” intervention was
received by the community.

of liquor (750 ml) on the

No control group. Shortterm effect only. Other
drinking-driving
countermeasure
programs were run
simultaneously: not
clear whether results
can be attributed to
“Thanks for being a
sober driver”.

Risk/possible bias
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Results
Six studies met the inclusion criteria and were included in this review [32-37].
Of all studies, 15% were excluded because they discussed the effectiveness of
an alcohol intervention but were not based on the principles of social marketing;
42% did not discuss the effectiveness of an alcohol intervention nor was the
intervention based on social marketing principles; 5% were based on the
principles of social marketing but did not discuss the effectiveness of an alcohol
intervention; 20% were reflective studies and 15% were literature reviews. All
six included studies assessed the effects of alcohol interventions developed
according to one or more principles of social marketing. Table 3 presents
information on the social marketing interventions of the six studies included in
the present review. Table 4 presents information on methods, results, and
possible bias.
Characteristics of included studies are as follows:
Methods
Only two of the studies used a treatment and a control group [34,35]. The
remaining four studies measured effects based on a treatment group only
[32,33,36,37].
In one study the intervention period lasted four years [33]; in one study the
intervention materials were distributed during two years [34]; in three studies
the campaign lasted one year [35-37]; and in one study the intervention was
developed and implemented for a single event [32]. All studies measured shortterm effects [32-37].
Participants
Participants in one study were sixth graders from middle-high school and
seventh graders from junior-high school [34], in the second study college
students in their first year [37], in the third study college students in their fourth
year [32], in the fourth study college students aged 18-24 years [33], in the
fifth study men aged 21-34 years [35], and in the sixth and last study adults
[36]. Five studies were performed in the United States: one in Virginia [32], one
in the South-East [33], one in the four major regions, i.e. North-East, SouthEast, Mid-West and West [34], one in rural communities not further specified
[35], and one in Mississippi [37]. One study was performed in Ontario, Canada
[36].
Interventions
One study aimed at intervening in participation in a drinking event for fourthyear students [32]. The interventions of three studies aimed at reducing driving
under the influence of alcohol [33,35,36]. One intervention aimed at reducing
high-risk drinking by changing perceptions of students’ drinking norms and
alcohol consumption [37]. One study aimed at reducing the increase of
substance (e.g. alcohol) uptake [34]. One study [34] discussed more
intervention elements than solely the social marketing intervention. Since it was
possible to assess the results of this “Be under your own influence”- intervention
separately, only the effects of this social marketing intervention are taken into
account.
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Outcomes – primary outcomes
In all studies the primary outcome assessed was a change in the occurrence of
protective behaviour towards alcohol, i.e. a change in drunk driving or in highrisk drinking. Four studies also measured secondary outcome variables, such as
recognition of the intervention [33,34,36,37]. One study measured correctly
answered questions about drinking norms [37] and another study measured
support for rewarding sober drivers [36].
Results of included studies
Results from the “Fourth-Year-Fifth”-study [32] showed an association between
participation in the “Fourth Year Fifth” (a drinking event for fourth-year students
who attempt to consume a fifth of liquor, i.e. 750 ml, on the day of the last
football game) and the number of campaign elements that students were
exposed to (χ2 = 34.81, d.f. = 6, p ≤ 0.001), i.e. students were less likely to
participate in the “Fourth Year Fifth” after being exposed to four or more (out of
12) elements of the intervention. Since 19.6% of the students participated in
the “Fourth Year Fifth” compared to 16.0-19.8% participation in the previous
four years, there was no decrease in the percentage of participants. Most
students that did participate in the “Fourth Year Fifth” behaved protectively in
one or more ways. However, these results could not be compared to protective
behaviours carried out by students in the previous years, because the results of
students behaving protectively in previous years were not measured.
The second study, “Less is more”, [33] showed a significant decrease in the
percentage of binge drinkers (drinking ≥ 5 drinks during one occasion) from
56.5% in fall 2004 to 37.8% in spring 2008. Besides, a significant decrease in
the percentage of young adults that drive under the influence of alcohol from
37.5% in fall 2004 to 20.6% in spring 2008 was found. And last, a significant
decrease was found in the perception of college students that alcohol increases
their sexual chances from 64.0% in fall 2004 to 50.7% to spring 2008. However,
these significant decreases could not be compared to a control group, because
no control group was used in this study. Of the students, 86% had seen at least
one of the campaign messages, and about 1,500 students visited the alcoholfree activities.
The third study, “Be under your own influence”, [34] showed increased
recognition of the social marketing in-school media campaign messages at all
posttest data collection waves [time 2, odds ratio (OR) = 4.70, p ≤ 0.01; time
3, OR = 6.80, p ≤ 0.01; time 4, OR = 10.13, p ≤ 0.01]. Further, compared to
control communities that did not receive the social marketing media campaign,
the use of alcohol by youth in the in-school media treatment communities was
significantly less (OR = 0.40, p ≤ 0.01). However, the media treatment effect on
rate of change in alcohol use was not significant (OR = 0.82, p > 0.05).
The fourth study, “Road Crew”, [35] showed that bar patrons were less likely to
drive themselves, or would ride with an impaired driver after the ride service
was offered (OR = 0.40, p ≤ 0.05). In addition, the decrease in the reported
number of alcohol-impaired driving incidents (during the 2-week period
preceding discount cards distribution) between 2002 and 2003 in the treatment
communities was larger than the corresponding decrease in the control
communities (χ2 = 4.85, p ≤ 0.05). However, there were no significant changes
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in alcohol-impaired driving on the night of discount card distribution
(redeemable for nonalcoholic drinks) between the treatment and control groups
(χ2 = 0.82, p > 0.05). Also, “Road Crew” had no significant effect on the number
of drinks consumed on the night of the discount card distribution (χ2 = 0.002, p
> 0.05); however, this was not the goal of the intervention.
Findings of the fifth study [37] suggest that the “Just The Facts” campaign
significantly decreased the mean number of drinks consumed per week from
15.80 at pretest to 12.61 at second posttest; the mean number of days per
week on which students drank significantly reduced from 2.96 at pretest to 2.65
at second posttest; and the percentage of high-risk drinkers among male
students reduced from 65.6% at pretest to 58.4% at posttest and among female
students from 40.5% at pretest to 34.7% at second posttest. Moreover, the
campaign significantly increased the percentage of students who correctly
answered questions about the drinking norms, e.g. accurate reporting of the
norm “over half of students do not binge drink” increased from 23.5% at pretest
to 31.6% at second posttest. Recognition of the “Just The Facts” logo increased
significantly, from 6.2% at pretest to 55.4% at first posttest and to 78.5% at
second posttest.
The sixth study, “Thanks for being a sober driver”, [36] showed that the media
campaign played an important role in increasing community awareness of spotchecks. About 76% of the persons that were telephoned were aware of the
“Thanks for being a sober driver” program. Although most of these persons
(87%) could not recall the exact theme of the program, the majority were aware
that the message had to do with drinking and driving. Of all drivers stopped by
the police, 79% had not been drinking prior to driving, and received a blue
plastic license folder as an incentive. This study did not use a control group.
Discussion
Based on this review study, we cannot conclude whether applying social
marketing in alcohol prevention changes alcohol-related attitudes and
behaviour. For two studies, there seem to be an effect; one study showed an
effect on driving under the influence of alcohol or driving home with an impaired
driver, and on alcohol-impaired driving incidents [35]. For the other study, there
seems to be an effect on recognition of the campaign logo and alcohol drinking
behaviour [37]. For four studies, there only seem to be associations; one study
showed an association with participation in a drinking event after being exposed
to ≥4 campaign elements [32]. Another study showed an association with
alcohol drinking behaviour and driving a car while impaired [33]. The third study
showed an association with recognition of campaign messages and alcohol
drinking behaviour [34]. Last, one study showed an association with general
awareness of a campaign [36].
However, despite some possible effects or associations, no effects were found
for several aspects. For example, there was no decrease in the percentage of
participants in the “Fourth Year Fifth” compared with the previous four years
[32], the changes in alcohol-impaired driving on the night of the discount cards
distribution between treatment and control groups were not significant in “Road
Crew” [35], and only 13% of the interviewees could accurately recall the theme
for “Thanks for being a sober driver” [36].
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More important the study designs of the six included studies showed
shortcomings. Some studies [32,36] were only cross-sectional and therefore
could only reveal associations. Other studies [33,37] were longitudinal, but used
only before/after comparisons, making it impossible to isolate the effects of
social marketing from other influences in the time-period. The only two
longitudinal studies using a control group [34,35] showed controversial results.
Besides, the results of one study were less representative due to low response
rates [33].
The extent to which the principles of social marketing are used in the six
included studies (explicitly mentioned) differed. Insight and methods mix were
used in all six studies [32-37], five studies used exchange [32-36], four studies
used the principles of customer orientation [32-35], three studies used
segmentation [35-37] and behavioural goals for their intervention [32,34,35], in
two studies competition was mentioned [33,34] and one study mentioned
explicitly that the intervention was developed theory-based [37]. Two studies
used six (of the eight) social marketing principles [34,35], two studies used five
[32,33], and two studies used four [36,37]. It seems plausible to expect that
the greater the extent of social marketing principles, the better an intervention
would suit the targeted audience and the greater the expected effect of a health
education intervention could be. However, this statement is not justified by the
results of the six studies included in this review study.
Study limitations
First, the drawbacks of the included studies constitute a limitation of our study
in determining the effects of the interventions. Second, of the 274 studies
originally identified, only six met our inclusion criteria. A possible explanation for
this low remaining number is that the benchmark criteria of social marketing are
minimally used in interventions for alcohol prevention, perhaps because it is still
unclear what social marketing actually entails [40]. Second, in the studies
identified in our literature search, the terms of social marketing and social norms
(marketing) were sometimes used interchangeably. Some studies appeared to
be a social norms intervention, i.e. not developed with the principles of social
marketing, and were therefore not included in this review. A third possible
explanation is that a social marketing intervention might be applied in the
practice of alcohol prevention (in which the intervention is developed and
implemented), but that the intervention has not (yet) been evaluated.
Implications for policy and research
The results of this review might be of interest to health educators working in
public health and alcohol prevention workers. For these groups, it is
recommended that developers of social marketing interventions mention the
social marketing criteria used more explicitly. This helps in identifying the
intervention as a social marketing intervention. Besides, it is advised to not only
develop and implement social marketing alcohol interventions, but also to
evaluate them with solid effect studies, like using a randomised control trial and
measuring short, medium, and long term effects. It is recommended to explicitly
mention the social marketing criteria in these effect studies. The results of this
review might also be of interest to funders and policy makers at the local and
national level. In this review study, only six studies were found, of which some
with weak methodology. Based on the results of the present review, it is not

A systematic review: alcohol prevention based on social marketing

possible to conclude that alcohol education developed with the principles of
social marketing is effective in achieving some attitudinal and/or behavioural
change. Generally in alcohol policy, it is recommended to combine the three
approaches mentioned in the introduction: limiting the availability of alcohol,
altering the drinking context, and education and persuasion. For alcohol
education, and the application of social marketing in alcohol education
specifically, it is recommended to stimulate and facilitate that social marketing
alcohol interventions are developed, implemented, and guided by sound effect
studies. Funders, policy makers, and journal editors should demand rigorous
methodology for these effect studies.
In the Netherlands, an ongoing project has shown that 12-18 year olds can be
classified into homogeneous segments based on their attitudes towards alcohol
[41]. Our future challenge is to adjust social marketing prevention interventions
for adolescents in those audience segments that will address their attitudes and
(eventually) their drinking behaviour.
Conclusions
It is suggested that social marketing interventions are associated with changes
in alcohol-related behaviour; however, we still do not know whether applying
the principles of social marketing in alcohol prevention interventions is indeed
effective in changing this behaviour. It is recommended that new developed
social marketing alcohol interventions are guided by methodologically sound
effect studies. Funders, policy makers, and journal editors should attach
rigorous conditions towards this methodology. Based on more research towards
the effectiveness of social marketing in alcohol prevention, especially with
regard to attitudes and behaviour, policy makers are enabled to make evidenceinformed decisions.
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Abstract
Background So far, audience segmentation of adolescents with respect to
alcohol has been carried out mainly on the basis of socio-demographic
characteristics. In this study we examined whether it is possible to segment
adolescents according to their values and attitudes towards alcohol to use as
guidance for prevention programmes.
Methods A random sample of 7,000 adolescents aged 12 to 18 was drawn from
the Municipal Basic Administration (MBA) of 29 Local Authorities in the province
North-Brabant in the Netherlands. By means of an online questionnaire data
were gathered on values and attitudes towards alcohol, alcohol consumption and
socio-demographic characteristics.
Results We were able to distinguish a total of five segments on the basis of five
attitude factors. Moreover, the five segments also differed in drinking behaviour
independently of socio-demographic variables.
Conclusions Our investigation was a first step in the search for possibilities of
segmenting by factors other than socio-demographic characteristics. Further
research is necessary in order to understand these results for alcohol prevention
policy in concrete terms.
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Background
Dutch adolescents often start drinking alcohol at an early age. The life-time
prevalence for drinking alcohol is 56% for twelve year olds and 93% for sixteen
year olds. Also, 16% of twelve year olds and 78% of sixteen year olds drink
alcohol regularly. In comparison with other young people in Europe, Dutch
adolescents drink more frequently and are more likely to be binge drinkers
(episodic excessive alcohol consumption, defined as drinking 5 glasses or more
on a single occasion in the last four weeks) [1].
Despite a sharp decline in the excessive consumption of alcohol (6 or more
glasses at least once a week for the last 6 months) among adolescents in the
Netherlands, the alcohol consumption is still high [2]. Data from the Regional
Health Services (RHS) in the province of North Brabant [3] also show this.
Although the number of young people who regularly consume alcohol (at least
once in the past 4 weeks) declined from 54% in 2003 to 44% in 2007, 28% of
the 12 to 17 year olds in the area of the RHS “Hart voor Brabant” can be
identified as binge drinkers. Moreover, 25% of the under 16s are regular
drinkers, and 13% are even binge drinkers.
Alcohol consumption by adolescents under 16 causes severe health risks. Firstly,
young people's brains are particularly vulnerable because the brain is still
developing during their teenage years. Alcohol can damage parts of the brain,
affecting behaviour and the ability to learn and remember [4]. Secondly, there is
a link between alcohol consumption and violent and aggressive behaviour [5-7]
and violence-related injuries. Thirdly, young people run a greater risk of alcohol
poisoning when they drink a large amount of alcohol in a short period of time
[8]. Finally, the earlier the onset of drinking, the greater is the chance of
excessive consumption and addiction in later life [9-11].
The policy of the Dutch Ministry of Health is aimed at preventing alcohol
consumption among adolescents younger than 16, and at reducing harmful and
excessive drinking among 16-24 years old young adults [12]. Local Authorities
are responsible for the implementation of national alcohol policy at a local level.
RHSs and regional organisations for the care and treatment of addicts carry out
prevention activities at a regional and local level, often commissioned by Local
Authorities.
Current policies and interventions are mainly directed at settings such as schools
and sports clubs. However, it is unlikely that this approach will have sufficient
impact on adolescents, because the groups in these settings are heterogeneous.
Adolescents differ in their drinking habits and have different attitudes towards
alcohol. This means that one intervention reaches only a part of all adolescents,
and doesn’t reach other adolescents, with a different drinking habit or a different
attitude.
Market research has revealed the importance and effectiveness of tailoring
messages and incentives to meet the needs of different population segments.
Not every individual is a potential consumer of a given product, idea, or service;
so tailoring messages to specific groups will be more effective than broadcasting
the same message to everyone [13, 14].
Audience segmentation is a method for dividing a large and heterogeneous
population into separate, relatively homogeneous segments on the basis of
shared characteristics known or presumed to be associated with a given
outcome of interest [15].
Audience segmentation is fairly common in the field of public health. However,
such segmentation is usually based on socioeconomic and demographic
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variables, such as age, ethnicity, gender, education and income. Unfortunately,
demographic segmentation alone may be of limited use for constructing
meaningful messages [16]. While psychographic and lifestyle analyses have long
been standard practice in business marketing, their use in public health
communication efforts is still much less common [16]. Since health messages
can be fine-tuned to the differences in lifestyle such as attitudes and values,
segments based on aspects of lifestyle are expected to be more useful for health
communication strategies [14, 16]. We assume that attitudes, values, and
motives in relation to alcohol consumption among adolescents will vary, and
may therefore offer a better starting point for segmentation than sociodemographic characteristics alone. For example, previous research has shown
that motives for drinking give rise to a substantial part of the variance in alcohol
consumption [17, 18]. Moreover, personality traits, such as sensation seeking,
are associated with quantity and frequency of alcohol use [19].
Despite the promising characteristics of audience segmentation based on
lifestyle aspects, it has never been used in the Netherlands in relation to the
prevention of alcohol consumption. That is why the RHS “Hart voor Brabant”, in
cooperation with market research office Motivaction®, conducted a study to find
out whether it is possible to identify different segments on the basis of the
motives, attitudes, and values of adolescents towards alcohol. The first results of
this study were already published in a Dutch article [20].
Methods
The sample
A random sample of 7,000 young people aged 12 to 18 was drawn from the
Municipal Basic Administration (MBA) of the 29 municipalities in the area of the
RHS “Hart voor Brabant”. The personal data of each member of the Dutch
population is held in the MBA. The survey was approved by the board of
directors of the RHS, and exempted from ethical approval. According to the
Dutch Medical Research Involving Human Subjects Act (WMO) these surveys
were exempted from ethics approval because they did not meet the criterion
that people are subjected to (invasive or bothersome) procedures or are
required to follow rules of behaviour. Adolescents aged 16 or over received a
letter containing an internet link to a questionnaire and a password. For
adolescents under 16 years of age, this letter was sent to the parents with the
request to allow their son/daughter to fill in the questionnaire. In order to
increase the response rate, two reminders were sent to non-respondents,
respectively two and four weeks after the letter of invitation. As an incentive,
one in ten young people who filled in the questionnaire received a € 10 cinema
coupon.
Questionnaire
In composing the questionnaire we used questions from the local and national
youth health monitor. The questions concerned demographic characteristics,
alcohol consumption, smoking habits, and leisure activities [21]. Since there was
no validated questionnaire available to study the attitude of adolescents to
alcohol, we developed in total 56 propositions concerning general values and
attitudes and specific values and attitudes relating to alcohol. These propositions
were based on a brief literature study, a workshop with experts, and focus
groups with adolescents from the region. Epidemiologists, health policy officials,
and addiction experts participated in the workshop with experts. Two focus
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group interviews were held among young people with the aim of obtaining
greater insight into the attitudes and experiences of young people in relation to
alcohol. To ensure that there was sufficient spread in alcohol consumption
levels, gender, age, and educational level within the focus groups, the
participants filled in a short questionnaire prior to the interviews. One focus
group consisted of four girls and three boys, varying in age from 13 to 16,
attending a representative range of secondary school types. The alcohol
consumption varied from never to now-and-then. The other focus group
consisted of three girls and three boys. This group also varied in age and
educational level. However, the level of alcohol consumption in this group was
higher than in the other focus group (varied from now-and-then to regularly).
Final workshop
After analysing the data from the questionnaire a final workshop was organised.
Twelve representatives of Local Authorities, of the Netherlands Youth Institute,
of the Netherlands Institute for Social Research, and of the RHS “Hart voor
Brabant” took part in this workshop. As the first step during this meeting, the
results of the analysis of the questionnaire answers were presented. Then, using
a range of working methods (including a plenary discussion and assignments in
subgroups), the results were further explored with the aim of understanding the
significance of the segments and of working them out in more detail.
Statistical analysis
Data were analysed using SPSS 17.0 for windows (factor analysis, ANOVA, Χ2analyses, and multiple logistic regression analyses) and Latent Gold (latent class
analysis).
Factor analysis using principal components with oblimin rotation was conducted.
The factors retained were based on the following rules: eigenvalues greater than
or equal to 1 or factors above the break in the scree plot and a minimum of 0.40
for factor loadings.
A latent class analysis was then carried out with the factors found in the factor
analysis, using the software package Latent Gold [22]. In this analysis, a cluster
solution was sought according to the following criteria. First, the statistical fit of
the latent class model with the data was considered (p > 0.05, the null
hypothesis is that there is no significant deviation between the predicted data
and the observed data). Then the most economical model was chosen from
those that fitted. That is the model for which the Bayesian Information Criterion
(BIC value) is the lowest. This value is higher for more complex, and therefore
less economical, models.
Analyses of variance (ANOVA) were used to examine differences between the
found segments and factor scores and age. With chi-square analyses we
investigated whether the segments differed in categorical socio-demographic
variables (sex, ethnic background and urbanization) and alcohol consumption
(recent alcohol use and binge drinking).
Multiple logistic regression analyses were used to examine whether the
segments were significantly associated with alcohol consumption, independent of
socio-demographic characteristics. The data were entered in two blocks. The
first block consisted of socio-demographic variables (age, sex, urbanization, and
ethnicity). In the second block, the segment variable was entered.
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Results
A total of 3,230 12 to 18-year-olds completed the questionnaire. This is a
response of 46%. The mean age of the respondents was 14;11 and 49% of
them was female. More than half of them lived in a (highly) urbanised area
(56%) and 16% was from ethnic minorities. These percentages are comparable
to the population of 12-18 years old living in the working area of the RHS,
respectively 15;0 years old, 49% girls, 56% (highly) urbanised area and 17%
ethnic minorities.
Factor analysis
A first exploratory factor analysis, with oblimin rotation, based on the 56
propositions concerning alcohol and other matters that young people value
important (such as parents, school, classmates, and sports) produced 14 factors
that satisfied the criterion eigenvalue>1. On studying the eigenvalues per factor
on a scree plot, specifically between the 10th and 11th factor, a relatively large
fall in the eigenvalue was to be seen. Beyond the 10th factor, the eigenvalue
gradually decreased further. For this reason, a new analysis was carried out in
which the number of factors was fixed at 10. This analysis eventually produced
seven factors with sufficient reliability (Cronbach’s Alpha >0.60). Of the
remaining seven factors, two were excluded on content grounds. One of these
consisted of items that dealt with being sufficiently well informed and warned
about alcohol. This factor is ambiguous, in the sense that it is unclear whether
respondents who agree with this consider themselves sufficiently well-informed
because of the amount of information provided, or because they do not feel the
need for information. Therefore we found this factor unsuitable as a basis for the
segmentation. The other factor was represented by a block of four items about
rules that ought to be imposed by parents. These items had been placed
together in the questionnaire. Because it was not possible to establish whether
the consistency of the replies to these questions was a result of the composition
of the questionnaire, it was decided to exclude this factor as well, as a basis for
the segmentation. The five remaining factors, which we found suitable for our
segmentation analysis, together accounted for 53% of the variance.
These factors are ‘aversion to intoxication’ (α = 0.83), ‘alcohol is the norm’ (α =
0.61), ‘need for approval’ (α = 0.67), ‘hedonistic associations’ (α = 0.75) and
‘lack of interest in alcohol’ (α = 0.86). The items belonging to the factors are
describes below. For the factor loadings see Additional file 1.
Items per factor
Aversion to intoxication
I would be embarrassed if one of my friends got drunk
My friends would be embarrassed if I got drunk
I would be embarrassed if I got drunk myself
I would find it amusing if one of my friends got drunk (recoded)
My parents would be embarrassed if I got drunk
People are more fun when they've been drinking (recoded)
Stronger action should be taken against alcohol misuse
People become annoying when they've been drinking
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Alcohol as norm
I can imagine that you don't want to be seen with a soft drink when everyone
else is drinking alcohol
It’s weird if an adult never drinks alcohol
Drinking alcohol is more fun when it's not allowed
Since it's legal to buy alcohol once you are 16, it must be less damaging from
that age
I think it's exciting to be drunk
For me it's important not to be different from other people
Alcohol is more for boys than for girls
Need for approval
The opinion of my parents is important to me
My parents take my opinion seriously
It's important to me that my friends have a good opinion of me
It seems only natural to me to keep to my parents’ rules
I learn from my mistakes
Hedonistic associations
Alcohol
Alcohol
Alcohol
Alcohol
Alcohol
Alcohol

makes
makes
makes
makes
makes
makes

me
me
me
me
me
me

think
think
think
think
think
think

of
of
of
of
of
of

the weekend
relaxing
having fun
a drink with a meal
letting go
adulthood

Lack of interest in alcohol
Alcohol makes me think: Don't like the taste
Alcohol makes me think: Not for me
Table 1 Model fit statistics for ten latent class models
BIC(LL)
p-value
1-Cluster
37009,0 0,00
2-Cluster
35470,9 0,00
3-Cluster
35112,4 0,00
4-Cluster
35021,0 0,00
5-Cluster 34906,3 0,52
6-Cluster
34922,2 0,75
7-Cluster
34933,9 0,92
8-Cluster
34945,8 0,98
9-Cluster
34970,2 0,99
10-Cluster 34999,5 1,00
BIC = Bayesian Information Criteria
LL= Log Likelihood
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Latent class analysis
In Table 1, we compare models with one to ten latent classes; we present the
BIC and p-value for each model. The BIC statistic for the five class model was
slightly lower than for the other models. Moreover, the five-class solution was
the first model with p > 0.05. These findings indicated that the five-class
solution was the best fit (BIC= 34906, p = 0.51). These five clusters were
distinguished from each other by differences in the scores on the five attitude
factors. In a workshop with experts we assigned (Dutch) names to them. In this
English article we refer to the clusters as: ‘ordinaries’ (42%), ‘high spirits’
(22%), ‘consciously sobers’ (17%), ‘ordinary sobers’ (11%), and ‘socials’ (8%)
(see Figure 1). The scores in Figure 1 have been standardised (μ = 0 and SD
=1). Table 2 shows the average scores on the five attitude factors for each of
the clusters (the segments). The figure and the table show clearly that the
segments differ from each other in factor scores. For example, ‘high spirits’ have
much less aversion to intoxication, greater interest in alcohol, and more
hedonistic associations with alcohol than the other segments. The ‘ordinaries’
have less aversion to intoxication than the ‘consciously sobers’, the ‘ordinary
sobers’, and the ‘socials’. The ‘ordinaries’ have the highest score on ‘alcohol is
the norm’ and the lowest on ‘need for approval’. By contrast, ‘socials’ have the
lowest score on ‘alcohol is the norm’ and the highest on ‘need for approval’.
Finally, the ‘consciously sobers’ and the ‘ordinary sobers’ differ from each other
on ‘hedonistic associations’ and ‘alcohol is the norm’. On both factors, the
‘ordinary sobers’ score higher than the ‘consciously sobers’.
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Figure 1 Standardised factor scores for the five segments
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Aversion
to Lack of interest in Hedonistic
Alcohol
is
the
intoxication
alcohol
associations
norm
Ordinaries
2.4 (0.6) h c os s
1.7 (0.7) h c os s
2.6 (0.6) h c
2.2 (0.6) h c os s
o c os s
o c os s
o c os s
High spirits
1.7 (0.6)
1.0 (0.0)
3.2 (0.5)
1.8 (0.7) o c os s
ohs
ohs
o h os s
Consciously sobers
3.5 (0.6)
3.5 (0.8)
1.6 (0.6)
1.8 (0.5) o h os
ohs
ohs
hc
Ordinary sobers
3.5 (0.5)
3.4 (0.7)
2.6 (0.7)
2.0 (0.7) o h c s
Socials
3.3 (0.5) o h c os
1.2 (0.4) o h c os
2.6 (0.8) h c
1.4 (0.5) o h c os
o
h
c
os
s
= Ordinaries, = High spirits , = Consciously sobers, = Ordinary sobers,
6RFLDOV S

Table 2 Mean scores (SD) on the 5 factors for the 5 segments

3.3
3.5
3.6
3.6
3.9

(0.6)
(0.6)
(0.5)
(0.6)
(0.2)
o h c os

os

os

os

h c os s

Need for approval
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Background variables
A significant difference was found for sex (Χ 2 = 13.9, df = 4, p < .01). Girls
were slightly overrepresented in the segments ‘ordinary sobers’ (55%), ‘socials’
(56%) and underrepresented in the segment 'high spirits’ (45%). Moreover, a
difference relating to age was found (F = 146.1, df = 4, p < .01). On average,
the ‘high spirits’ were older (15 years; 11 months) than the ‘ordinaries’ (14;10),
‘consciously sobers’ (14;01) and ‘ordinary sobers’ (13;11). On average, the
‘socials’ (15;07) were older than the ‘ordinaries’, ‘consciously sobers’, and
‘ordinary sobers’. On average, the ‘ordinaries’ were older than the ‘consciously
sobers’ and the ‘ordinary sobers’. Table 3 shows the distribution of ages within
the different segments.
Moreover, we found a statistically significant difference for ethnic background
(Χ2 = 258.3, df = 4, p < .01). In total, 16% of the youngsters was from an
ethnic minority. The segments ‘consciously sobers’ (36%) and ‘ordinary sobers’
(26%) showed an overrepresentation of ethnic minorities, while ethnic
minorities were under-represented in the segments 'ordinaries' (12%), ‘high
spirits’ (6%) and ‘socials' (9%).
Finally, the ‘ordinaries’ lived less often and the ‘consciously sobers’ lived more
often in an (highly) urbanised area (Χ2 = 18.7, df = 4, p < .01), respectively
53% and 62%.
Table 3 Age distribution (percentage) by segment
Ordinaries
High spirits
Consciously sobers
Ordinary sobers
Socials

12
8
2
18
20
4

13
17
3
25
28
10

14
22
10
21
21
14

15
20
22
14
15
16

16
13
25
10
6
18

17
11
24
9
5
23

18
9
14
3
5
15

Total
100
100
100
100
100

Alcohol consumption
We then investigated, with a chi-square test, whether the five segments differed
in terms of recent alcohol consumption (alcohol consumed in the four weeks
prior to the completion of the questionnaire) and binge drinking (the
consumption of five or more glasses of alcohol on a single occasion in the
preceding four weeks). Both differences were statistically significant (Χ 2 =
1154.2, df = 4, p < .01 for alcohol consumption and Χ2 = 1009.8, df = 4, p <
.01 for binge drinking).
Figure 2 shows that, on average, 48% of the young people had recently drunk
alcohol. This percentage was significantly higher for the ‘high spirits’ (89%) and
the ‘socials’ (65%), and significantly lower for the ‘consciously sobers’ (7%) and
‘ordinary sobers’ (4%).
Of the adolescents, 35% can be classified as ‘binge drinkers’ (see Figure 3). This
percentage is significantly higher for the ‘high spirits’ (78%), and significantly
lower for the ‘consciously sobers’ (3%) and the ‘ordinary sobers’ (2%).
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Figure 2 Recent alcohol consumption (%) per segment

Figure 3 Binge drinking (%) per segment

To examine whether the segments were significantly associated with alcohol
consumption, independent of socio-demographic characteristics, we conducted
multiple logistic regression analyses. For both recent alcohol consumption and
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binge drinking we ran two models; the first with only socio-demographic
variables (age, sex, ethnicity, and urbanization) and the second one with the
addition of the segment variable. As can be seen in Table 4 the segmentation
variable was significantly associated with both recent alcohol consumption and
binge drinking independent of socio-demographic variables. The Nagelkerke’s R2
gives an approximation of the level of explained variance. In both cases the
Nagelkerke’s R2 was higher for the second model with the segmentation variable.
Table 4 Association of the segments with recent alcohol consumption
and binge drinking, adjusting for socio-demographic characteristics

Age
Sex
Male
Female
Urbanization
(Highly) urbanised area
Non or little urbanised area
Etnicity
Native
Ethnic minority
Segment
Ordinaries
High Spirits
Consciously sobers
Ordinary sobers
Socials
Nagelkerk R2

Recent alcohol
consumption
Model 1
Model 2
2.23**
2.07**

Binge drinking
Model 1
1.98**

Model 2
1.80**

Ref
1.19*

Ref
1.45**

Ref
0.85

Ref
0.95

Ref
1.18

Ref
1.12

Ref
1.37**

Ref
1.38**

Ref
0.21**

Ref
0.38**

Ref
0.35**

Ref
0.70*

Ref
5.28**
0.08**
0.04**
1.10
0.42

0.61

Ref
5.24**
0.08**
0.05**
0.81
0.33

0.53

Final workshop
In the concluding workshop, the meaning of the segments was interpreted, the
segments were described in more detail, and possible policy measures per
segment were defined. This interpretation took place on the basis of a
description of the segments with the help of questionnaire items, mood boards,
and discussions among the participants. The ‘high spirits’ were typified as very
direct, extrovert, sensation seekers, and focused on status. The ‘socials’ were
described as sensible and purposeful. They also like to think things through, like
to give their opinion, and have a good relationship with their parents.
‘Ordinaries’ were described as concerned about status, tractable, and focused on
the
familiar.
‘Consciously
sobers’
were
characterised
as
cautious,
unadventurous, family-oriented, socially involved, and not particularly concerned
about status. The ‘ordinary sobers’ were very similar to the ‘consciously sobers’
in terms of their value attitudes; cautious, unadventurous, family-oriented, and
socially involved.
Finally, for each segment, possible approaches for policy and interventions were
suggested. According to the participants of the workshop ‘high spirits’ must not
be approached too didactically. However it is important to work on raising their
awareness and the consequences of excessive alcohol consumption should be
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demonstrated. Finally, for this segment, possibly strict rules should be applied
(e.g. alcohol-free school parties). ‘Socials’ seem to set their own limits, and have
a sense of responsibility. Because the results suggest that ‘socials’ have a good
relationship with their parents, the parents can play an important role in setting
rules and reaching agreements with their children. The ‘ordinaries’ will see the
‘high spirits’ and ‘socials’ as strong role models. So, to make ‘ordinaries’ realise
that not every young person drinks, it is important to increase the visibility of
‘consciously sobers’ and ‘ordinary sobers’. The ‘consciously sobers’ are nondrinkers on principle. It is therefore important for them that they should not feel
isolated. For the ‘ordinary sobers’ it seems to be important that they should be
stimulated to continue to say ‘no’.
Discussion
In spite of the need within the field of health promotion for methods for dividing
heterogeneous groups into more homogeneous subject-specific segments, there
has generally been little progress beyond a division on socio-demographic
characteristics. This investigation was a first step in the search for possibilities of
segmenting by other than socio-demographic characteristics. The results of this
investigation demonstrate that it is possible to group adolescents into five
different and more homogeneous segments concerning values, attitudes, and
motives in relation to alcohol. It is important to recognize that the names we
gave to the segments are just labels, used to give a feeling for the
characteristics of the five clusters. They are not descriptive names, and are not
intended to represent the alcohol consumption of individual members of the
clusters.
Besides the differences in values, attitudes, and motives, the segments also
differed in drinking behaviour. As an extension to the results presented in our
Dutch article [20] we now studied whether alcohol specific segmentation was
significantly associated with alcohol consumption independent of sociodemographic characteristics. These found differences for the segments remained
even after controlling for age, sex, ethnicity and degree of urbanization.
Nevertheless, it is important to recognize that attitudes might change over time.
A large proportion of the 12 and 13 year olds belong to the segments ‘ordinary
sobers’ and ‘consciously sobers’. There is a possibility that, in one or two years,
some members of the group ‘ordinary sobers’, and perhaps even of the
‘consciously sobers’, will move to one of the groups ‘high spirits’, ‘ordinaries’, or
‘socials’. Probably, the segments that have been defined are not static groups. It
would be interesting to investigate how these groups develop in the course of
time, which determinants influence this development, and whether it is possible
to predict which young people will end up in which segment. With such
knowledge, it would be possible to tune interventions to the target group even
better.
In spite of the promising results, there are, of course, still some reservations
concerning the investigation. Firstly, our study had a relatively low response.
Despite two reminders and the incentive (the prospect of a €10 cinema ticket),
somewhat fewer than half of the adolescents approached completed the
questionnaire. However, the percentage of adolescents in this study who had
recently consumed alcohol (48%) did not diverge from the data in the Brabant
Youth Monitor (49% for the 12 to 18 age group). Within the Brabant Youth
Monitor a larger number of young people had completed a questionnaire (N =
11,000). What is more, the response percentage in the Brabant Youth Monitor
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was also higher (57%). It therefore appears that in this investigation, at least in
relation to alcohol consumption, we did not reach a very different group.
Secondly, this was a first explorative analysis. Validated questionnaires about
values and attitude against alcohol for adolescents were at the time of our study
not available. We therefore constructed our own questions, based on a literature
study, expert opinions and focus groups of adolescents. With a factors analysis
we found five different factors. However, it is recommended to confirm these
factors in another sample of 12 to 18 years old. Although the segments were
significantly associated with alcohol consumption variables independently of
socio-demographic variables and the experts in the final workshop seemed to
recognize these segments more research is needed to examine the usefulness of
these different subgroups. Therefore, we were pleased that our 28 questions
were added to the Brabant Youth Monitor 2011, a large questionnaire sent to
more than 70,000 adolescents living in het province North-Brabant in order to
strengthen the validation of our instrument.
Thirdly, it is not yet clear how we can identify and reach the different segments
in everyday life. Furthermore, the results are still not conclusive about the
segment that should be the target of policy. The size of the group suggests that
we should concentrate primarily on the ‘ordinaries’, but if we consider the group
where the most alcohol is consumed we should target the ‘high spirits’.
Because of these questions two new investigations have now been started in the
Academic Collaborative Centre for Public Health Brabant. Grants for these
investigations have been obtained from ZonMw, the Netherlands Organisation
for Health Research and Development. In a Ph.D. project the questions whether
and how this audience segmentation (related to alcohol) and social marketing
can improve the reach of both prevention and policy measures among
adolescents aged 12 to 18 years will be studied. Moreover in this project we will
examine whether existing effective interventions can be adapted, or whether
new interventions can be developed that more closely match the specific
characteristics, requirements, and needs of the different segments.
In addition, in another study we will investigate whether we can also distinguish
different segments in the 16 to 24 age group.
Conclusions
The results of this investigation demonstrate that it is possible to group
adolescents into five different and more homogeneous segments on the basis of
five attitude factors. Moreover, the five different segments also varied in
drinking behaviour independently of socio-demographic variables suggesting
that they are meaningful alcohol related subgroups.
Our investigation was a first step in the search for possibilities of segmenting by
other than socio-demographic characteristics. Further research is necessary in
order to understand these results for alcohol prevention policy in concrete
terms.
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Additional file 1
Appendix Factor Loadings
Aversion to
intoxication

Alcohol
as norm

Need for
approval

Hedonistic
associations

Lack of
interest
in
alcohol

I would be
embarrassed if
one of my friends
got drunk

0.77

0.11

0.00

0.00

0.04

My friends would
be embarrassed if
I got drunk

0.72

0.16

0.00

-0.01

0.02

I would be
embarrassed if I
got drunk myself

0.69

0.00

0.03

-0.06

-0.07

I would find it
amusing if one of
my friends got
drunk

-0.56

0.23

-0.06

0.08

0.02

My parents would
be embarrassed if
I got drunk

0.54

0.20

-0.13

-0.03

0.06

People are more
fun when they've
been drinking

-0.48

0.22

-0.06

0.25

0.10

Stronger action
should be taken
against alcohol
misuse

0.48

-0.15

0.03

-0.02

-0.16

People become
annoying when
they've been
drinking

0.47

-0.04

0.09

-0.08

-0.15

I can imagine that
you don't want to
be seen with a
soft drink when
everyone else is
drinking alcohol

0.06

0.64

0.01

0.04

0.04

It’s weird if an
adult never drinks
alcohol

0.00

0.59

-0.07

0.04

0.08

Drinking alcohol is
more fun when it's
not allowed

-0.07

0.56

-0.02

0.04

0.00
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Aversion to
intoxication

Alcohol
as norm

Need for
approval

Hedonistic
associations

Lack of
interest
in
alcohol

Since it's legal to
buy alcohol once
you are 16, it
must be less
damaging from
that age

0.05

0.47

-0.01

0.01

-0.03

I think it's exciting
to be drunk

-0.39

0.46

-0.04

0.07

0.00

For me it's
important not to
be different from
other people

-0.03

0.41

0.27

-0.16

0.15

Alcohol is more for
boys than for girls

0.17

0.40

-0.04

-0.02

0.18

The opinion of my
parents is
important to me

0.02

0.00

0.70

-0.04

0.07

My parents take
my opinion
seriously

-0.07

-0.03

0.62

-0.06

-0.05

It's important to
me that my
friends have a
good opinion of
me

-0.02

0.00

0.58

0.03

0.11

It seems only
natural to me to
keep to my
parents’ rules

0.06

-0.06

0.57

-0.03

0.02

I learn from my
mistakes

-0.06

-0.13

0.48

0.04

-0.05

Alcohol makes me
think of the
weekend

-0.17

-0.04

0.07

0.69

-0.08

Alcohol makes me
think of relaxing

-0.18

0.06

-0.02

0.67

-0.14

Alcohol makes me
think of having fun

-0.33

0.71

0.06

0.64

-0.12

Alcohol makes me
think of a drink
with a meal

0.20

-0.09

-0.09

0.62

0.01
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Aversion to
intoxication

Alcohol
as norm

Need for
approval

Hedonistic
associations

Lack of
interest
in
alcohol

Alcohol makes me
think of letting go

-0.39

0.03

0.01

0.50

0.26

Alcohol makes me
think of adulthood

-0.14

-0.22

-0.04

-0.48

-0.22

Alcohol makes me
think: Don't like
the taste

0.29

-0.02

-0.08

-0.24

0.59

Alcohol makes me
think: Not for me

0.37

-0.03

-0.07

-0.31

0.50
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Abstract
Introduction In an earlier audience segmentation study, Dutch adolescents 1218 years were segmented into five alcohol attitudes segments: ordinaries, high
spirits, consciously sobers, ordinary sobers, and socials. The current study
explores several aspects of alcohol consumption and leisure activities for these
five segments.
Method Data were used from two studies, i.e. the afore mentioned audience
segmentation study and a large survey, the Brabant Youth Health Monitor
(BYHM). Chi-square analysis was used to investigate overall statistically
significant differences between segments per research question.
Results Results showed that high spirits bought alcohol themselves significantly
more often than the other segments. Ordinary sobers got alcohol significantly
more often from parents than high spirits, and socials more often than
ordinaries and high spirits. The ordinaries and high spirits preferred to drink
alcohol outside their own home, whereas the other three segments also drank at
home with others. Finally, all segments preferred to drink alcohol with friends.
Conclusions The results of this study showed similarities and differences in the
aspects of alcohol consumption and leisure activities between the five segments.
This deeper insight offers starting points for developing tailored interventions for
the different segments.
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Introduction
Health promotion interventions can be targeted towards a population as a whole,
as well as towards a defined subpopulation [1]. Dividing a population into
smaller and more homogeneous segments is called audience segmentation [2].
Segmentation can be based on socio-demographic characteristics (e.g. age,
ethnicity, and region of living) as well as on attitudes, behaviour, and opinions
[2-4]. Using this latter type of characteristics, we assume that the population
within a defined segment will show more similarities with respect to how they
might react to communication efforts than the total population [4, 5]. Audience
segmentation enables health educators to tailor a health message, and/or
communication strategies and channels, to the attitudes and behaviour of the
audience [2-4]. Therefore, it is expected that audience segmentation based on
attitudes, behaviour and opinions will help to increase the effectiveness of health
education [6].
Audience segmentation based on attitudes and behaviour has been practiced on
different themes, such as identifying ethnic identity types in Afro-Americans [7],
sensation-seeking behaviour [8] physical activity [5, 9], genetically-modified
foods [10], global climate change [11, 12], health lifestyle patterns [13, 14],
HIV prevention [15], and alcohol [4, 16, 17].
We applied audience segmentation on alcohol attitudes in a segmentation study
among Dutch adolescents aged 12-18 years [17]. Main findings of this first
study were that five segments of adolescents could be identified: ordinaries,
high spirits, consciously sobers, ordinary sobers, and socials. Furthermore, five
attitude factors seemed to be of importance for this segmentation: aversion to
intoxication, alcohol as norm, need for approval, hedonistic associations, and
lack of interest in alcohol. The ordinaries think alcohol is the norm and have
hedonistic associations with alcohol. The high spirits are interested in alcohol,
have strong hedonistic associations with alcohol, and have no aversion to
intoxication. The consciously sobers do not have hedonistic associations with
alcohol, are not interested in alcohol and have an aversion to intoxication.
Ordinary sobers think alcohol is the norm, have hedonistic associations with
alcohol, but have an aversion to intoxication. Finally, the socials have a strong
need for approval, do not think alcohol is the norm, are interested in alcohol, but
have an aversion to intoxication.
Besides the differences in attitudes towards alcohol, these five segments also
differed in their use of alcohol, independent of socio-demographic criteria. Of the
ordinaries, 50% drank alcohol recently, compared with 89% of the high spirits,
7% of the consciously sobers, 4% of the ordinary sobers, and 65% of the socials
[17]. In conclusion, this study showed that segmentation of Dutch adolescents
into five segments was possible, and showed differences in recent use of alcohol
and in binge drinking (the consumption of five or more glasses of alcohol on a
single occasion in the preceding four weeks).
To gain more detailed insight into these five segments, the current study
follows-up on this first study by further exploring several aspects of alcohol
consumption and leisure activities for the five segments. To determine the
segment of the respondents, we included the questions of the first segmentation
study [17], in the questionnaire of the Brabant Youth Health Monitor [18]. This
yielded access to new data on several topics related to alcohol use for each
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segment, e.g. about where they drink alcohol, with whom, what kind of alcohol
they drink, and on the preference for leisure activities. With knowledge on
differences in these topics between the five segments, alcohol health education
interventions can be better tailored to the segments. For this, it is important to
have insight into these topics, e.g. which segment(s) should be the target group
of the intervention and what is/are possible location(s) for each segment to
intervene. Therefore, the research questions for this current study are: (1) what
kind of alcohol do the ordinaries, high spirits, consciously sobers, ordinary
sobers, and socials drink, (2) in what way do they obtain alcohol, (3) where do
they drink alcohol, and (4) with whom do they drink alcohol? This study also
examines (5) who are important persons and what are important matters for the
adolescents of the different segments, (6) what do they like to do in their spare
time, and (7) what kind of (hobby) clubs do they join?
Method
To study the characteristics of the segments, we used data from the original
segmenting study [17] for two research questions (4 and 5) and data from the
so-called “Brabant Youth Health Monitor” (see below) [18] for the other five (1,
2, 3, 6, 7) research questions.
Segmenting study
For the questions concerning (4) with whom adolescents drink alcohol and (5)
who/what are important persons/matters, data were extracted from the original
segmenting study [17]. The primary purpose of this segmenting study was to
identify different segments based on the motives, attitudes and values of Dutch
adolescents towards alcohol. A random sample of 7,000 young people aged 1218 years was drawn from the Municipal Basic Administration (MBA, in which the
personal data of each member of the Dutch population is held) of the 29
municipalities in the area of the Regional Public Health Service (RPHS) “Hart
voor Brabant”. Adolescents aged 16-18 years received a letter containing an
internet link to a questionnaire and a password. For adolescents aged <16
years, this letter was sent to the parents with the request to allow their
son/daughter to fill in the questionnaire. Data were collected in spring 2009. To
increase the response rate, two reminders were sent to non-responders, and an
incentive (€10 cinema voucher) was given to every tenth respondent.
Brabant Youth Health Monitor
For the questions about (1) the kind of alcohol that adolescents drink, (2) the
way adolescents obtain alcohol, (3) places where adolescents consume alcohol,
(6) leisure activities, and (7) the kind of (hobby) club(s) adolescents join, data
of the Brabant Youth Health Monitor were used.
The primary purpose of the Brabant Youth Health Monitor is to collect data on
the physical and mental health and healthy lifestyle of Dutch adolescents aged
12-18 years. Data from the Brabant Youth Health Monitor were collected by
three Regional Public Health Services (including the RPHS “Hart voor Brabant”),
covering the province of North-Brabant (2,471,011 inhabitants [19]) in the
Netherlands. A random sample of 59,073 young people aged 12-18 years was
drawn from the MBA of the 68 municipalities in the province of North-Brabant.
From each municipality, depending on the size of its population, at least 550
adolescents were invited to complete a questionnaire, using a stratified design.
Parents of adolescents aged 12-15 years received a postal invitation with the
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request to allow their son/daughter to fill in the enclosed questionnaire;
adolescents aged 16-18 years were invited personally. This questionnaire is
mainly composed of questions from the national Youth Health Monitor [20],
which investigates e.g. physical health, mental health, experienced health, well
being, and lifestyle. Participants could fill in the questionnaire either on paper or
via the internet with a personal password. Data were collected in autumn 2011.
To increase the response rate, two reminders were sent to non-responders, and
an incentive (€10 cinema voucher) was given to every tenth respondent.
To assign respondents into one of the five segments, 28 questions concerning
alcohol and approval from others, developed in the segmenting study [17], were
included; however, for practical reasons, this questionnaire was available only
for the internet version. Therefore, the current analyses include only the results
of the internet questionnaire.
Statistical analyses
For each research question, Chi-square analysis was used to investigate overall
statistically significant differences between segments. Next, we studied post-hoc
which segments differed from each other by judging whether the 95%
confidence intervals per answer and per research question were overlapping.
Only for those adolescents who already drink alcohol, the preference for the kind
of alcohol, the manner of obtaining alcohol, the location of drinking, and the
persons with whom they drink alcohol, was investigated.
For the analyses of the Brabant Health Youth Monitor Complex Samples [21]
was used in order to adjust for the stratified sampling design. In this large-scale
youth health survey, no simple sampling frame exists (i.e., a single list from
which sample members are chosen) for the target population. Therefore, a
stratified design was used. The population in the province North-Brabant was
divided into groups (i.e. municipalities), and in each municipality a predetermined number of individuals was surveyed. Complex Samples provides
specialised methods that enable to correctly compute statistics and their
standard errors from complex sample designs.
Results
For the segmenting study, a total of 3,230 respondents (response rate 46%)
completed the questionnaire. The mean age of the respondents was 14;11 years
(14 years, 11 months), 49% of them was female, and 16% belonged to an
ethnic minority. These percentages are comparable to the general population
aged 12-18 years living in the working area of the RPHS “Hart voor Brabant, i.e.
15;0 years old, 49% girls, and 17% belonging to an ethnic minority, respectively
[18].
For the Brabant Youth Health Monitor, a total of 28,194 (response rate 48%) 1218 year olds completed the questionnaire, 56% (n=15,713) on paper and 44%
(n=12,481) via internet. For the purpose of our study, only data of the
respondents who filled in the online questionnaire were used. Of these 12,481
respondents, 12,375 completed the 28 questions which we needed in order to
assign the adolescents to one of the five segments. There were no statistically
significant differences for age and recent alcohol consumption between the
adolescents who filled in the questionnaire on paper and those who filled in the
online questionnaire. However, there were small but significant differences for
sex and ethnic background. Boys were more likely to fill in the written
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questionnaire (Χ2=25.3, df=1, p<.01; 53% versus 50% for the online
questionnaire). The percentage autochthonous population (Χ 2=16.3, df=2,
p<.01) was somewhat overrepresented by the online responders (87% versus
84%).
The characteristics of the respondents per segment for the segmenting study
and the Brabant Youth Health Monitor are presented in Table 1.

42.0
22.0
51.5
54.6
14;101 15;11
88.0
93.7
50.0
89.0
high spirits, CS =



1

14 years, 10 months



Size of segment
Male
Mean age (years)
Native Dutch
Recent alcohol use
O
= ordinaries, HS =

S

17.0
11.0
8.0
52.8
45.3
44.0
14;01 13;11 15;07
64.5
73.8
91.3
7.0
4.0
65.0
consciously sobers, OS =

OS
51.2
14;11
84.0
48.0
ordinary

Total
43.0
52.2
14;10
88.1
43.1
sobers,

CS

20.6
22.0
56.6
42.0
16;04 13;11
92.2
79.2
88.1
4.5
S
= socials

HS
6.6
45.6
13;07
85.1
7.6

OS

O

CS

O

HS

Brabant Youth Health Monitor

Segmenting study
7.8
40.5
15;05
89.3
53.0

S
49.5
14;11
86.9
42.3

Total

Table 1 Characteristics of the respondents per segment (%) for the segmenting study and Brabant Youth
Health Monitor
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For all research questions, the three highest percentages for each segment per
answer category are presented (printed bold) in Table 2; these are also
discussed below, to provide insight into the differences between the five
segments. A complete summary of the percentages of all answers for each
segment is presented in Appendix 1.



Getting alcohol

Preference for
certain kind of
alcohol

Friends

Buy myself

Parents

Different

(Self-made)
mixed drink

Beer

Breezers

Wine

7.5
6.2–9.1
12.2
10.5–14.1
58.2
55.8–60.6
14.1
12.3–16.1

Ordinaries
(n=2680)

44.7
42.2–47.2
50.5
48.0–53.1
67.8
65.4–70.1
50.1
47.5–52.6

Ordinaries
(n=2680)

3.6
2.6–5.0
9.3
7.6–11.3
72.7
70.2–75.1
7.9
6.3–9.8

High spirits
(n=2045)

47.0
44.3–49.8
53.3
50.3–56.3
78.8
76.4–81.0
63.5
60.6–66.3

High spirits
(n=2045)

Consciously
sobers
(n=202)
18.4
11.1–29.1
16.7
10.4–25.8
53.5
41.5–65.1
8.9
4.9–15.7

Consciously
sobers
(n=202)
45.1
33.1–57.8
37.5
26.2–50.4
44.4
32.1–57.4
31.6
20.9–44.6
Ordinary
sobers
(n=33)
14.3
7.0–27.0
28.3
12.9–51.4
34.6
21.3–50.8
9.1
3.6–21.2

Ordinary
sobers
(n=33)
59.6
42.6–74.5
34.0
21.0–49.9
36.6
22.7–53.3
32.4
17.9–51.3

7.0
4.2–11.5
19.0
14.5–24.6
61.4
55.6–67.0
8.3
5.4–12.5

Socials
(n=657)

60.4
55.1-65.5
43.4
38.2–48.7
62.3
56.7–67.5
56.7
51.2–62.0

Socials
(n=657)

Table 2 Respondents per segment (%) and confidence intervals (95%) per answer category (the three highest
percentages per segment are shown bold)
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Drinking alcohol
with whom

Location of
drinking

52.4
49.7–55.0
48.8
46.2–51.3
47.0
44.4–49.6

At others home
In cafe/bar/snack
bar/terrace
In disco

27.9
24.5–31.3
26.3
23.0–29.6
90.1
87.9–92.3
21.8
18.7–24.9

Classmates
Family
Friends
Parents

Ordinaries
(n=681)

41.5
38.9–44.1

At home with others

Ordinaries
(n=2680)

26.9
23.5–30.3

96.8
95.5–98.2

31.2
27.6–34.8

34.9
31.2–38.6

High spirits
(n=650)

53.1
50.1–56.1

60.3
57.3–63.2

58.4
55.3–61.4

44.1
41.1–47.2

High spirits
(=2045)

42.5
27.2–57.8

74.4
60.9–87.9

30.0
15.8–44.2

Consciously
sobers
(n=40)
35.0
20.2–49.8

35.5
24.2–48.7

34.5
25.0–45.4

51.2
39.2–63.2

Consciously
sobers
(n=202)
40.4
28.7–53.3

28.1–78.6

Ordinary
sobers
(n=15)
18.8
-0.97–
38.6
53.3
28.1–
78.6
66.7
42.9–
90.6
53.3

Ordinary
sobers
(n=33)
41.9
24.7–
61.2
36.3
21.2–
54.8
40.3
24.4–
58.6
31.1
18.8–46.9

29.0
22.0–36.0

93.3
89.5–97.1

43.2
35.6–50.8

28.2
21.3–35.1

Socials
(n=163)

46.3
40.9–51.8

59.1
53.6–64.4

54.2
48.7–59.6

51.9
46.3–57.3

Socials
(n=657)
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Leisure activities 57 days a week

Important
persons/matters

Call/sms friends

Homework

Social media sites

Email/chat

Television/DVD/movie

School

Parents

Family

Classmates

59.7
57.9–61.4
55.2
53.5–57.0
69.8
68.2–71.3
63.1
61.4–64.8
60.2
58.5–61.9

Ordinaries
(n=5360)

77.3
75.1–79.5
93.5
92.2–94.8
93.7
92.4–95.0
76.7
74.5–79.0

Ordinaries
(n=1362)

55.4
52.6-58.2
58.3
55.4–61.0
82.1
79.9–84.1
44.5
41.7–47.3
82.2
80.1–84.1

High spirits
(n=2298)

69.6
66.3–72.9
88.6
86.3–90.9
93.3
91.5–95.1
69.5
66.15–72.9

High spirits
(n=727)

Consciously
sobers
(n=2880)
62.9
60.4–65.3
39.2
36.8–41.7
50.7
48.2-53.2
78.0
75.7–80.2
36.1
33.8–38.5

Consciously
sobers
(n=545)
74.3
70.6–78.0
97.3
95.9–98.7
96.3
94.7–97.9
85.9
83.0–88.8
Ordinary
sobers
(n=826)
60.2
55.4–64.7
44.4
39.8–49.1
56.4
51.8–60.9
81.4
78.0–84.4
42.8
38.3–47.4

Ordinary
sobers
(n=344)
79.9
75.7–84.1
97.7
96.1–99.3
97.4
95.7–99.1
86.7
83.1–90.3

57.8
53.8–61.7
48.2
44.2–52.1
70.3
66.4–73.8
74.9
71.3–78.1
63.3
59.5–67.0

Socials
(n=1011)

74.5
69.1–79.9
95.2
92.6–97.8
98.4
96.9–100.0
89.3
85.5–93.1

Socials
(n=252)
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Member of a
(hobby) club

Choir

Other kind of
club
No member of a
club
Sports club

9.0
8.1–10.0
17.0
15.7–18.5
72.9
71.3–74.5
15.4
14.2–16.6

Ordinaries
(n=5360)
12.9
11.1–15.1
19.4
17.3–21.8
69.6
66.9–72.1
10.8
9.3–12.5

High spirits
(n=2298)

Consciously
sobers
(n=2880)
9.8
8.3–11.5
20.0
17.9–22.2
68.3
65.8–70.7
18.1
16.4–19.9

Ordinary
sobers
(n=826)
10.2
7.6–13.5
12.8
10.1–16.0
77.0
73.1–80.5
20.2
16.7–24.3
10.0
7.9–12.7
16.9
13.9–20.3
70.8
67.0–74.4
17.9
15.0–21.2

Socials
(n=1011)
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For all questions about alcohol use, only the answers of recent drinkers were
analysed.
(1) Preference for certain kind of alcohol
Adolescents were asked which kind of alcohol they like to drink, with nine
predefined answer categories. All segments drank beer as an alcoholic drink; for
the ordinaries and high spirits beer was the most preferred drink. Other top
three drinks were (self-made) mixed drinks (ordinaries, high spirits, and socials;
ordinaries significantly less than high spirits, breezers (all segments except
socials; high spirits significantly more than the ordinary sobers, and wine
(consciously sobers, ordinary sobers, and socials).
(2) Getting alcohol
For the question concerning how adolescents obtain alcohol, six categories were
predefined, of which respondents could choose one answer category that best
fits to their situation. There were significant differences between the segments
(X2=270.1, df=16, p<.01). ‘Get alcohol from parents’ and ‘Buy alcohol myself’
were in the top three of all segments. High spirits bought alcohol themselves
significantly more often than the other segments. Ordinary sobers got alcohol
significantly more often from parents than high spirits, and socials got alcohol
significantly more often from parents than ordinaries and high spirits.
(3) Location of drinking
Ten answer categories were predefined for the question about the places where
adolescents drink alcohol. Respondents could choose more than one answer
category. The top three of drinking locations of the ordinaries and high spirits
contained locations only outside their own home, e.g. at others’ home, in a
café/(snack) bar/terrace, and in a disco. Drinking at home with others and
drinking at others’ home belonged to the top three of the consciously sobers, the
ordinary sobers, and the socials. In addition, these three segments also drink in
public places like a disco (consciously sobers) and a café/(snack) bar/terrace
(ordinary sobers and socials).
(4) Drinking alcohol with whom
Seven answer categories were predefined for the question with whom
adolescents drink alcohol. There were significant differences between the
segments (X2=56.4, df=4, p<.01). All segments preferred to drink alcohol with
their friends. Parents were in the top three for the consciously sobers, ordinary
sobers and socials, whereas family was for the ordinaries, high spirits, ordinary
sobers, and socials. Finally, classmates were in the top three for the ordinaries,
high spirits, and consciously sobers.
(5) Important persons/matters
Adolescents were asked which persons/what matters are important, using 12
answer categories on a 5-point Likert scale, ranging from ‘very unimportant’ to
‘very important’. The answers of this question were dichotomised: (very)
unimportant and neutral as one category, and (very) important as the other
category. Parents and family were most important for all segments, although
there were significant differences between segments (X 2=20.8, df=4, p<.01 for
parents and X2=53.4, df=4, p<.01 for family). Parents were more important for
the ordinary sobers and socials than for the ordinaries and high spirits . For the

77

78

Chapter 4

high spirits, family was less important than for the other segments, and family
was less important for the ordinaries than for the consciously sobers and
ordinary sobers . Besides parents and family, classmates belonged to the top
three of the ordinaries and high spirits, whereas school belonged to the top
three of the consciously sobers, ordinary sobers, and socials.
(6) Leisure activities
For the question about leisure activities, adolescents could answer how many
days/week they performed a specific activity, ranging from ‘never’ to ‘7
days/week’. For the analysis of this question, answer categories were
dichotomised: ‘never’ to ‘4 days/week’ was one category, and ‘5 to 7 days/week’
was the other category. The percentages of the latter category are presented
here.
Visiting social media sites was in the top three for all segments, although there
were significant differences between the segments (X2=692.5, df=4, p<.01).
The high spirits did this most often, whereas the consciously sobers and ordinary
sobers did this least often. Call or sms friends belonged to the top three of the
ordinaries, high spirits, and socials, also with significant differences between the
segments (X2=1306.1, df=4, p<.01). High spirits did this significantly more
often than the other segments, whereas watching television/DVD/movie
belonged to the top three of the consciously sobers and ordinary sobers.
Homework belonged to the top three of all segments, except for the high spirits,
with significant differences between the segments (X 2=842.6, df=4, p<.01).
Homework was less important for the ordinaries than for the consciously sobers,
ordinary sobers, and socials.
(7) Member of a (hobby) club
For the question of being a member of a (hobby) club, seven answer categories
were predefined. Respondents could choose more than one answer category.
The adolescents of all segments scored significantly highest on being member of
a sports club, with significant differences between the segments (X 2=35.3, df=4,
p<.01). The consciously sobers were significantly less often member of a sports
club than the ordinaries and ordinary sobers, and the high spirits significantly
less often than the ordinary sobers. Not being member of a (hobby) club also
belonged to the top three of all segments, with significant differences between
the segments as well (X2=30.1, df=4, p<.01). The ordinary sobers were
significantly more often a member of a (hobby) club compared to the high spirits
and consciously sobers. Finally, being a member of a choir also belonged to the
top three of the ordinaries, consciously sobers, ordinary sobers, and socials. In
Table 2, it can be seen that the percentages for being member of a sports club
are higher than for the other top-three (hobby) clubs.
Discussion
Audience segmentation and gaining deeper insight into the target audience are
two of the eight principles of social marketing. Social marketing combines the
concepts of marketing with theory and practice of communication and health
education, and aims to reach behavioural goals for a social good [22]. Social
marketing could be a useful method for alcohol education: in-depth insight into
an audience and its values, and acting on this, might increase the possibility that
the audience will change their attitudes and behaviour voluntarily, which could
result in a more (lasting) effect of alcohol education [4, 14, 22-24]. An
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advantage of audience segmentation is that one or more segment(s) can be
chosen for intervention development, and that this intervention can be tailored
to the attitudes and behaviour of this segment, instead of a one-size-fits-all
intervention.
The present study provides extensive insight into the lifestyle towards alcohol of
the five distinguished segments and into activities in their spare time. This
insight can offer starting points for developing tailored interventions for one or
more segments. This study showed that consciously sobers, ordinary sobers and
socials got alcohol from parents, and also drank alcohol with their parents.
Therefore, parents as well as the segments themselves can be a target group of
a tailored intervention. It is suggested that an intervention aimed at adolescents
and parents together is more successful than an intervention aimed only at
adolescents or only at parents [25, 26].
The school belonged to the top three of important persons/matters for the
consciously sobers, ordinary sobers, and socials. Therefore, the school might
also be a good intervention channel for these three segments. Moreover,
emphasizing that school and alcohol do not go hand in hand might be a good
focus for an intervention for these three segments. It is known that schoolbased prevention programs can be effective in changing alcohol use [27-30].
Another media channel for alcohol prevention for the consciously sobers and
ordinary sobers might be a television program, because exposure to alcohol
advertising is reported to increase adolescents’ alcohol drinking [31]. This might
also work the other way around; e.g. a famous role model for the consciously
sobers and ordinary sobers who appears in a television series or movie and who
prefers alcohol-free drinks might help these segments to choose alcohol-free
drinks and say ‘no’ to alcohol.
Particularly ordinaries and high spirits seemed to drink outside their own home,
e.g. at others’ home or in a public location. In addition, these segments drank
alcohol with friends, family, and classmates. It seems possible that ordinaries
and high spirits drink alcohol due to peer pressure; therefore, a tailored
intervention for these segments might be targeted at reducing such peer
pressure. It is also reported that resisting peer pressure, and teaching
adolescents skills to help them to say ‘no’ to alcohol, can be effective [32, 33].
Moreover, it is suggested that aiming at unconscious willingness to behave in a
risky way, and reducing this willingness, might work for young adolescents aged
12-16 years [34]. Thus, a peer pressure intervention, aiming at unconscious
willingness, might be a good starting point for the ordinaries and high spirits.
However, before drawing such a conclusion, more (qualitative) insight is
necessary about the role of peer pressure for the ordinaries and high spirits.
Moreover, all segments liked to visit social media sites in their spare time. This
might also be a starting point for an intervention, because computerised alcohol
education also seems to be effective [35, 36]. Social media sites might be used
to spread knowledge about (the harm of) alcohol, and publicity about alcoholfree activities of an intervention targeted at the chosen segment. However, it is
important to tailor these messages to one or more segment(s), to prevent a
one-size-fits-all approach.
Finally, a sports club belonged to the top three of all segments and, therefore,
might also be a good starting point for an intervention, by emphasizing that
sporting achievements will be better without drinking alcohol.
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In the earlier segmenting study we distinguished five segments based on alcohol
attitudes. The results of the present study revealed many new insights into
alcohol consumption and leisure activities for these five segments. These
insights provide good starting points to develop tailored alcohol prevention
interventions for the different segments. However, in order to actually develop
tailored interventions, more extensive (especially qualitative) insight is required;
e.g. insight into why these aspects of alcohol consumption and leisure activities
are important for the five segments, and what these aspects of alcohol
consumption and leisure activities mean for the segments. Moreover, qualitative
research can help to establish whether the segments identity themselves with
the results of the current study.
The results of the present study should be interpreted within the Dutch alcoholic
culture. In the Netherlands, the legal age to purchase alcoholic drinks is 18
years, from January 1st 2014. Until that date, it used to be 16 years for soft
alcoholic beverages (up to 15% alcohol) and 18 years for strong alcoholic
beverages (>15% alcohol). Law does not forbid adolescents to drink alcohol,
neither are parents forbidden to provide alcohol to their child below the legal age
to purchase alcohol. These legal drinking ages differ for European and American
countries, which probably results in differences in adolescent drinking behaviour
in these countries. In the Netherlands, 83% of the 15-year olds ever drank
alcohol and 59% drank alcohol in the last 30 days [37]. Of the European 15 –
16-years old, 87% ever drank alcohol, and 57% drank alcohol in the last month
[38]. In the Unites States, 27% of 15-16-year olds drank alcohol in the last 30
days [39]. Dutch adolescents are comparable with European adolescents for
their alcohol drinking behaviour. However, alcohol-drinking percentages for
American adolescents are lower. Due to differences between countries in social
and legal values towards alcohol, it could be interesting to study whether the
segmentation, conducted in this current and in the first segmentation study, is
also applicable in other countries and whether the results are generalizable to
these countries.
Limitations
For the questions about the preference for a certain kind of alcohol, the way
segments get alcohol, the location of drinking, and the persons with whom the
adolescents drink alcohol, only the percentages of recent drinkers were
analysed. Especially the ordinary sobers, in both the segmenting study and in
The Brabant Youth Health Monitor, is a very small group. The same applies for
the question about the persons with whom the consciously sobers drink alcohol;
this is also a small research group. Therefore, the results of these questions for
these segments should be interpreted with caution.
Other limitations are associated with the normal limitations of large-scale
quantitative research. Research based on questionnaires allows less deep
exploration. This present study has revealed additional insight into different
aspects of alcohol consumption of the five segments and into activities in spare
time. However, to be able to develop tailored interventions based on detailed
differences between the five segments, even deeper qualitative insight is
required. Moreover, response rates were 46% for the segmenting study and
44% for the Brabant Youth Health Monitor; despite two reminders and an
incentive these response rates are relatively low. However, a total of 3,230
respondents for the segmenting study and of 12,375 respondents for the
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Brabant Youth Health Monitor completed the questionnaires, which is a large
absolute number of respondents.
Conclusions
The present study provides new in-depth information on the differences between
the five identified segments for several topics of alcohol consumption and leisure
activities. These results indicate that adolescents differ in their alcohol
consumption and leisure activities. With these insights, we advise to develop
tailored health promotion activities for the different segments. It is
recommended to give priority to that/those segment(s) with which most
theoretical (size of segment) and practical (severity of problem and possibility of
reaching the segment) health gains can be expected. Starting points for an
intervention, based on the results of this study, are to develop an intervention
for both parents and adolescents, to take school or a sports club as an
intervention channel, and to focus on peer pressure, especially for the ordinaries
and high spirits. However, to be able to develop tailored interventions, more
extensive qualitative insight into the detailed differences between the segments
is still required.
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Getting alcohol

Preference for certain
kind of alcohol

Buy myself
Parents
Different
Other family members
Friends
Other buy and I pay back

Shooters
Beer
(Self-made) mixed drink
Liquor
Spirits pure
Breezers
Wine
Alcopop
Sherry
High spirits
(n=2045)
72.7O;CS;OS;S
9.3OS;S
3.6O;CS;OS
0.4OS
7.9O
6.0

58.2HS;OS
12.2S
7.5HS;CS
1.3
14.1HS
6.7CS

52.5O;CS;OS;S
78.8O;CS;OS;S
63.5O;CS;OS
39.0O;CS;OS;S
26.9O;OS;S
53.3OS;S
47.0S
2.5O;CS
6.4

34.6HS;CS;OS
67.8HS;CS;OS
50.1HS;CS
24.9HS;OS
12.8HS
50.5
44.7S
0.7HS;CS;OS
3.6
Ordinaries
(n=2680)

High spirits
(n=2045)

Ordinaries
(n=2680)

Appendix 1 Respondents per segment (%) per answer category

Consciously
sobers
(n=202)
53.5HS
16.7
18.4O;HS
0.7
8.9
1.7O

Consciously
sobers
(n=202)
7.8O;HS;S
44.4O;HS
31.6O;HS;S
17.7HS44
8.7
37.5
45.1
0.0O;HS;OS;S
6.5
Ordinary
sobers
(n=33)
34.6O;HS;S
28.3HS
14.3HS
10.0HS
9.1
3.7

Ordinary
sobers
(n=33)
16.0O;HS;S
36.6O;HS;S
32.4HS
9.6O;HS;S
6.3HS
34.0HS
59.6
4.2O;CS
3.4

61.4HS;OS
19.0O;HS
7.0
0.8
8.3
3.4

Socials
(n=657)

35.1HS;CS;OS
62.3HS;OS
56.7CS
26.1HS;OS
9.2HS
43.4HS
60.4O;HS
0.6CS
3.0

Socials
(n=657)
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Drink alcohol with
whom

Location of drinking

Parents
Friends
Family
Brother(s)/sister(s)
Members of a club
Alone
Classmates

In cafe/bar/snack
bar/terrace
At others home
In disco
At school party
In sports canteen/at a club
At home with others
In restaurant
In a shed
Outside/in park
At home alone
High spirits
(n=650)
26.9
96.8O;CS;OS
31.2S
20.3O
23.4O
4.3
34.9

21.8CS;OS
90.1HS;CS;OS
26.3S
13.2HS
14.9HS
4.1
27.9

60.3O;CS
58.4O;OS
53.1O;CS;OS
13.2O;OS
15.5CS;OS;S
44.1
10.3
4.7
6.3CS;S
2.0

High spirits
(n=2045)

Ordinaries
(n=681)

48.8HS;CS;S
52.4HS
47.0HS
18.0HS
12.6CS;OS;S
41.5
9.3
6.5S
4.8S
2.9

Ordinaries
(n=2680)

Consciously
sobers
(n=40)
42.5O
74.4O;HS;S
30.0
17.5
12.5
2.5
35.0

34.5O;HS;S
51.2
35.5HS
16.2
3.0O;HS
40.4
8.5
9.5
0.6HS
3.2

Consciously
sobers
(n=202)

Ordinary
sobers
(n=15)
53.3O
66.7O;HS;S
53.3
6.3
6.3
6.7
18.8

40.3
36.3HS
31.1HS
33.8HS
0.8O;HS
41.9
9.0
9.5
5.0
5.2

Ordinary
sobers
(n=33)

29.0
93.3CS;OS
43.2OS;HS
11.7
19.8
1.2
28.2

Socials
(n=163)

59.1O;CS
54.2
46.3
16.1
6.9O;HS
51.9
15.1
3.0O
1.0O;HS
3.2

Socials
(n=657)
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Leisure activities 5 – 7
days/week

Important
persons/matters

Call or sms with friends
Homework
Social media sites
Email or chat
Internet
Book/newspaper
Computer games
Sports
Television/DVD/movie
To/with friend(s) at home
Online gaming
Hobby
Hanging around outside
Volunteer work
(Online) gambling

Parents
Family
School
Classmates
Teachers
Sports
Theatre
Club
Religion
Television
Newspaper
Online social networks
High spirits
(n=2298)
82.2O;CS;OS;S
44.5O;CS;OS;S
82.1O;CS;OS;S
58.3CS;OS;S
41.4O;CS;OS
20.6CS:S
21.0O;CS;OS
28.5CS;OS
55.4CS
14.0O;CS;OS
14.5
43.8O
6.1CS;OS;S
0.2
0.3S

60.2HS;CS;OS
63.1HS;CS;OS;S
69.8HS;CS;OS
55.2CS;OS;S
33.2HS;CS;OS
20.6CS;S
26.2HS;S
31.6
59.7
10.4HS;CS
17.2CS;S
39.0HS
4.1CS;OS;S
0.7
0.3S

93.3S
88.6O;CS;OS;S
69.5O;CS;OS;S
69.6O;CS
22.2O;CS;OS;S
66.2O;OS;S
36.8
66.1
8.4CS;OS
33,2
13.6
58.5O;CS;OS

93.7S
93.5HS;CS;OS
76.7HS;CS;OS;S
77.3HS
30.7HS;CS;OS;S
75.3HS
31.3S
70.6
8.4CS;OS
33,6
12.0OS
49.7HS;CS
Ordinaries
(n=5360)

High spirits
(n=727)

Ordinaries
(n=1362)

Consciously
sobers
(n=2880)
36.1O;HS
78.0O;HS
50.7O;HS;S
39.2O;HS;S
25.7O;HS;S
29.3O;HS:OS
26.0HS;S
34.5HS
62.9HS
7.0O;HS
12.8O
42.9
2.2O;HS
0.4
0.1

Consciously
sobers
(n=545)
96.3
97.3O;HS
85.9O;HS
74.3
53.0O;HS
71.9
36.9
67.9
26.9O;HS;S
29,3
12.5
32.7O;HS;OS;S
Ordinary
sobers
(n=826)
42.8O;HS;S
81.4O;HS
56.4O;HS;S
44.4O;HS
26.6O;HS;S
22.8CS
28.1HS;S
36.8HS
60.2
7.6HS
15.8
38.0
2.0O;HS
0.2
0.1

Ordinary
sobers
(n=344)
97.4
97.7O;HS
86.7O;HS
79.9HS
50.1O;HS
77.6HS
34.2
69.3
24.9O;HS;S
37,2
17.7O
42.3HS;CS

63.3HS;CS;OS
74.9O;HS
70.3HS;CS;OS
48.2O;HS;CS
35.2CS;OS
28.5O;HS
19.5O;CS;OS
29.1
57.8
9.6
11.1O
41.0
1.2O;HS
0.2
0.0

Socials
(n=1011)

98.4O;HS
95.2HS
89.3O;HS
74.5
48.8O;HS
80.6HS
42.6O
74.2
12.7CS;OS
32,1
18.3
48.6CS

Socials
(n=252)
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O

= ordinaries,

HS

Ordinaries
(n=5360)

High spirits
(n=2298)

Consciously
sobers
(n=2880)
Choir
15.4HS;OS
10.8O;CS;OS;S
18.1HS
Sports club
72.9CS
69.6OS
68.3O;OS
No member of a club
17.0
19.4OS
20.0OS
Nature (protection)
3.7HS;CS
1.5O;CS;OS
7.4O;HS;S
Church
3.1CS;OS
2.6CS;OS
6.1O;HS
Other kind of club
9.0HS
12.9O
9.8
Youth club
6.2
6.1
7.4
= high spirits, CS = consciously sobers, OS = ordinary sobers, S = socials (pௗௗ0.05)

Member of a (hobby)
club

Ordinary
sobers
(n=826)
20.2O;HS
77.0HS;CS
12.8HS;CS
5.9HS
6.5O;HS
10.2
6.3
17.9HS
70.8
16.9
2.9CS
5.4
10.0
7.3

Socials
(n=1011)
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Abstract
Background There is much evidence that parents have an influence on the
alcohol use of their children. However, in general the relationship is rather weak.
A reason for this small association may be due to the fact that adolescents are a
heterogeneous group and that, consequently, the association between the
quality of the parent–child relationship and alcohol use varies for diverse
subgroups, resulting in an overall small effect. In an earlier study we found five
different segments for adolescents regarding their attitude towards alcohol. This
article reports on a study into the differences between these segments with
respect to the quality of the parent–child relationship and parental attitudes to
alcohol. Moreover, we examined segment-specific associations of the quality of
the parent–child relationship and alcohol use.
Methods This study used data from a survey held among adolescents aged 12
to 18. A random sample of 59,073 adolescents was drawn from 67 municipalities
in the south of the Netherlands. To assign respondents into one of the five
segments, a questionnaire of 28 items concerning alcohol and approval from
others from the original segmenting study was included in the internet version.
Therefore, only the results of the internet version (N = 12,375 adolescents)
were analysed.
Results Both the quality of the parent–child relationship and the attitude of the
parents towards the drinking behaviour of their children differed between the
segments. Significant associations were found between the quality of the
parent–child relationship and life-time and recent alcohol use and binge
drinking. The interaction between the quality of the parent–child relationship
and the segments was only significant for binge drinking.
Conclusions The quality of the parent–child relationship seemed to be most
strongly associated with life-time alcohol use, suggesting that parents appear to
play the most important role in the prevention of alcohol use. Moreover, the
results showed segment-specific associations between the quality of the parent–
child relationship and binge drinking, indicating that the role of parents in heavy
drinking is different for the various segments.

Associations: quality of parent-child relationship and adolescent alcohol use

Background
There is ample evidence that parents and the quality of the parent–child
relationship have an influence on the alcohol use of adolescents. Important
factors in this are parental monitoring, communication, parenting behaviours,
attitudes and family functioning [1-7]. Positive family dynamics, parental
monitoring [8], family bonding [9] and alcohol-specific rules [10-12] serve as
protective factors for adolescent alcohol use. A tolerant attitude of parents
manifested in e.g. permitting or accepting the alcohol use of their children is
associated with frequent alcohol use [13-16], whereas parental disapproval is
associated with less alcohol use [17]. Consistent with social control theory [18],
a warm and supporting relationship between the parent and child as manifested
in e.g. emotional affection, praise and encouragement, is related to less alcohol
use [19].
Given the significant role that parents and families play in adolescents’ alcohol
use, they are an important target for prevention and intervention. Although
reviews of family interventions have suggested consistent effects on the delay of
alcohol initiation and the frequency of drinking alcohol, the effects were rather
small [20-22]. Moreover, a recent review of longitudinal studies demonstrated
only weak evidence for an effect of the parent–child relationship on adolescent
alcohol use [23].
One reason for these small effects may be because these interventions targeted
adolescents as a homogeneous group in a one-size-fits-all approach, rather than
as a heterogeneous group consisting of different subgroups. Possibly, the impact
of the parent–child relationship on alcohol use may be stronger for one subgroup
compared to another, resulting in an overall small effect. Market research has
revealed that in order to meet the needs of the target group, it is important to
tailor and fine-tune messages to its different segments [24,25]. In an earlier
study with a different dataset, we examined whether it was possible to segment
adolescents according to their values and attitudes towards alcohol. Using latent
class analysis, five different segments in a group of 12 to 18-year-old
adolescents were distinguished based on five attitude factors (aversion to
intoxication, alcohol as norm, need for approval, hedonistic associations, lack of
interest in alcohol) [26]. The five segments were designated as: ‘ordinaries’,
‘high spirits’, ‘consciously sobers’, ‘ordinary sobers’ and ‘socials’. The ‘ordinaries’
think alcohol is the norm and they have hedonistic associations with alcohol. The
‘high spirits’ are interested in alcohol, have strong hedonistic associations with
alcohol, and have no aversion to intoxication. The ‘consciously sobers’ do not
have hedonistic associations with alcohol, are not interested in alcohol and have
an aversion to intoxication. ‘Ordinary sobers’ think alcohol is the norm, have
hedonistic associations with alcohol, but have an aversion to intoxication and are
not interested in alcohol. And finally, the ‘socials’ are interested in alcohol, but
they do not think alcohol is the norm, and they have an aversion to intoxication.
These five segments also differed in their drinking behaviour independently of
socio-demographic variables, with the ‘high spirits’ drinking the most and the
‘consciously sobers’ and ‘ordinary sobers’ the least.
Some studies have revealed that there are gender-specific associations between
the parent-adolescent relationship and alcohol use [27,28]. For example, family
conflict was found to be associated with girls’ drinking behaviour but not with
boys’ drinking behaviour [27]. However, until now alcohol attitude-based
segment-specific associations have never been studied. Therefore, in this study
we aim to investigate whether the quality of the parent–child relationship and
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the attitude (s) of parents regarding the drinking behaviour of their children are
different for the five segments. Moreover, we will study whether the association
between the quality of the parent–child relationship and alcohol use is different
for the distinguished segments.
Method
Sampling procedure
This study used data from a survey (the Brabant Youth Health Monitor) held
among adolescents aged 12 to 18, collected by three Regional Public Health
Services in the Netherlands. A random sample of 59,073 young people aged 12
to 18 was drawn from the Municipal Population Register (MPR) of the 67
municipalities in the province of North-Brabant. The MPR contains the personal
data of each member of the Dutch population. From each municipality,
depending on its population, at least 550 adolescents were invited to fill out a
questionnaire. Parents received a postal invitation with the request to allow their
son/daughter to complete the enclosed questionnaire, either on paper or
through internet with a personal password. To increase the response rate, two
reminders were sent to non-respondents, respectively two and four weeks after
the letter of invitation. As an incentive, one in ten young people who completed
the online questionnaire received a € 10 cinema voucher.
Respondents were assigned into one of the five segments by means of a 28-item
questionnaire on alcohol and approval from others, developed in an earlier study
[26]. As these 28 questions were only included in the online version, only the
results of the online questionnaire were used.
The survey was approved by the board of directors of the Regional Health
Services, and exempted from ethical approval. According to the Dutch Medical
Research Involving Human Subjects Act (WMO), these surveys were exempted
from ethical approval because they did not subject people to (invasive or
bothersome) procedures or required them to follow rules of behaviour.
Measures
The Brabant Youth Health Monitor was composed using questions from the
Dutch local and national youth health monitor [29]. This monitor contains
standard questions, which makes it possible to compare results over time and
with other regions. Alcohol use was measured with three questions: 1) How
often have you drunk alcohol? (life-time alcohol use, 1 = ‘never’ to 13 = ‘20
times or more’); 2) How often did you drink alcohol in the last four weeks?
(recent alcohol use, 1 = ‘never’ to 13 = ‘20 times or more’) and 3) How often
did you drink five or more glasses of alcohol at a single occasion in the last 4
weeks? (binge drinking, 1 = ‘never’ to 7 = ‘9 times or more’). Since the scores
were not measured on a real continuous scale and the distribution was highly
skewed, the scores were dichotomised. Only for the drinking adolescents, the
attitude of parents regarding the alcohol use of their children was measured with
the question How do your parents feel about your alcohol use?( ‘accept’, ‘think I
need to drink less’, ‘discourage’, ‘forbid’, ‘don’t know I use alcohol’, ‘don’t say
anything about it’).
The dimension ‘parents’ of the “KIDSCREEN” [30] was part of the Brabant Youth
Health Monitor and assesses the quality of the relationship with parents. The
KIDSCREEN is a generic questionnaire designed to measure health-related
quality of life in children and adolescents aged 8 to 18. The KIDSCREEN was
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developed in 13 different European countries and tested on a large
representative sample of children and adolescents [30]. The version for
adolescents (12 to 18-year-olds) was used.
Psychometric properties such as validity and reliability of the KIDSCREEN
questionnaire have been assessed in several studies [31,32] and its crosscultural comparability and psychometric properties have been found satisfactory.
The dimension ‘parents’ consists of six 5-point Likert-type items on a recall
period of one week. The scores of these six items were summed to one score
with a minimum of 6 and a maximum of 30. The higher the score the better the
quality of the parent–child relationship.
As said, respondents were assigned to one of the five segments using a 28-item
questionnaire on alcohol and approval from others, developed in the segmenting
study [26]. Examples of items are: ‘I would be embarrassed if one of my friends
got drunk’, ‘I can imagine that you don’t want to be seen with a soft drink when
everyone else is drinking alcohol’, ‘Alcohol makes me think of pleasure and fun’
and ‘Alcohol makes me think: Not for me’.
Analyses
For this large-scale youth health survey, no simple sampling frame exists (i.e., a
single list from which sample members are chosen) for our target population.
The population in the province of North-Brabant was divided into groups (i.e.
municipalities), and in each municipality a pre-determined number of individuals
was sampled. This means that a stratified design was used. In order to adjust
for this stratification Complex Samples was used [33]. Complex Samples
provides specialised statistics to help correctly compute statistics and their
standard errors when working with complex sample designs. Anova analysis was
used to investigate whether the quality of the parent–child relationship differed
between the segments. Chi-square analysis was used to investigate the
differences between the segments in parents’ attitude.
To examine whether the association between the quality of the parent–child
relationship and alcohol use (life-time alcohol use, recent alcohol use and binge
drinking) differs for the five segments, multiple logistic regression analyses with
an interaction effect between the quality of the parent–child relationship and the
segment variable were used.
Results
A total of 28,194 (response rate 48%) 12 to 18-year-olds completed the
questionnaire, 56% (n = 15,713) on paper and 44% (n = 12,481) online. For
the purpose of this article, only the data of the respondents who filled out the
online questionnaire were used. Of these 12,481 respondents, 12,375 completed
the 28 items which we needed to assign the adolescents to one of the five
segments. For the characteristics of these adolescents see Table 1. There were
no statistically significant differences between the adolescents who completed
the questionnaire on paper and those who completed the online questionnaire
for age, recent alcohol use, and binge drinking. There were, however,
differences for sex, ethnic background and ever drunk alcohol. Girls (45%
versus 42% for boys), native Dutch (45% versus 39% for immigrants) and
respondents who had never drunk alcohol (45% versus 42%) were more likely
to fill out the questionnaire online.
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Table 1 Characteristics of the respondents (N = 12,375)
Sex

50.5% female

Age

14 years; 11 months

Ethnicity
Native

86.9%

Western ethnic minority

5.1%

Non-Western ethnic minority

8.0%

Recent alcohol consumption

42.3%

Binge drinking

29.3%

Segments
Ordinaries

43.0%

High Spirits

20.6%

Consciously Sobers

22.0%

Ordinary Sobers

6.6%

Socials

7.8%

Quality relationship with parents

26.35 (95% CI: 26.25-26.44)

Attitude parents (N =5822)
Parents accept the alcohol use

58.1%

Parents think their child need to drink less

6.0%

Parents discourage the alcohol use

16.0%

Parents forbid the alcohol use

2.9%

Parents don’t know their child uses alcohol

5.7%

Parents don’t say anything about the alcohol use 11.3%

Associations: quality of parent-child relationship and adolescent alcohol use

Quality of the parent–child relationship and attitude of the parents
Significant differences between the segments were found for both quality of
parent-adolescent relationship (F = 66.54 (4) p ≤ .01) and parents’ attitude (Χ 2
= 365.7 (20) p ≤ .01). Table 2 shows that, compared to the ‘ordinaries’ and
‘high spirits’, the ‘consciously sobers’, ‘ordinary sobers’ and ‘socials’ reported a
qualitatively better relationship with their parents.
The information on parents’ attitude towards the drinking behaviour of their
children obviously applies only to the respondents who drink alcohol (N =
5,822). Parents of ‘high spirits’ and ‘socials’ more often accept the drinking
behaviour of their children than parents of ‘ordinaries’ and ‘consciously sobers’.
Moreover, parents of ‘high spirits’ think more often that their children need to
drink less alcohol than parents of the other segments. Finally, parents of ‘high
spirits’ discourage alcohol drinking less often than parents of the other
segments, with the exception of parents of the ‘socials’.
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4%
20%
4%
8%
13%

Think the adolescent needs
to drink less

Discourage

Forbid

Don’t know

Don’t say anything about it



64%
10%
11%
2%
4%
9%

25

235

2

5

25

2

N = 2117

13

15

4

134

1345

13

16%

5%

2%

27%

0%

50%

N = 230

N = 2880
27.28

2

5

25

12

25

12

3. Consciously
Sobers

VWDWLVWLFDOO\VLJQLILFDQWGLIIHUHQWIURPRWKHUVHJPHQWVDWS

51%

Accept

12345

N = 2785

Attitude parents

345

N = 2298
25.63

345

N = 5360
25.86

Quality relationship with
parents

2. High Spirits

1. Ordinaries

17%

5%

7%

22%

1%

48%

N = 86

N = 826
27.42

4. Ordinary
Sobers

25

2

2

12

12%

1%

1%

14%

2%

70%

N = 604

N = 1011
27.41

5. Socials

123

14

3

12

13

12

11%

6%

3%

16%

6%

58%

N = 5822

N = 12375
26.35

Total

Table 2 Comparison of the parent-adolescent relationship and parents’ attitude regarding alcohol use between
the five segments
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Alcohol use
For both life-time alcohol use, recent alcohol use and binge drinking we ran two
models: the first with socio-demographic variables (age, sex, ethnicity), the
quality of the parent–child relationship and the segment variable; the second
one with the addition of the interaction between the quality of the parent–child
relationship and the segment variable. The first model demonstrated that both
the quality of the parent–child relationship and the segmentation variable were
significantly associated with life-time alcohol use, recent alcohol use and binge
drinking independently of socio-demographic variables. The results indicate that
the higher the quality of the relationship, the less adolescents had ever drunk
alcohol in their lives, the less they had recently drunk alcohol, and the less they
had drunk five or more glasses of alcohol at a single occasion in the last 4 weeks
The second model (see Table 3) showed similar results with only a significant
interaction effect for binge drinking. ‘Ordinary sobers’ and ‘ordinaries’ with a
better perceived parent-adolescent relationship reported less binge drinking. For
the other segments the association between the parent-adolescent relationship
and binge drinking was not statistically significant. The Nagelkerke’s R2 gives an
approximation of the level of explained variance.
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0.21**
(0.15-0.30)

0.14**
(0.10-0.20)

(0.35-0.78)

(0.46-1.11)

Non-Western ethnic minority

0.52**

0.73

Western ethnic minority

Ref

40.26**

Ref

55.78**

Native

Wald F

(1.11-1.53)

(1.25-1.73)

Ehtnicity

1.30**

1.48**

Girls

Ref

10.47**

(2.66-3.00)

(2.97-3.33)
22.09**

2.83**

3.14**

Ref

Wald F

Sex

1091.60**

1510.67**

Boys

Wald F

Age

(0.25-0.49)

0.35**

(0.48-0.97)

0.68**

Ref

19.02**

(0.71-0.97)

0.83*

Ref

5.82*

(2.15-2.38)

2.26**

1034.00**

Life-time alcohol use Recent alcohol use Binge drinking

Table 3 Association (Odds Ratio with 95% CI) of quality of parent–child relationship and segmentation variable
with life-time alcohol use, recent alcohol use and binge drinking, adjusted for socio-demographic
characteristics
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Socials

Ordinary sobers

0.96
(0.72-1.28)

(0.77-1.30)

(0.10-0.22)

(0.09-0.18)
1.00

0.15**

(0.03-0.06)

(0.04-0.07)
0.13**

0.04**

0.05**

(4.21-6.72)

(5.07-8.29)

Consciously sobers

5.32**

6.49**

High Spirits

Ref

0.99

(0.89-1.10)

(0.91-1.05)
3.94**

0.99

0.98

Ref

Wald F

Segment

8.25**

21.46**

Ordinaries

Wald F

Quality relationship with parents

(0.56-0.95)

0.73*

(0.04-0.15)

0.08**

(0.02-0.06)

0.03**

(3.93-5.61)

4.69**

Ref

2.47*

(0.90-1.06)

0.97

13.69**

Life-time alcohol use Recent alcohol use Binge drinking
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S

S

Nagelkerke R2

Socials

Ordinary sobers

Consciously sobers

High Spirits

Ordinaries

Interaction between quality of parent–child
relationship and segment

Wald F

.71

(0.89-1.10)

(0.92-1.05)
.75

0.99

(0.81-0.95)

(0.83-0.97)
1.00

0.88**

(0.82-1.06)

(0.84-1.03)
0.90**

0.93

(0.95-1.03)

(0.87-0.98)
0.93

0.99

(0.92-0.97)

(0.88-0.93)
0.93*

0.95*

1.90

0.91**

1.19

.61

(0.90-1.06)

0.97

(0.70-0.89)

0.79**

(0.84-1.08)

0.83

(0.94-1.02)

0.98

(0.94-0.99)

0.96*

2.86*

Life-time alcohol use Recent alcohol use Binge drinking
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Discussion
There were striking differences between the five segments in the quality of the
parent–child relationship and parents’ attitude towards the alcohol use of their
children. The ‘consciously sobers’, ‘ordinary sobers’ and ‘socials’ reported a
better relationship with their parents than the ‘ordinaries’ and ‘high spirits’.
Although the quality of the parent–child relationship for the ‘ordinaries’ and ‘high
spirits’ was very similar, there were salient differences between the parents of
the two segments. The parents of the ‘ordinaries’ accept the drinking behaviour
of their children less often and discourage and forbid it more often than the
parents of the ‘high spirits’ do. The attitude of the parents of the ‘consciously
sobers’ appears very similar to that of the parents of the ‘ordinaries’. Since strict
rules about alcohol seem to prevent adolescents from starting to drink early and
progressively more [34-36], the ‘high spirits’ appear to be at the highest risk
and the ‘ordinary sobers’ at the lowest risk of heavy drinking.
Our results confirm the social control theory [18], which hypothesizes that the
parent–child relationship is associated with adolescent alcohol use or abuse. In
our study we found that adolescents who describe the relationship with their
parents as more negative reported both more life-time alcohol use, more recent
alcohol use and more frequent binge drinking than adolescents who perceived
the relationship with their parents as more positive. These associations were
statistically significant, independent of socio-demographic characteristics, i.e.
sex, age, and ethnicity, and the alcohol segment to which an adolescent
belongs.
The relationship with parents seems to be related more strongly to life-time
alcohol use than to recent alcohol use and binge drinking, indicating that parents
may play an important role in alcohol prevention. The assumption that parents
can delay the initiation of adolescent alcohol use is in line with reviews of
longitudinal studies [19,20,23].
Moreover, we also found significant segment-specific associations between the
quality of the parent–child relationship and alcohol use. This means that the role
of the quality of the parent–child relationship in adolescent alcohol use seems to
differ for the distinguished segments. Significant associations were found
between the quality of the parent–child relationship and life-time alcohol use for
the ‘ordinaries’, ‘high spirits’ and ‘ordinary sobers’. For recent alcohol use and
binge drinking, these associations were found only for the ‘ordinaries’ and the
‘ordinary sobers’. The interaction effect between the segmentation and relation
variable was statistically significant only for binge drinking, indicating that
especially for heavy drinking the role of parents differs across the various
segments.
Although this was obviously not an intervention study, we can formulate some
starting points for interventions meant to prevent or reduce children’s alcohol
use.
Since parents of the different segments apply different rules for alcohol use, we
may conclude that parental rules towards adolescent alcohol use should be part
of an intervention. However, although setting alcohol-specific rules has shown to
be effective in restraining alcohol use by adolescents (e.g. [10]), restrictive rules
seem to be most effective when combined with high quality and frequent
communication about alcohol [37]. This seems to indicate that, for instance,
teaching parents of ‘high spirits’ to say no to their child using alcohol is not
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enough if this restrictive rule is not combined with a high quality of the parent–
child relationship. Especially for the ‘ordinaries’ and the ‘ordinary sobers’,
parents seem to play an important role, in particular in relation to binge
drinking. Since this was, to our knowledge, the first study in which segmentspecific associations were studied, more research is required to test for the
robustness of this association. Moreover, although there is evidence that
parenting has an influence on alcohol initiation and on changes in alcohol use
[3,19,23], the role of the parent–child relationship in this is not clear. Further
research is definitely needed to unravel the influence of the parent–child
relationship on the initiation into and further course of alcohol use.
Given the strength of the association between the segmentation variable and
alcohol use, it is clearly important to also involve adolescents themselves in
interventions. This is backed up by findings from a cluster randomised controlled
trial comparing the effects of a parent intervention, an adolescent intervention
and a combined intervention [38]. Only the combined intervention showed a
significant effect on the reduction of weekly and heavy weekly drinking.
In spite of the interesting results, there are some limitations concerning the
current study. Firstly, since we could only use the findings of the adolescents
who completed the online questionnaire, the studied group is possibly not
representative of 12 to 18-year-olds. Secondly, it is important to realise that the
quality of the parent–child relationship was only described from the perspective
of the adolescent. It is not inconceivable that parents would describe their
relationship very differently. However, perceived parenting styles have
demonstrated to be related to adolescents’ problem behaviour even after
adjustment for sex and family risk to externalising behaviour [39]. Besides,
perceived parenting styles were associated with parent as well as teacher-rated
problems, confirming that the perception of the adolescents is an important
variable. Thirdly, since attitudes seemed to be associated more strongly with
alcohol use than the quality of the parent–child relationship [40], it would have
been interesting to compare the significance of both aspects. Unfortunately, in
our study only adolescents who had recently drunk alcohol completed the
question about perceived parental attitudes. In future studies also non-drinking
adolescents should be questioned about parental attitudes. Fourthly, the
segments are based on a not-yet validated questionnaire. Although the
segments were recognised by experts [26] and recent studies seem to
demonstrate the usefulness of these different subgroups [41,42], more research
is required to validate the questionnaire. Finally, regarding the cross-sectional
character of this study, we cannot rule out the possibility that how adolescents
perceive and value alcohol is influenced by their actual alcohol use instead of the
other way around. Longitudinal studies are recommended to explore the
causality of and the mechanisms explaining the association between alcoholattitude segments, the parent–child relationship and alcohol use.
Conclusions
The quality of the parent–child relationship seemed to be most strongly
associated with life-time alcohol use, suggesting that parents appear to play the
most important role in the prevention of alcohol use. Moreover, the segmentspecific associations between the quality of the parent–child relationship and
binge drinking, indicate that the role of parents in heavy drinking is different for
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the various segments. However, further research is necessary to confirm these
results.
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Abstract
Background An earlier study using social marketing and audience segmentation
distinguished five segments of Dutch adolescents aged 12—18 years based on
their attitudes towards alcohol. The present, qualitative study focuses on two of
these five segments (‘ordinaries’ and ‘ordinary sobers’) and explores the
attitudes of these two segments towards alcohol, and the role of parents and
peers in their alcohol use in more detail.
Methods This qualitative study was conducted in the province of North-Brabant,
the Netherlands. With a 28-item questionnaire, segments of adolescents were
identified. From the ordinaries and ordinary sobers who were willing to
participate in a focus group, 55 adolescents (30 ordinaries and 25 ordinary
sobers) were selected and invited to participate. Finally, six focus groups were
conducted with 12—17 year olds, i.e., three interviews with 17 ordinaries and
three interviews with 20 ordinary sobers at three different high schools.
Results The ordinaries thought that drinking alcohol was fun and relaxing.
Curiosity was an important factor in starting to drink alcohol. Peer pressure
played a role, e.g., it was difficult not to drink when peers were drinking. Most
parents advised their child to drink a small amount only. The attitude of ordinary
sobers towards alcohol was that drinking alcohol was stupid; moreover, they did
not feel the need to drink. Most parents set strict rules and prohibited the use of
alcohol before the age of 16.
Conclusions Qualitative insight into the attitudes towards alcohol and the role
played by parents and peers, revealed differences between ordinaries and
ordinary sobers. Based on these differences and on health education theories,
starting points for the development of interventions, for both parents and
adolescents, are formulated. Important starting points for interventions
targeting ordinaries are reducing perceived peer pressure and learning to make
one’s own choices. For the ordinary sobers, an important starting point includes
enabling them to express to others that they do not feel the need to drink
alcohol. Starting points for parents include setting strict rules, restricting alcohol
availability at home and monitoring their child’s alcohol use.

A qualitative exploration of attitudes towards alcohol

Background
Alcohol use among European adolescents is widespread. In 2009—2010, 4%
percent of 11 year old European adolescents and 8% of 13 year olds drank at
least once a week [1]. Of the students aged 15—16 years, 87% have consumed
alcohol and 57% drank alcohol in the last month. One fifth of all 15 year olds
drank at least once a week, with over one-third (39%) of all 15—16 year olds
drinking five or more drinks on one occasion (binge drinking) in the past 30 days
[1, 2].
There is much evidence that adolescent drinking behaviour is influenced by their
parents [3]. For example, parental disapproval to the drunkenness of their child
can decrease adolescents’ alcohol use [4]. On the other hand, mild parental
attitudes towards adolescent drinking have been shown to result in more
excessive drinking in adolescents [5]. Parents have an active role in monitoring
the use of alcohol of their child [6-9], in reducing the availability of alcohol at
home [7, 10], and in prohibiting their child to drink alcohol [9-12]. A more
stringent parental approach is likely to reduce adolescent drinking, whereas a
more tolerant approach increases adolescent drinking [6, 10].
Adolescents’ drinking behaviour is strongly influenced by peers [3]. On one
hand, the use of alcohol by peers [4, 12, 13] and getting respect from peers
when drinking [4] contributes to adolescent alcohol use. On the other hand,
greater peer disapproval of heavy drinking results in less alcohol use and less
heavy episodic drinking among adolescents [6]. Moreover, adolescents have an
ambivalent view on drinking peers, i.e., they see drinking peers as relatively well
adjusted but also as rebellious [14].
Due to the widespread use of alcohol by adolescents, and because of the
influence of parents and peers on adolescent alcohol drinking, it is important to
identify strategies which effectively target these groups to reduce alcohol-related
harm to adolescents. However, until now, there has not been much evidence
that alcohol education is effective in the long term [15]. A possible explanation
is that adolescents are targeted as a homogeneous group in a one-size-fits-all
approach in alcohol education. Therefore, we are ultimately interested in
developing social marketing based interventions targeting adolescent drinking,
because an important principle of social marketing is audience segmentation.
This involves dividing a population into smaller and more homogeneous
segments [16] based on socio-demographic data or on attitudes and behaviour
[16-18]. Applying segmentation based on attitudes/behaviour enables a health
educator to tailor a health education intervention to the attitudes and behaviour
of a specific segment. Such a tailored health education intervention would be
more appealing for this specific segment than applying a one-size-fits-all
intervention [16-18]. Moreover, a specific segment would show more similarities
with respect to how they might react to such tailored education efforts than the
total population [18, 19].
To be able to develop tailored social marketing alcohol interventions for
adolescents,
adolescents
need
to
be
segmented
based
on their
attitudes/behaviour towards alcohol. Therefore, in an earlier study, after
applying audience segmentation on alcohol attitudes of Dutch adolescents aged
12—18 years, we distinguished five segments: ordinaries (42%), high spirits
(22%), consciously sobers (17%), ordinary sobers (11%), and socials (8%).
Each segment had its own specific set of attitudes towards alcohol, based on five
differentiating attitude factors: ‘aversion to intoxication’, ‘alcohol is the norm’,
‘need for approval’, ‘hedonistic associations with alcohol’, and ‘lack of interest in
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alcohol’ [20]. The ordinaries think alcohol is the norm, have hedonistic
associations with alcohol, and have no aversion to intoxication. The high spirits
are interested in alcohol, have strong hedonistic associations with alcohol, and
have no aversion to intoxication. The consciously sobers do not have hedonistic
associations with alcohol, are not interested in alcohol, and have an aversion to
intoxication. Ordinary sobers think alcohol is the norm, have hedonistic
associations with alcohol, but have an aversion to intoxication and are not
interested in alcohol. Finally, the socials have a strong need for approval, do not
think alcohol is the norm, are interested in alcohol, but have an aversion to
intoxication [20].
With this insight, during an expert meeting with public health professionals, a
well-considered choice was made to develop tailored alcohol prevention
interventions for two of the five segments. This choice was based on theoretical
and practical health gains. First, the ordinaries were chosen as they were the
largest segment (42%) and most of them already drank alcohol; they were
considered to be receptive to (tailored) interventions because they are more
likely to be in control of their drinking. Second, the ordinary sobers were chosen
as most of them do not (yet) drink alcohol. However, because they think alcohol
is ‘normal’ and have hedonistic associations with alcohol, they are at risk of
starting drinking while growing older. Therefore, the ordinary sobers were
chosen with the aim to encourage continuation of their healthy non-drinking
behaviour and delay the initiation of regular drinking. Because the high spirits
are a high risk group that like to drink alcohol and do not set limits on the
amount of alcohol consumed, it could be expected that they were also chosen
for intervention development as well. However, since the high spirits were
considered not to be a target group aimed at preventing to start drinking but
rather a target group for treatment they were not chosen.
We already had insight into the attitudes of the ordinaries and ordinary sobers
based on the quantitative audience segmentation study [20]. However, to
develop tailored interventions for these two segments, in-depth insight into their
alcohol attitudes and drinking behaviour, as well as the influence of parents and
peers on their drinking behaviour, was needed. Alcohol attitudes and drinking
behaviour may vary for different groups of adolescents; because these
differences may not be revealed with quantitative data alone, qualitative data
are required [21].
Therefore, for the ordinaries and ordinary sobers, the present study explores indepth: 1) their attitudes towards alcohol, 2) their use of alcohol, 3) the role of
their parents, and 4) the role of peers on their use of alcohol. The added value
of the present study consists of two elements. First, the present study explored
these attitudes in-depth (qualitatively) for the ordinaries and ordinary sobers.
Second, the study also explored the role of parents and peers, which was not
studied in the quantitative audience segmentation study. Both are expected to
reveal new and important information for intervention development.
Methods
For this qualitative study, focus groups were held among students of three
Dutch high schools. This study is in compliance with the Helsinki Declaration.
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Selection of participants
Participants (12—17 years) were selected from three high schools in the working
area of the Regional Public Health Service ‘Hart voor Brabant’. In this working
area, all 51 high schools received an email with a brief introduction to the study
and an invitation to participate. Two schools were immediately interested and
another school became interested after additional details about the study and
amount of time involved were provided. Of these three schools, the first is a
high school offering pre-university education (students’ age 12—18 years), the
second offers lower and higher general secondary education (students’ age 12—
17 years), and the third offers lower general secondary education (students’ age
12—16 years).
For this study, ordinaries and ordinary sobers were required to participate in the
focus groups. Therefore, the questionnaire of the audience segmentation study
(consisting of 28 questions, based on the five attitude factors described earlier),
with which adolescents’ segment can be determined, was used to divide
adolescents into one of the five segments described above [20]. The 28
questions needed to determine students’ segment are included in Appendix 1.
First, students filled in socio-demographic data (name, address, educational
level, gender, and age). This information was only used by the researchers to
select participants for the focus groups based on these variables and to send an
invitation-letter for the focus groups to their home address. Second, students
completed the 28 questions needed to determine their segment. Last, students
answered a question about whether they were willing to participate in a focus
group. Students filled in this questionnaire online, in class, independently from
each other. Completion of this questionnaire took approximately 25 minutes.
Students of 16 classes of the first school, 11 classes of the second and 13
classes of the third school completed this questionnaire. In total, 871 students
completed the questionnaire. Using SPSS, all ordinaries (n=414) and ordinary
sobers (n=58) were identified. Then, per school, we identified all those who also
wanted to participate in a focus group, resulting in 188 ordinaries and 28
ordinary sobers. Of these ordinaries and ordinary sobers, a selection per school
was made by the researchers to achieve an adequate representation of age and
gender. We aimed to invite 10 adolescents per focus group, in order to be able
to conduct the focus groups with a minimum of five adolescents (with some
drop-outs per focus group in mind). For the ordinary sobers, this was impossible
because we only found 28 ordinary sobers that were willing to participate in a
focus group: 13 at the first school, six at the second school, and nine at the
third school. Subsequently, 30 selected ordinaries and 25 ordinary sobers were
invited to participate in the focus groups.
Parents of invited ordinaries/ordinary sobers received a postal letter explaining
the study and informing them of the selection of their son/daughter for
participation. If parents did not agree they could mail/telephone to cancel the
participation of their son/daughter. Invited ordinaries and ordinary sobers also
received a postal letter with information about the date, time and location of the
focus groups, and a short introduction about the focus group. They also received
an email reminder two days before the focus group.
Focus group participants received a €10 cinema voucher for their participation.
Focus groups
Six focus groups were conducted in February and March 2012, one focus group
with ordinaries and one with ordinary sobers per school. Each focus group
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consisted of five to eight participants. A moderator and an assistant moderator
(one researcher (the first author) and one assistant researcher) conducted the
focus groups following a semi-structured interview guideline. The focus group
explored attitudes towards alcohol, use of alcohol, the role of parents and peers
on alcohol use, advised norms of alcohol use for adolescents (no alcohol
consumption until reaching the minimum legal drinking age; after reaching the
minimum legal drinking age, advised norms (for Dutch adolescents) are 1 glass
per occasion for girls and 2 glasses per occasion for boys), activities in spare
time, and alcohol prevention interventions. The focus groups lasted 70—90 min
and took place at school, during school time.
Results of the first three topics (attitudes towards and use of alcohol of the
ordinaries and ordinary sobers, and parental and peer influence on alcohol use
of ordinaries and ordinary sobers) are presented in this manuscript. Results of
the other topics are used for the development of the interventions.
Analysis
All focus groups were audiotaped and transcribed verbatim. Analysis was done in
three phases after completion of the six focus groups. All authors contributed to
the analysis. First, two focus groups (one with ordinaries, one with ordinary
sobers) were coded in an open way by three researchers independently from
each other. In regular discussions, consensus was reached about the codes,
which emerged from descriptive to analytical codes, resulting in a code list. In
addition, it was discussed whether a certain quotation would be given the same
code. Second, two researchers, independently from each other, coded two focus
groups (one with ordinaries, one with ordinary sobers) with the code list
developed in the first phase. In regular discussions, the code list was
strengthened and finalised. Third, one researcher coded the last two focus
groups using this final code list. The focus group coding was done manually,
using Atlas Ti 7.
For this study, five Atlas Ti-families (categories of several codes) were created
(see Table 1) and analysed.
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Table 1 Overview of analysed Atlas Ti family names and codes (with
operationalisation) belonging to these family names
Atlas Ti family
names
Alcohol use of
adolescent himself

Attitude of
adolescent himself
Self-efficacy

Role of parents

Role of peers

Codes (with operationalisation) belonging to family name
- Quantity: the amount of glasses per occasion
- Do not drink: adolescent does not drink alcohol at all
- Only taste: adolescent ever tasted a slug/glass of
alcohol
- (More) regular: adolescent drinks alcohol on a (more)
regular basis
- Occasionally: adolescent drinks alcohol at special
occasions, like birthday party, carnival, New Year.
- Start of drinking: age at which adolescent started to
drink alcohol
- Attitude of adolescent himself: attitude of adolescent
towards (drinking) alcohol
- Self-efficacy: capability of adolescent of saying no to
alcohol
- Drawing limits/keeping control: drinking water/soft
drink when adolescent starts to feel tipsy while drinking
alcohol
- Surroundings: influence of peers, brothers/sisters and
others in the surroundings of adolescent
- Tenability: adolescent is capable to say no to alcohol
and to make his own choice
- Communication
with
parents
about
alcohol:
conversation between parents and adolescents about
(the use of) alcohol
- Negative attitude of parents towards alcohol: parents
express a negative attitude towards alcohol
- Neutral attitude of parents towards alcohol: parents
express a neutral attitude towards alcohol
- Positive attitude of parents towards alcohol: parents
express a positive attitude towards alcohol
- Familiarity of parents with use of alcohol of child:
parents know that their child drinks alcohol
- Relationship with parents: parent-child relationship
- Role modelling of parents: alcohol drinking behaviour of
parents and role modelling of parents about alcohol
- Experience of alcohol use by peers: experiences of
alcohol use of peers of adolescent
- Use of alcohol by peers: peers of adolescent drink
alcohol
- Communication with peers about alcohol: conversation
between adolescent and peers about (the use of)
alcohol
- Attitude of peers towards alcohol: attitude of peers of
adolescent towards alcohol
- Social influence of peers: the way the adolescent is
influenced by the attitude towards or use of alcohol of
peers
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In the Results section, quotations are used for illustrative purposes. Each focus
group (and related quotations) is identified by a unique focus group code. Codes
are constructed using the letter(s) of the segment (‘O’ for ordinaries and ‘OS’ for
ordinary sobers) and date of the focus group (d(d)-m-yy), e.g., O1312 indicates
focus group with ordinaries on March 1, 2012 and OS15312 indicates focus
group with ordinary sobers on March 15, 2012. Quotations in square brackets
below indicate spoken text of the moderator.
Results
Of the 55 selected adolescents aged 12—17 years, 37 (response rate 67%)
participated in the focus groups: 17 (out of 30 invited) ordinaries and 20 (out of
25 invited) ordinary sobers. A description of age, gender and educational level of
focus group participants is added in Table 2. Beforehand, parents of two
adolescents and four adolescents themselves withdrew from participation. On
the day of the focus group 12 participants (nine ordinaries, three ordinary
sobers) failed to attend, without notification of cancelation.
Table 2 Socio-demographic description of focus group participants
Ordinaries (n=17)

Ordinary sobers (n=20)

Mean age

14,3 years

13,7 years

Number of boys

n=8 (47%)

n=4 (20%)

n=6 (35%)

n=8 (40%)

n=6 (35%)

n=5 (25%)

n=5 (29%)

n=7 (35%)

Educational level:
High school
offering preuniversity
education:
Lower and higher
general secondary
education:
Lower general
secondary
education:

To interpret the results of the focus groups in relation to the drinking age of the
adolescents, it should be noted that, at the time of the study, the legal age to
purchase alcohol in the Netherlands was 16 years for soft alcoholic drinks
(≤15% alcohol) and 18 years for strong alcoholic drinks (≥ 15% alcohol).
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Attitudes towards alcohol
Ordinaries liked drinking alcohol and associated it with fun and togetherness.
They liked to get tipsy, but not drunk. Ordinaries were curious about alcohol and
this often led them to drink, despite their parents’ warnings not to drink alcohol
before the age of 16 years.
My parents always warned me not to drink before the age of 16 because
alcohol is bad for you, but I was very curious about it … just that
curiosity, that rules (O28212).
I don’t want to get drunk - and when I start to feel tipsy I stop drinking
alcohol and start drinking a soda or water, or something (O29212).
Ordinary sobers had a reserved attitude towards alcohol for this moment:
drinking alcohol is stupid, it can ruin your life, and drinking too much can make
you do things you will regret later on. Moreover, they did not like the taste of
alcohol. Some ordinary sobers had a more positive attitude for the future (when
reaching the minimal legal drinking age): they imagined drinking alcohol as
being pleasant and that it would be nice to reach the age at which you can
legally buy alcohol.
My brothers always tell stories about people who do stupid things that
they’ll regret. You also hear stories - and also, if you drink a lot of
alcohol or drink yourself into a coma - you get talked about and you
don’t want that … (OS15312).
My grandfather always likes to drink a glass of alcohol while I drink a
glass of iced tea, which I think has a better taste - and is also better
(for my health). (OS15312).
Use of alcohol
Most of the ordinaries drank alcohol and, in their opinion, they did not drink
much. For them, ‘not much’ was two—eight glasses on one occasion. Being tipsy
was their limit, then they switched from alcohol to water/soft drink. Ordinaries
drank their first glass of alcohol when aged 14—15 years.
I don’t drink a little - but also, not a lot. When I go out, four glasses of
beer – maybe up to six. If we’re really having a good time, we also drink
shots - quite a lot (O28212).
I drink, I think, six to eight glasses of beer in one evening (O29212).
Most of the ordinary sobers did not drink alcohol and did not feel the need to
drink. Some had tasted alcohol at some time and some drank alcohol once in a
while. Ordinary sobers did not really like the taste of alcohol. The ordinary
sobers who drank, drank one—three glasses on one occasion.
Yes, I’m allowed to drink, - well, I don’t feel the need to drink alcohol
(OS15312).
Once, at New Year, my mother or my father gave me a glass of
champagne - but I really didn’t like the taste (OS15312).
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Role of parents
Most ordinaries reported that they did not talk with their parents about (the use
of) alcohol. Some ordinaries told their parents that they drank alcohol, whereas
some did not (always) tell their parents. According to the ordinaries, the
mothers of some ordinaries did not agree with the drinking of their child, while
the fathers seemed less concerned. If ordinaries and parents talked about
alcohol, the conversations were mainly about school performance, and the
amount of alcoholic drinks and the kind of alcoholic drinks (strong drinks/liquor).
Some ordinaries reported that their parents set rules, like forbidding their
son/daughter to drink alcohol before age 16 years. Some ordinaries reported
that their parents did not set rules; ordinaries reported that their parents only
advised them not to drink too much, or to only start drinking after reaching the
legal age of 16 years.
My mother actually doesn’t know and my father ... he used to drink,
himself. So, when I don’t drink too much, he doesn’t care (O1312).
No, most of the time, when I go to a party, they just say, yes, don’t
drink too much, and I stick to that, or … I know for myself.
[Yes, so she advises you, but you can decide for yourself?]
Yes (O1312).
My mother still thinks that I don’t drink a lot - when I’ve been out she
asked me how many drinks I had - and I told her two beers - or
something. She got into a panic, but, actually, I drank eight beers - or
something like that. But I don’t tell her because she’ll go out of her
mind, I think; it really bothers my mother. And yes, actually it’s weird,
because my brother went out every week when he was 16 and it didn’t
bother her at all. (O29212).
Ordinary sobers reported that they and their parents seldom talked about (the
use of) alcohol. First, ordinary sobers reported that drinking alcohol was not an
issue for them, and their parents knew this and trusted their children. Second,
ordinary sobers reported that most of their parents prohibited the use of alcohol
and, therefore, they were not allowed to drink until age 16. Ordinary sobers
respected these parental rules and, therefore, did not drink alcohol. However,
some ordinary sobers told that they were allowed to drink a small glass on
special occasions, e.g., carnival time, or a birthday at home.
It doesn’t cross my mind to start drinking alcohol - and my parents know
this, so they don’t start talking about alcohol. But … they just know
whatever I know, that I will never drink alcohol before the age of 16,
so … they don’t talk to me about alcohol (OS15312).
[Did you make agreements with your parents?]
No, they just know that I won’t drink alcohol.
[No? You also told us that they do not drink alcohol themselves]
No…at home, no alcohol is available.
[So, you did not make concrete agreements?]
No … yes - they think drinking alcohol is not wise, and neither do I
(OS22312).
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Role of peers
For the ordinaries, peer pressure played an important role. They considered it
difficult to say ‘no’ to alcohol when peers drank alcohol; with drinking peers,
ordinaries drank alcohol more often than with their non-drinking peers.
However, some ordinaries also indicated that, on occasion, they would drink a
soft drink while their peers drank alcohol. When peers drank soda, then
ordinaries also drank soda; they did not drink alcohol when being the only one.
Ordinaries stated that alcohol was not a necessary ingredient for having fun.
According to them, it should be emphasised that someone does not have to be
ashamed of drinking water or a soft drink.
The ordinaries saw their drinking peers as happy, more relaxed and noisier than
non-drinking peers. Moreover, it was stated that adolescents aged ≤16 years
(i.e., under the legal drinking age and not allowed to buy alcohol) asked
adolescents aged ≥16 years to buy alcohol for them, thereby by-passing the
rules. Generally, ordinaries did not talk about (drinking) alcohol.
I think a little,…when everybody is - I would not drink a lot but would
think, well, then I’ll also drink a glass of alcohol; it’s easier than when
they don’t drink.
[All right, so if everybody drinks a soft drink, it makes it easier for you to
drink a non-alcoholic drink. But when your peers are drinking, you would
be inclined to …]
Yes, I’d be inclined to drink alcohol (O1312).
[You say, when everybody is having a beer, it’s difficult for you to have a
cola…]
Yes, I stuck to a soft drink for a long time, in grade 8 (13—14 year olds)
everybody already drank a lot of alcohol. My friends as well … I can’t
remember my turning point, but suddenly I thought … one alcoholic
drink is okay (O29212).
Most of the ordinary sobers turned down an alcoholic drink when it was offered.
Friends respected their choice not to drink alcohol. However, one ordinary sober
reported she felt insecure when alcohol was offered which she did not want,
whereas she also felt happy because she managed to say ‘no’ to drinking this
alcohol. Two ordinary sobers accepted an offered alcoholic drink; for them it was
too difficult to say ‘no’. It frightened ordinary sobers when their friends under
the age of 16 drank alcohol, and they felt uncomfortable with drunken friends
whilst they were sober. According to the ordinary sobers, self-confidence was an
important factor for refusing alcohol when it was offered.
I generally feel uncomfortable when friends of mine, like at carnival
time, get offered an alcoholic drink … and yes, I was the only one that
turned it down. So, I felt insecure … but also happy that I turned it down
(OS15312).
Last school party, all of a sudden my friends were drinking alcohol … and
that shocked me (OS15312).
Yes and no: yes, one of my best friends - she drinks alcohol and that
makes me … join her - when I happen to be at her place (OS22312).
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Discussion
This study showed new insights into the differences in alcohol-attitudes and
alcohol drinking behaviour between the ordinaries and ordinary sobers.
Ordinaries had a positive attitude towards alcohol, associated it with fun and
started drinking because they were curious. Most of the ordinaries already drank
alcohol. Most ordinary sobers did not drink alcohol, did not like the taste of
alcohol, nor did they feel the need to drink. They had a reserved attitude
towards alcohol. Moreover, this study showed that parents played a different
role in alcohol education for these two segments. Although parents of some
ordinaries set rules about alcohol use, the majority only advised their
son/daughter not to drink too much or to start drinking only after reaching the
minimum legal drinking age. Ordinary sobers reported that their parents
generally set rules about not drinking alcohol until age 16, which were respected
by the ordinary sobers. Last, it was found in this study that peers also influenced
the attitudes and alcohol use of the ordinaries and ordinary sobers in a different
way. Ordinaries experienced peer pressure and were inclined to drink alcohol
when peers were drinking, whereas most ordinary sobers were able to resist an
offered alcoholic drink, a choice that was respected by peers.
For the ordinary sobers, there appeared to be a difference in their attitude
towards alcohol in the results found in this current qualitative study and in the
earlier quantitative audience segmentation study. In the focus groups, the
ordinary sobers expressed a reserved attitude towards alcohol and they were
not interested in alcohol. However, results from the earlier quantitative audience
segmentation study [20] showed that the ordinary sobers appeared to have a
positive attitude towards alcohol: thinking about alcohol made them think of the
having fun, of letting go, and of adulthood. A possible explanation for these
differences in attitudes is that the positive attitude found in the audience
segmentation study is a future-directed attitude, whereas the attitude explored
in the focus groups described the attitude of the ordinary sobers for this
moment, influenced by the strict rules of parents and the fact that ordinary
sobers are not allowed to drink alcohol before the age of 16. Because of this,
their attitude does not lead to intentions to drink and to actual alcohol drinking
behaviour.
Other qualitative studies have found alcohol-related attitudes of adolescents that
are in agreement with that found in the ordinaries segment. Adolescents
appeared to drink alcohol to relax, to have fun, and to belong to the group [22]
and alcohol was seen by adolescents as a central marker of maturity and was
used to gain social recognition [23]. According to a review of drinking motives,
most young people drink because of social motives being either positive (social
camaraderie) or negative (peer pressure, not to feel left out) [24]. If we
translate the results of these studies to the present study, it appears that the
ordinaries drink because they experienced peer pressure, which can be seen as
a struggle for social recognition and a need to belong to the group. The attitudes
of the ordinary sobers were not reflected in the review of drinking motives [24],
because only drinking adolescents were studied in this review study. The added
value of the current study was that we found differences in alcohol-attitudes
between the ordinaries and the ordinary sobers by applying audience
segmentation. These differences will enable us to tailor social marketing alcohol
health education to these different attitudes of the two segments.
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Many of the constructs emerging from the focus groups are aligned with key
theories that explain lifestyle behaviours, like drinking alcohol. Key theories for
explaining lifestyle behaviours are the “Theory of Planned Behavior” [25, 26],
“Drinking Refusal Self-Efficacy” [27-29] and the “Social Cognitive Theory” [30].
These theories are also useful to underpin intervention development. The
“Theory of Planned Behavior” states that behavioural intentions are influenced
by three determinants: the attitude towards the behaviour, the subjective norm,
and the perceived behavioural control. Behaviour (change) is influenced by the
intentions [25, 26]. The second theoretical construct to explain the results of
this study is the “Drinking Refusal Self-Efficacy”-theory [27-29]. Drinking refusal
self-efficacy is a person’s belief about his/her ability to refuse alcohol in certain
situations [29] and, according to this theory, drinking refusal self-efficacy is a
predictor of alcohol consumption [27]. A third and final theoretical construct to
explain the results of this study is the “Social Cognitive Theory” [30], which
states that (expectations of) ‘environmental events’, ‘personal factors’, and
‘behaviour’ influence each other continually.
Based on the results of the present study and the theoretical constructs, starting
points for preventive alcohol interventions for adolescents can be formulated,
based on the specific insights into the ordinaries and ordinary sobers. It is
important that interventions for adolescents are aimed at the ordinaries and
ordinary sobers, as well as their peers, as peers might help them to say ‘no’ to
alcohol or to respect that the ordinary sobers do not feel the need to drink
alcohol.
Starting points for the ordinaries are based on the subjective norm and on the
perceived behavioural control. Ordinaries experience social pressure of drinking
peers, and their perceived behavioural control of drinking a soft drink while
peers drink alcohol is low. Therefore, an important starting point for an
intervention for the ordinaries is peer pressure. Another important starting point
is increasing their perceived behavioural control; this can be done by
emphasizing that it is important to make your own choice and by practicing this
in skills-training. Besides, this can be done by creating respect for each other’s
choices, even when ordinaries make their own choices which might differ from
those of their peers. Some ordinaries were drinking large volumes of alcohol on
one occasion. Drinking (a lot of) alcohol at a young age can for example harm
the immature and developing brains of adolescents and can result in alcohol
poisoning. Therefore, it is important to incorporate knowledge about the harm
alcohol can cause in an intervention for the ordinaries.
The starting point for the ordinary sobers is based on their reserved attitude
towards alcohol and is aimed at continuing this reserved attitude. The ordinary
sobers do not (yet) drink alcohol. For this moment, they do not feel the need to
drink alcohol. However, because they think alcohol is the norm and have
hedonistic associations with alcohol [20], they might start drinking alcohol when
turning older. Based on these insights, a starting point for an intervention for
ordinary sobers is to enable them to express to their peers that they do not feel
the need to drink alcohol and to create respect for their choice not to drink
alcohol.
It is advised to also focus on the parents in interventions. This study showed
that parents of both groups conducted their alcohol education role in different
ways. Parents of the ordinaries rarely set strict rules about alcohol and advised
their children not to drink too much, whereas parents of the ordinary sobers set
clear rules about not drinking until reaching age 16 years.
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In general, parents do their best to minimise harm and promote healthy alcohol
behaviour in their children [31, 32]. Alcohol use by ordinaries and ordinary
sobers can be influenced by parental alcohol education. Parental measures (e.g.,
monitoring their child’s use of alcohol, restricting the availability of alcohol at
home, and setting rules about the use of alcohol) are important and effective
measures [6-12]. Because parents can influence the attitude and alcohol use of
their child by applying such measures, these should be the starting points for
interventions for parents of both ordinaries and ordinary sobers. For parents of
ordinaries, it could be stressed that setting strict rules and maintaining these
rules might help their son/daughter not to drink (too much) alcohol. For the
parents of the ordinary sobers, it could be stressed that they continue setting
rules after their son/daughter reaches the minimum legal drinking age, i.e.,
rules about the amount of days/week the ordinary sober is allowed to drink
alcohol or of the amount of glasses an ordinary sobers consumes per occasion.
Besides, it is important to educate the parents of both the ordinaries and the
ordinary sobers about the short-term and long-term alcohol-related harm of
adolescent alcohol drinking, i.e., alcohol poisoning, brain damage, the risk of
conducting risky sexual behaviour, neurological damage, and having an
increased risk of becoming dependent or addicted in later life.
Study limitations
Of the 55 invited adolescents, 18 did not participate due to withdrawal by the
adolescents themselves (four in advance, 12 not showing on the day of the
focus group) or because their parents did not want them to participate, which
was the case for two adolescents.
Focus groups took place at school during school time. Possible reasons for
withdrawal or not showing up are: having an examination/test, wanting to follow
lessons due to poor school results, forgetting the date (despite an email
reminder), and/or being ill. Of the 18 non-participants, 13 were ordinaries and
five were ordinary sobers. In total, 57% of the invited ordinaries and 80% of the
invited ordinary sobers participated in the focus groups. We did not ask for
reasons for withdrawal. Besides the above-mentioned reasons, a possible
explanation for withdrawal for the ordinaries (based on their attitudes about
alcohol) is that they might be less inclined to participate in a focus group and
share their opinion/experiences about alcohol (use).
The researchers composed the focus groups with a good mix of age and gender.
Therefore, boys and girls, of a younger and older age, participated together in a
focus group. It might be possible that the composition of the focus groups has
hindered participants to be totally honest about their opinion. However, we did
not notice so; all participants participated actively in the focus groups. Besides,
the researchers paid attention that all participants could and did express their
own opinion. The segmentation based on alcohol attitudes might have helped in
this; the participants of one focus group shared the same attitudes towards
alcohol. Moreover, it might be possible that results differ per school and, thus,
per educational level and were influenced by an overrepresentation of girls in
the focus groups with the ordinary sobers. However, because the segments were
based on attitudes towards alcohol, and not on socio-demographic variables, this
seems less relevant. Finally, it might be possible that group dynamics
(participants know each other or even might be friends) influenced the results.
During the focus groups, some participants seemed to know each other,
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however, researchers did not observe the participants to be friends. Each
participant answered upon his/her own individual opinion.
This type of qualitative research provides deeper insight into the attitudes of
ordinaries and ordinary sobers towards alcohol, and the role of their parents and
peers in the Netherlands. In order to explore cross-cultural applications of this
study, more research is needed.
Conclusions
Qualitative insight into the attitudes and use of alcohol of the ordinaries and
ordinary sobers, and the role of their parents and peers has revealed new
differences between these two segments. Most of the ordinaries already drink
alcohol. Ordinaries experience peer pressure and are inclined to drink alcohol
when peers are drinking. The majority of the parents of ordinaries only advised
their son/daughter not to drink too much or to start drinking only after reaching
the minimum legal drinking age.
Most ordinary sobers do not drink alcohol nor do they feel the need to drink.
Ordinary sobers respected parental rules about not drinking alcohol until age 16.
These differences led to different starting points for interventions. For
intervention development, it is advised that an intervention is aimed at
adolescents, as well as at their parents and peers. Starting points for an
intervention for ordinaries are reducing peer pressure and asking peers to
respect their friends’ choices which might differ from their choices. A starting
point for an intervention for ordinary sobers is prompting them to confirm that
they do not feel the need to drink. Starting points for an intervention for parents
are monitoring the use of alcohol of their child, restricting the availability of
alcohol at home, and setting clear rules about alcohol use.
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Additional file 1 The 28 questions with which adolescents’ segments can
be determined
Adolescents could answer in a 5-point Likert scale, answer categories ranging
from ‘totally disagree’ to ‘totally agree’
1. The opinion of my parents* is important to me
2. It's important to me that my friends have a good opinion of me
3. It seems only natural to me to keep to my parents’ rules
4. For me it's important not to be different from other people
5. My parents take my opinion seriously
6. I learn from my mistakes
7. My friends would be embarrassed if I got drunk
8. People are more fun when they've been drinking
9. Stronger action should be taken against alcohol misuse
10. I would be embarrassed if I got drunk myself
11. People become annoying when they've been drinking
12. I would find it amusing if one of my friends got drunk
13. I would be embarrassed if one of my friends got drunk
14. Alcohol is more for boys than for girls
15. Drinking alcohol is more fun when it's not allowed
16. I can imagine that you don't want to be seen with a soft drink when
everyone else is drinking alcohol
17. My parents would be embarrassed if I got drunk
18. It’s weird if an adult never drinks alcohol
19. Since it's legal to buy alcohol once you are 16, it must be less damaging
from that age
20. I think it's exciting to be drunk
21. Alcohol makes me think of having fun
22. Alcohol makes me think of adulthood
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23. Alcohol makes me think of the weekend
24. Alcohol makes me think of a drink with a meal
25. Alcohol makes me think of relaxing
26. Alcohol makes me think of letting go
27. Alcohol makes me think: Don't like the taste
28. Alcohol makes me think: Not for me

*The word “parents” can also be read as parent or carer(s).
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Abstract
Aims To describe the process of the development of alcohol health education
interventions for two attitude-based segments of the adolescent population, the
‘ordinaries’ and the ‘ordinary sobers’.
Methods Based on quantitative and qualitative insights obtained in earlier
studies, starting points and ideas for interventions were formulated by a
brainstorm team. In meetings with management members of a high school and
in focus groups with adolescents from the two segments, these starting points
and ideas were discussed and interventions were developed and pretested.
Findings Starting points for interventions were making adolescents aware of
peer pressure and enabling them to express that they do not feel the need to
drink alcohol. Other starting points were increasing self-efficacy to make an own
choice and increasing mutual respect among adolescents. An interactive digital
quiz and an intervention which combines energetic games and serious
information about peer pressure and self-efficacy were formulated as
intervention ideas, which were supported by school professionals and
adolescents from the two segments. Both intervention components were added
to an evidence-based Dutch intervention.
Conclusions Based on the starting points mentioned, two social marketing
alcohol interventions were developed: the ‘Smartquiz alcohol: a fresh quiz about
choices’ and the ‘Cool Choice – be a hero, go zero’.

Development of two social marketing alcohol health education interventions

Introduction
Alcohol is popular among adolescents. Amongst European 15–16-year-olds, 87%
ever drank alcohol, and 57% drank alcohol in the last month [1]. In the United
States, 27% of 15–16-year olds drank alcohol in the last 30 days [2]. In order
to reduce adolescent alcohol consumption, three approaches in alcohol policy
can be distinguished [3, 4]: limiting the availability of alcohol, altering the
drinking context, and education and persuasion. The latter aims to increase
knowledge and awareness of the harm alcohol can cause, and to change alcoholrelated attitudes and drinking behaviour.
Review studies show that alcohol education aimed at adolescents seems to have
some positive effects on alcohol use [5-7], on reported alcohol-related problems
in one or more functional domains (e.g., social, physical, academic, legal) [5],
and on riding with drivers who are under the influence of alcohol [8].
Important effective elements in adolescent alcohol education are interventions
that are taught interactively and that teach skills to help adolescents make their
own choices and resist peer pressure [9, 10]. Additionally, personalised
messages in interventions, face-to-face as well as computerised, are effective
elements in adolescent alcohol education [5], in developing more responsible
drinking attitudes [11], and in reducing the quantity and frequency of alcohol
use [12].
Because we assume that social marketing in general and audience segmentation
in particular might increase the limited effects of alcohol education, we started a
project focused on alcohol education and audience segmentation for Dutch
adolescents aged 12–18 years, with the intention of developing tailored alcohol
interventions. Social marketing consists of eight key principles [13], which are
shown in Table 1.
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Table 1 The eight principles of social marketing [13]
Customer
orientation
Insight
Segmentation

Behavioural goals
Exchange
Competition

Methods mix
Theory based

Focus on the needs, wants and attitudes of the targeted
persons towards the intervention.
Examine why people behave the way they do.
Dividing a heterogeneous target group into more
homogeneous segments, based on motives, values,
behaviours, attitudes, knowledge and opinions, is called
audience segmentation [26-28]. Developing an intervention
based on these motives/values for a certain segment
increases the chance that the audience will adopt the
targeted public health intervention [26, 29].
Clear and attainable behavioural goals must be set for the
audience in a chosen segment.
Incentives for the targeted behaviour must be increased
and barriers must be removed.
Competition, which is all the forces that compete with the
time/interest of the target group, must be clear.
Competitive factors for drinking less alcohol include, for
example, the social norms and peer pressure.
It is important to mix interventions, because a mix will be
more successful than one single intervention [22].
Developing a targeted intervention for the audience of one
segment must be based on behavioural, health educational,
and promotional theories, in addition to communication
theories [22,30].

Our earlier review [14] indicated that it was not possible to demonstrate an
effect of social marketing in alcohol prevention on alcohol-related attitudes and
behaviour. Some studies seemed to show some effects or associations, but the
designs of the six studies reviewed showed shortcomings. To be sure whether
social marketing is or is not of added value, we try to develop interventions with
the use of important concepts of social marketing: audience segmentation [1517], placing the target group central [13], and gaining insight into the valued
exchange of the target group [18]. Once these interventions have been
developed and are in use, future studies should scrutinise their effects.
The aim of our project was to develop tailored interventions for segments of the
adolescent population. Four steps have already been taken. First, we applied
audience segmentation to Dutch adolescents aged 12–18 years and
distinguished five segments: ‘ordinaries’, ‘high spirits’, ‘consciously sobers’,
‘ordinary sobers’, and ‘socials’ [19]. These five segments differed in their
attitude towards alcohol, based on five attitude factors: ‘aversion to
intoxication’, ‘alcohol is the norm’, ‘need for approval’, ‘hedonistic associations
with alcohol’, and ‘lack of interest in alcohol’ [19].
Second, in order to gain more insight into these five segments, we explored the
attitudes of the segments for several other aspects of alcohol consumption such
as the kind of alcohol the segments drink, the way they obtain alcohol, the
location where they drink alcohol, and with whom they drink alcohol [20].
Third, during an expert meeting with public health professionals, a wellconsidered choice was made to develop tailored alcohol prevention interventions

Development of two social marketing alcohol health education interventions

for two segments: the ordinaries and ordinary sobers. The ordinaries were
chosen as they were the largest segment (42%) and the majority within this
segment already drank alcohol. However, they were still considered to be
receptive to (tailored) interventions. The ordinaries were chosen with the aim of
delaying the initiation of alcohol use for the non-drinkers amongst them and to
prevent the ordinaries who already drank alcohol from drinking a lot. The
ordinary sobers were chosen as the majority did not drink alcohol (yet) and they
showed healthy alcohol drinking behaviour. However, because they think alcohol
is ‘normal’ and have hedonistic associations with alcohol, they were considered
to be at risk of starting drinking while growing older. Therefore, the ordinary
sobers were chosen with the aim of maintaining their healthy non-drinking
behaviour [21].
Fourth and finally, we explored the attitudes towards and use of alcohol of the
ordinaries and ordinary sobers qualitatively, as well as the role of parents and
peers in the use of alcohol [21], with the aim of finding starting points for
interventions based on the insights into the ordinaries and ordinary sobers.
Based on these quantitative and qualitative insights, the phase of intervention
development started. In order to translate all insights of the ordinaries and
ordinary sobers into practical alcohol health education interventions, eight
process steps were taken during intervention development. The aim of this
current paper is to describe the process of the development of these
interventions: how did we bring together all the quantitative and qualitative
insights of the ordinaries and ordinary sobers and how were these insights
integrated into tailored interventions? The added value of this paper is the
description of the process of intervention development, which occurred after
these first four steps, resulting in tailored interventions.
Methods
During the process of the intervention development, eight new steps were
taken. In this methods section these steps will be described.
Step 1: Overview of evidence-based Dutch health education alcohol
interventions
For this process step, an overview was conducted of evidence-based Dutch
health education alcohol interventions for adolescents aged 12–18 years, as
described in two Dutch national intervention databases. The first is the database
of the Centre of Healthy Living/National Institute of Public Health and the
Environment [22], which contains interventions about (mental) health and
health behaviour. The second is the database of the Dutch Youth Institute [23]
which contains interventions aimed at youth. In these two databases, public
health professionals can add their interventions aimed at improving (mental)
health and health behaviour. Interventions can be given an evidence-based
quality status by an external and objective board of health professionals at
several levels: well described, theoretically sound, and effective[22].
Step 2: Expert meeting
Based on the quantitative and qualitative characteristics of the ordinaries and
ordinary sobers, public health experts (from Regional Public Health Service
“Gelre-IJssel”, Regional Public Health Service “Hart voor Brabant”, Tilburg
University, the National Institute for Public Health and the Environment,
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Novadic-Kentron [an organisation for addiction, treatment and prevention], IVO
[an organisation for addiction research] and Edu’Actief [a schools education
publisher and owner of the intervention ‘Lifestyle’]) discussed in an expert
meeting whether new interventions should be developed or whether an existing
evidence-based intervention (from the overview in the preceding step) could be
adapted. This expert meeting was led by two researchers, one for the process
and one for the content. The meeting was audiotaped, so (parts of) the meeting
could be listened to afterwards if needed. A report of this expert meeting was
written and sent for adjustment and consent to the participants.
Step 3: Meetings with a brainstorm team
Over the course of three meetings, a brainstorm team consisting of four public
health professionals and one marketing expert 1) formulated starting points for
interventions based on the quantitative and qualitative insights into the
ordinaries and ordinary sobers, 2) generated intervention ideas, and 3)
identified requirements for intervention implementation. After each meeting a
report was written and sent for adjustment and consent to the participants.
Step 4: Meeting with two members of the management of a high school
A meeting at a high school in the province of North-Brabant was organised, to
find out the needs of the school regarding school-based alcohol prevention and
to receive feedback and create support for the development of new interventions
and for future implementation of these interventions. A report of this meeting
was written.
Step 5: Focus groups with ordinaries and ordinary sobers
In order to discuss intervention ideas with adolescents, focus groups were
conducted with ordinaries and ordinary sobers. With a 28-item questionnaire
developed in the earlier audience segmentation study [19], the segment of
adolescents can be identified. One school in the province of North-Brabant (the
same school as mentioned in process steps 4, 6, 7, and 8) was willing to
participate in this study, in exchange for good alcohol education advice for the
school. At this school, five classes of students (n=110) filled in this
questionnaire. Students were 13–15 years old and were educated in higher
general secondary education. Using SPSS, all ordinaries (n=72) and ordinary
sobers (n=5) were identified. Eight ordinaries (based on a good mix of gender
and age) and all five ordinary sobers were selected to participate by the
researcher. Four focus groups were conducted, two with ordinaries and two with
ordinary sobers. Parents of invited ordinaries/ordinary sobers received a postal
letter explaining the study and informing them of the selection of their
son/daughter for participation. If parents did not agree they could
mail/telephone to cancel the participation of their son/daughter (which none of
the parents did). Invited ordinaries and ordinary sobers also received a postal
letter with information about the date, time and location of the focus groups,
and a short introduction to the focus group. Focus group participants received a
€10 cinema voucher for their participation.
After each focus group, a report was written. Focus groups were audiotaped, so
(parts of) the focus groups could be listened to if needed.
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Step 6: Meeting with a high school employee and a public health professional
The concepts of the intervention ideas were presented to the manager of a high
school (the same person as in process step 4) and an external health educator
working at the school. These two persons were selected because they were
responsible for alcohol health education at this school. The intention of this
meeting was to check whether they were positive about these intervention ideas
and whether they were willing to implement these interventions at school. A
report of this meeting was written after this meeting.
Step 7: Intervention development
Based on all the gathered data of the previous process steps, intervention
development started.
Step 8: Pretest
After intervention development, a pretest was conducted.
Results
The phase of intervention development started in September 2012 and ended in
December 2013. Table 2 shows the process steps and outcome chronologically.
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Table 2 Chronologic overview of process and results of intervention
development based on insight into ordinaries and ordinary sobers
Date
September
2012
October 2012
March 2013

Process step
Overview of evidencebased alcohol
interventions
Expert meeting public
health professionals
Meeting brainstorm-team

Result(s)
4 school-based interventions, 1
community-based intervention
Chosen to adapt existing and
effective PAS-intervention
Starting points for interventions:
creating insight into process of
peer pressure, increasing selfefficacy to make an own choice
and to express that one does not
feel the need to drink alcohol,
increasing mutual respect
Preference for education given by
an
external
health
educator
(instead of teachers)

April 2013

April 2013
May 2013

Meeting 2 management
members of a high school

Focus groups, 1 with
ordinaries and 1 with
ordinary sobers
Meeting brainstorm-team

May 2013

Focus groups, 1 with
ordinaries and 1 with
ordinary sobers

June 2013

Meeting manager high
school and public health
professional

Support of school is necessary
Preference for education given by
external health educator (instead
of teachers)
Positive about short period of
exhaustive attention to alcohol
prevention
Confirmation of attitudes and
alcohol drinking behaviour of the
ordinaries and ordinary sobers
Intervention
ideas
discussed:
digital interactive quiz and an
intervention
which
combines
energetic games and serious
information/exercises
about
process of peer pressure, making
an own choice, and respecting
each others’ choices
Positive reactions to intervention
ideas of interactive digital quiz
and intervention which combines
energetic games and serious
information/exercises
Positive reactions to intervention
ideas of interactive digital quiz
and intervention which combines
energetic games and serious
information/exercises
Invitation to conduct pretests for
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June 2013

Meeting brainstorm-team

June
–
September
2013:
October 2013

Intervention
development

September
–
December 2013
December 2013

Intervention
development
Pretest Cool Choice

Pretest Smartquiz alcohol

both intervention components at
this high school
Decision for intervention ideas
and for intervention goals was
made final
Smartquiz alcohol: a fresh quiz
about choices
With
some
corrections,
the
Smartquiz alcohol could be made
final
Cool Choice – be a hero, go zero
With some corrections, the Cool
Choice could be made final

Step 1: Overview of evidence-based Dutch health education alcohol
interventions
The overview of the evidence-based Dutch alcohol education interventions for
adolescents aged 12–18 contained five interventions: four interventions were
school-based (Healthy School and Drugs [24], Prevention Alcohol use in
Students [25], Life Skills [26], and Lifestyle [27]); one intervention was
community-based (Alcohol moderation in the “Achterhoek” [a region in the East
of the Netherlands] [28]). Of these five interventions one was judged as
effective (the Prevention of Alcohol use in Students [PAS]) and the other four
were judged as theoretically sound.
Step 2: Expert meeting
Eleven experts from public health participated in the expert meeting. The
experts advised that a new intervention for the ordinaries and ordinary sobers
should not be developed, because five evidence-based interventions already
existed. Instead, they advised that new intervention components should be
added to the evidence-based PAS intervention, aimed at adolescents and
parents. This intervention was chosen because the PAS intervention was the
only intervention which was proven to be effective.
Step 3: Meetings with a brainstorm team
Over three meetings with a brainstorm team, several issues were discussed.
First, support of high schools (management and teachers) was thought to be
necessary in order to implement an intervention in the way it was meant to be
implemented. Second, it was thought important that the intervention(s) fit(s)
into the year programme of the school/teachers. Third, according to one health
educator, some teachers were more committed towards alcohol prevention than
others. Educating the students through an external health educator (instead of a
teacher) was therefore preferred. Fourth, important elements of the intervention
were discussed. The intervention should be interactive, should contain an
individual as well as a group component, should be easy to implement at school,
and should use digital media. Fifth, starting points for interventions based on the
insights into the ordinaries and ordinary sobers, were discussed. For the
ordinaries, formulated starting points were creating insight into the process of
peer pressure and making students aware of this peer pressure, learning to
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express their own opinion/choice, standing up for this opinion/choice and
demanding respect for making their own choice. For the ordinary sobers,
formulated starting points were continuing their healthy non-drinking behaviour
and enabling them to express that they do not feel the need to drink alcohol.
In these discussions with the brainstorm team, two intervention ideas emerged,
as they were judged to contain elements that would be valued by adolescents,
according to the exchange-principle of social marketing: an intervention about
alcohol education with the use of a smartphone with internet access and an
intervention about creating insight into the process of peer pressure and
learning to express their own opinion/choice by using energetic games with
contemporary music. The first idea was an interactive digital quiz using the
smart board in a classroom and the smartphones of individual students. The
second idea was a combination of energetic games and more serious information
about peer pressure and self-efficacy in which students learn to know each other
better, so increasing mutual respect for individual choices.
Step 4: Meeting with two members of the management of a high school
A meeting was arranged at a high school in the province of North-Brabant
between two members of the management team involved in school-based
alcohol prevention programmes, a marketing expert, and a researcher (first
author), to explore the needs of the school regarding alcohol prevention.
According to the two management members, strict rules towards alcohol (use)
at school were effective in preventing alcohol-related problems. In addition, they
mentioned that too much attention to alcohol prevention in school might create
an image for parents that the school is unsafe, an image that should be avoided
in order to recruit enough new students. They preferred students to be educated
about alcohol prevention by an external health educator. Existing (and out of
date) textbooks for students about alcohol prevention were not thought to be
attractive. Besides, they preferred a short period of exhaustive attention to
alcohol prevention, when possible integrated in regular courses, followed by
repeat sessions.
Step 5: Focus groups with ordinaries and ordinary sobers
In total, two focus groups with six ordinaries (aged 14 years) and two focus
groups with five ordinary sobers (aged 13–14 years) were conducted. All invited
ordinary sobers participated in the focus groups. Of the eight invited ordinaries,
two did not show up on the day of the focus group.
According to the focus group participants, adolescents drank alcohol due to peer
pressure; it was difficult to make an own choice. They preferred to be educated
about alcohol by an external health educator, and not by a school teacher. The
ordinary sobers reported that they did not drink alcohol. According to the
ordinary sobers, non-drinking adolescents (in general, not only the ordinary
sobers) do not say that they do not drink alcohol, because of the image that
drinking alcohol is cool. If more sober (non-drinking) adolescents were prepared
to say that they do not drink alcohol, these non-drinking adolescents would
become more self-confident and would feel able to say that they do not feel the
need to drink alcohol. An intervention idea mentioned by the ordinary sobers,
was an interactive game using the smart board in the classroom and their own
smartphones.
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Both intervention ideas that emerged from discussions in the brainstorm team
(the interactive digital quiz and the idea of an intervention with a combination of
energetic games and more serious information about peer pressure and selfefficacy) were presented to the ordinaries and ordinary sobers. The idea of an
interactive digital quiz was appealing for both groups. All participants of the
focus groups possessed a smartphone. However, they did not have an internet
contract for their smartphone, indicating that WiFi-access should be available.
Both the ordinaries and the ordinary sobers were positive about the idea of an
intervention combining energetic games and more serious information about
peer pressure and self-efficacy. The ordinary sobers valued the fact that nondrinking students were given the opportunity to show that they do not want to
drink alcohol, so they would know that they were not alone. Involvement of
parents in this intervention was discussed. According to the ordinaries, parents
should not be involved, because they reported that they would only answer
honestly about their alcohol drinking behaviour when parents were not present
and informed.
Step 6: Meeting with a high school employee and a public health professional
The concepts of the intervention ideas were presented to a manager of a high
school and an external health educator working at the school. Both participants
were positive about the two intervention ideas. They valued both the digital
interactive quiz and an intervention combining energetic games and more
serious information about peer pressure and self-efficacy. The manager of the
school stressed that no extra financial support would be available for alcohol
prevention at the school. The school manager was very enthusiastic about the
intervention ideas and invited us to conduct a pretest at his school when both
interventions were developed.
Step 7: Intervention development
Two new intervention components were developed and added to the evidencebased PAS intervention. These intervention components were based on all
quantitative and qualitative insights into the ordinaries and ordinary sobers and
the eight principles of social marketing. Table 3 shows how the eight social
marketing principles apply to all insights into the ordinaries and ordinary sobers.
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Table 3 The eight social marketing principles translated into the insights
of the ordinaries and ordinary sobers
Social marketing principle
Customer orientation
Insights

Segmentation

Behavioural goals

Exchange

Competition
Methods mix

Theory based

Translation into insights of the ordinaries and
ordinary sobers
The attitudes and values of the ordinaries and
ordinary sobers were placed central in the
quantitative and qualitative data gathering
Ordinaries:
Alcohol is normal and associated with fun
Majority already drinks alcohol
Peer pressure is experienced
Ordinary sobers:
Do not feel the need to drink alcohol
Majority does not drink alcohol
Alcohol is normal
Five segments were distinguished: ordinaries,
high spirits, consciously sobers, ordinary sobers,
and socials.
The intervention development was focused on
the insights into two segments: the ordinaries
and the ordinary sobers
Ordinaries:
Create insight into the process of (experienced)
peer pressure
Teach them skills to make their own choice and
stand up for this choice
Create respect in order to make it easier to
make an own choice
Ordinary sobers:
Continue their healthy non-drinking behaviour
Teach them skills to express that they do not
feel the need to drink alcohol
Smartphone in class room with internet access
Interactive intervention components
Energetic games with trendy music / high
energy
Two intervention leaders that show their
vulnerabilities
Possibility to express that they do not feel the
need to drink alcohol
Peer pressure of drinking peers
The attitude that alcohol is normal
The two intervention components were added to
the Dutch evidence-based PAS-intervention
which is aimed at parents and adolescents and is
focused on education, as well as on regulations
and enforcement
The
two
intervention
components
were
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developed based on the Dutch “A(ttitudes)
S(ocial influence) (s)E(elf-efficacy)”-model (ASE
model) which is based on the “Theory of Planned
Behavior” and the “Social Cognitive Theory”
The first new intervention component was an interactive digital quiz, set up in
Socrative [29]: the ‘Smartquiz alcohol: a fresh quiz about choices’. The
Smartquiz alcohol is aimed at students aged 12–13 years, and aims to discuss
interactively attitudes towards alcohol and to increase skills to make an own
choice towards (not) drinking alcohol and to set personal limits. A second aim of
the Smartquiz alcohol is to increase respect for each other, independent of
others’ choices and to increase self-efficacy. The Smartquiz alcohol is conducted
by an external health educator. During the Smartquiz alcohol, eight questions
are presented on the smart board. Students log in on the Smartquiz alcohol with
their smart phone and answer each question individually, with multiple choice
answers, shown on their smart phone. The answers given by the students are
presented anonymously on the smart board, per question. After each question,
answers are discussed, in order to influence attitudes and to stimulate students
to reflect on their own self-efficacy.
The second new intervention component was the ‘Cool Choice – be a hero, go
zero’, aimed at students aged 13–14 years. The Cool Choice aims to reduce peer
pressure and to increase self-efficacy to make an own choice in relation to
alcohol and smoking. Smoking was added to this intervention because
adolescents aged 13–14 were assumed to mostly experience peer pressure in
drinking alcohol and smoking behaviour. Two external health educators conduct
this intervention. The Cool Choice combines high-energy games (used to create
a relaxed atmosphere, to physically make students move, and to get to know
each other a little better) with more serious information, such as discussing how
one can say ‘no’ to alcohol, how one can make an own choice and ask respect
for that, and how to show ‘the real you’/show one’s vulnerabilities. One part of
the Cool Choice is ‘breaking the circle’: all participants stand in a large circle.
One of the two health educators poses a statement about self-efficacy in relation
to alcohol or smoking. All those that recognise themselves in this statement step
into the circle. The participants who stayed outside the circle show respect to
the participants who stepped into the circle.
The Cool Choice is conducted as a plenary session as well as in small discussion
groups with an adult volunteer present.
One researcher (the first author) developed the Smartquiz alcohol with feedback
from the members of the brainstorm team. The Cool Choice was developed by
an external trainer/coach together with one researcher (the first author) who
was very familiar with the theoretical constructs of alcohol health education.
The two new and interactive intervention components were added to the
effective PAS intervention [30], which aims to delay the initiation of alcohol use
among adolescents by motivating parents to set strict rules and by developing
self-efficacy and a healthy attitude towards alcohol (use) among adolescents.
The PAS intervention contains a parental intervention and a student
intervention. The parental intervention consists of a 20-minute presentation for
parents of students in classes 1, 2 and 3 (students’ age 12–13–14 years) during
the first parents’ evening of the school year. Parental education and setting of
strict rules for alcohol are discussed. The student intervention consists of four
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digital lessons about alcohol education for students aged 12 years and a
repetition lesson on paper for students aged 13 years. The Smartquiz alcohol
and the Cool Choice were added to the student intervention.
Step 8: Pretest
The two intervention components were developed during summer and autumn
2013. In total, three pretests (process evaluations) were conducted, one for the
Smartquiz alcohol and two for the Cool Choice, at a high school in the province
of North-Brabant. The aims of the pretest were to find out whether students
valued the used method and content of the intervention (subjectively), whether
the content of the intervention should be adjusted, whether it was expected that
the intervention could and would be implemented easily, and whether school
personnel were positive and enthusiastic about the intervention.
The pretest of the Smartquiz alcohol was conducted in one class with 26
students aged 12–13 years. One researcher (the first author), who is also a
health educator, conducted the pretest. The health educator discussed the
answers that contributed most to healthy non-drinking behaviour, thereby
providing a podium for those that made healthy non-drinking choices. All
students were focused during the pretest and participated in an enthusiastic
manner. After the pretest, students reported that they liked the quiz (content as
well as method) and that they thought it was a good idea. According to the
teacher, the students were very interested and focused during the pretest.
Additionally, the teacher advised that some questions which were unclear should
be adapted and this was effected after the pretest.
The Cool Choice was pretested twice, once for students of two classes (56
students and 17 adult volunteers) and once for students of three classes (84
students and 21 adult volunteers) (all aged 13–14 years). Students participated
enthusiastically in the energetic games and also in the serious parts of the Cool
Choice. Students showed respect and commitment during the Cool Choice.
Afterwards, students reported that they gained different insights into selfefficacy and resisting peer pressure and that they would respect others’ opinions
more often than before. Of all participants, 90% rated their satisfaction with the
Cool Choice with a minimum ‘7’ on a scale of 1 to 10, with 10 being the highest,
and 56% with a minimum ‘8’.
One important finding of the pretest was that some students consulted peers
before choosing an answer in ‘breaking the circle’, which implied that they did
not make their own choice and peer pressure was present. For general
implementation of the Cool Choice it should be stressed that everybody is asked
to make his/her own choice. Based on the pretest results some parts of the Cool
Choice were adapted to improve the intervention.
Discussion
Based on the results of the eight process steps described in this paper, e.g., an
overview of existing and evidence-based interventions and the different (expert)
meetings and focus groups, two social marketing alcohol education intervention
components for adolescents aged 12–18 years have been developed. The new
intervention components are tailored to the attitudes of the ordinaries and
ordinary sobers [19-21] and based on the eight principles of social marketing
[13].
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The developed intervention components are based on teaching skills aimed to
increase self-efficacy and to create insight into the process of peer pressure and
are taught in an interactive way; features that seemed to be effective in alcohol
education [9, 10].
Concrete behavioural goals were determined, e.g., creating insight into the
process of peer pressure, increasing skills to make an own choice (for the
ordinaries), and increasing skills to say that one does not feel the need to drink
alcohol (for the ordinary sobers). For the ordinaries, the competition for not
drinking alcohol consisted of felt peer pressure. The exchange for the ordinary
sobers was giving them a podium to express that they do not feel the need to
drink alcohol, which they normally did not express. Further, these two new
intervention components were integrated into the evidence-based PAS
intervention that uses a methods mix intervention for students and parents,
conducted over three consecutive years. Finally, the PAS intervention is theorybased, after the “A(ttitudes) S(ocial influence) (s)E(lf-efficacy)”- model [31, 32],
which states that attitudes, social influence and self-efficacy determine
behaviour through behavioural intentions. This “ASE model” is a Dutch model
based on the “Theory of Planned Behavior” [33, 34] and the “Social Cognitive
Theory” [35]. The ASE model differs from the “Theory of Planned Behavior” in
that the theory uses the term ‘subjective norm’, whereas the ASE model uses
the term ‘social influence’, incorporating subjective norm, social pressure and
social support. Hence, social influence is a broader term than subjective norm.
Although the ASE model uses the term ‘self-efficacy’ of the “Social Cognitive
Theory” and the “Theory of Planned Behavior” uses the term ‘perceived
behavioural control’, both terms can be considered equal.
The two new intervention components were developed with the ASE model in
mind. Both intervention components aim to discuss adolescents’ attitudes
towards alcohol and to make the reserved attitude of the ordinary sobers
towards alcohol more accepted and normal. In addition, both intervention
components discuss the peer pressure experienced by the ordinaries and aim to
strengthen self-efficacy to say ‘no’ to alcohol and make an own choice
independently of the choice of peers (for the ordinaries), or to express that ‘they
do not feel the need to drink alcohol’ (for the ordinary sobers). Moreover, these
intervention components focus on asking respect for making this own choice,
even though the choice is different to that made by peers.
Before the start of intervention development, it was intended to develop the
tailored interventions based solely on the four process steps described in the
introduction (the application of alcohol attitude-based audience segmentation, a
further exploration of these segments for several aspects of alcohol
consumption, a well-considered choice for two segments, and the qualitative
exploration of the attitudes and alcohol use of these two segments and the role
of parents and peers in this). However, the feedback and support of the
ordinaries and ordinary sobers and of the management team of a school for the
intervention ideas was thought to be important and of added value.
Management staff of high schools need to recognise the importance of alcohol
prevention and need to be willing to implement tailored intervention
components. Also, student support for the intervention ideas is essential
because their support determines the success of the intervention components.
Therefore, the meetings with the management staff of a high school and the
focus groups were conducted during the intervention development. This seemed
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to be a good choice: the school managers invited us and facilitated the pretests
of both intervention components at their school. Additionally, the ordinaries and
ordinary sobers who participated in the focus groups provided meaningful
feedback for the intervention ideas: we were planning to make a video of a Cool
Choice and show this video afterwards to the parents in order to create parental
involvement. However, the ordinaries who already drank alcohol without the
knowledge of their parents, told us that they would not be honest during the
Cool Choice if the event was filmed. They feared a discussion/punishment at
home when parents found out that they already drank alcohol.
The developed intervention components were based on insights into the
attitudes and opinions of the ordinaries and ordinary sobers, i.e., creating
insight into the process of peer pressure, making an own choice and expressing
this own choice and increasing respect for each other’s choices. Before the start
of the actual intervention development, two options were discussed by the
brainstorm team. First, the possibility of developing an intervention specifically
aimed at the ordinaries and an intervention specifically aimed at the ordinary
sobers. To do this, it would be necessary to segment the students before the
performance of the intervention. Ordinaries would receive their tailored
intervention, the ordinary sobers would receive theirs and the other three
segments (high spirits, consciously sobers, and socials) would receive ‘care as
usual’. Second, we discussed the possibility of developing an intervention based
on the attitudes of the ordinaries and ordinary sobers in which all segments
could participate. The advantage of this last approach was that peers of
ordinaries and ordinary sobers (and identified as ‘members’ of one of the other
three segments) could also participate in these interventions, which we thought
was crucial. In order to be able to create insight into the process of peer
pressure and to increase mutual respect, it was important that peers also
participated in the Smartquiz alcohol and in the Cool Choice. Therefore, the
second option was chosen: the Smartquiz alcohol and the Cool Choice were
developed based on the insights into the ordinaries and ordinary sobers, but all
segments can and should participate in these two intervention components. We
assume that they can also learn something from these two intervention
components. It is also assumed, however, that the two intervention components
specifically address the ordinaries and ordinary sobers. Another advantage of
this choice was that segmentation does not need to be conducted before
intervention implementation.
During our project, the minimum legal drinking age was 16 years for soft
alcoholic drinks (< 15% of alcohol) and 18 years for strong alcoholic drinks (>
15% of alcohol). In the Netherlands, the mean age of starting to experience
alcohol is 13.1 years and of starting to drink alcohol weekly, 14.9 years [36]. It
is thought important to educate adolescents before they start drinking alcohol.
Therefore, we chose to implement the Smartquiz alcohol at the age of 12–13
years, and the Cool Choice at the age of 13–14 years. However, in January
2014, the Dutch minimum legal drinking age was moved to 18 years. Therefore,
it is expected that the mean age at which Dutch adolescents start to drink
alcohol will increase. When this actually happens, it is advised to adapt and
implement the intervention components to older adolescents, the Smartquiz
alcohol to adolescents aged 14–15 years and the Cool Choice to adolescents
aged 15–16 years.
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Study limitations
Not all meetings/focus groups were audiotaped. None of them were transcribed
verbatim and/or analysed extensively. This could make the methodology of the
intervention development phase less sound. However, this was not felt to be
that important because the aims of the meetings/focus groups in this
intervention development phase were quite practical: to generate intervention
ideas and to receive feedback.
Results of this study and the developed intervention components may not be
valid in other countries as they may be subject to cross-cultural influences.
Therefore, in different (alcohol)cultures, new research is needed to adapt the
intervention components to these cultures.
Implications for practice and research
It is important that these two new intervention components, as part of the
existing and already implemented PAS intervention, are implemented in the
practice of alcohol education at Dutch schools. However, alcohol policy seems to
be most effective when alcohol education is combined with limiting the
availability of alcohol and altering the drinking context. Therefore, these two
new intervention components, as well as the PAS intervention, should be part of
a broader and multi-component alcohol policy.
Moreover, although both intervention components were valued by the
participants of the pretests, these pretests did not study the effects of the
Smartquiz alcohol and the Cool Choice. Therefore, before structural
implementation, attention needs to be paid to the effects of these intervention
components. It is important to conduct an effect study to determine the shortand long-term effects on the reduction of peer pressure and the increase of
respect for the individual choices made by adolescents. Besides, it is important
to study the effects on several outcome measures, such as increased knowledge
and changed attitudes as well as changes in behaviour. Moreover, such a study
should also address the added effect(s) of the intervention components to the
effects of the existing PAS intervention.
Conclusions
Using the method of social marketing and based on extensive quantitative and
qualitative insights into the attitudes of the ordinaries and ordinary sobers, it is
possible to develop tailored alcohol health education interventions. During
intervention development, a high school and ordinaries and ordinary sobers
were involved, in order to receive feedback and create support for the
intervention ideas. Two new intervention components were developed: the
‘Smartquiz alcohol: a fresh quiz about choices’ and the ‘Cool Choice – be a hero,
go zero’. These intervention components aim to create insight into the process
of peer pressure, increase self-efficacy to make an own choice and to express
that one does not feel the need to drink alcohol and to increase mutual respect.
The intervention components have become part of the Dutch evidence-based
PAS intervention which is based on the theoretical Dutch ASE model.
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General discussion
In general, adolescents already drink alcohol at a young age, which might cause
harm, such as neurological harm [1-3], becoming dependent or addicted in later
life [1, 4], being involved in risky sexual behaviour [1, 2] which can lead to
sexually transmitted diseases and HIV infection and alcohol poisoning [5, 6].
Moreover, alcohol use can cause problems such as violence, traffic accidents,
and nuisance [5].
National governments develop and implement alcohol legislation and policy at
the national level, such as taxes on alcoholic beverages, setting the minimum
legal drinking age, and the Licensing and Catering law (Drank- en Horecawet).
Local governments implement this national legislation and policy at the local or
regional level; in some cases several municipalities collaborate in alcohol
prevention. Also, municipalities can develop and conduct their own local and/or
regional alcohol policy [5].
To prevent adolescents from drinking (too much) alcohol, an efficient alcohol
policy is needed. Three approaches in alcohol policy may be distinguished:
supply reduction, harm reduction, and demand reduction, i.e., alcohol health
education interventions. Some demand reduction studies showed some effects,
such as on the reduction of alcohol use [7-9] and on less reported alcoholrelated problems in one or more functional domains (e.g., social, physical,
academic, legal) [7]. However, little (lasting) evidence for behaviour change was
also found [6, 10, 11]. Demand reduction is a popular policy measure among
the alcohol industry and its lobby groups [12] and also among Dutch
adolescents and adults [13]. Moreover, it is assumed to play an important role
in raising awareness of the harm alcohol can cause and in gaining support for
more unpopular policy measures [14]. For these reasons, it is worthwhile to
explore the possibilities of increasing the effectiveness of demand reduction.
Application of marketing principles into health education is assumed to be of
value. Social marketing is “the systematic application of marketing, alongside
other concepts and techniques, to achieve specific behavioural goals for a social
good” [15] and uses eight principles for intervention development: 1) customer
orientation, 2) behaviour and behavioural goals, 3) theory based, 4) insight, 5)
exchange, 6) competition, 7) (audience) segmentation, and 8) methods mix
[15]. The use of all eight principles contributes to the development of alcohol
health education interventions. However, the use of one principle, the exchangeprinciple, is less generally accepted in alcohol health education and is therefore
explained in more detail. Integrating the principle of exchange, or the ‘what’s-init-for-me?’ principle, into health education interventions, two parties, i.e., the
target group for the intervention and the intervention developers, have
something to exchange [16]. By doing so, it is assumed that both parties will
benefit because the target group for the intervention receives an intervention
that is expected to be appealing to them and that is expected to suit their
attitudes and values. The developers of an intervention are able to spread their
health messages in such a way that it is expected to be valued and adopted by
the target group, which is expected to result in health gain.
In an audience segmentation study (see Chapter 3) we explored the possibilities
of identifying specific segments related to attitudes to alcohol within the Dutch
adolescent population. Five alcohol-related attitude-based segments could be
distinguished: the ordinaries (42%), the high spirits (22%), the consciously
sobers (17%), the ordinary sobers (11%), and the socials (8%). These five
segments differed in their attitude towards alcohol on five attitude factors:
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‘aversion to intoxication’, ‘alcohol as norm’, ‘need for approval’, ‘hedonistic
associations’, and ‘lack of interest in alcohol’. The ordinaries think alcohol is the
norm, have hedonistic associations with alcohol, and are interested in alcohol.
The high spirits have hedonistic associations with alcohol, are very interested in
alcohol, and do not have an aversion to intoxication. The consciously sobers do
not think alcohol is normal and do not have hedonistic associations with alcohol,
neither are they interested in alcohol. The ordinary sobers are not interested in
alcohol and have an aversion to intoxication, but also think that alcohol is
normal and have slight hedonistic associations with alcohol. Finally, the socials
have a strong need for approval, are interested in alcohol but have an aversion
to intoxication.
The process and results of this audience segmentation study (see Chapter 3)
inspired us to explore the meaning of these five segments for the practice of
alcohol prevention (demand reduction). Therefore, the aim of this thesis was to
develop alcohol health education interventions for some of the segments
identified, based on the social marketing method.
In order to develop segment-tailored interventions, five research questions were
formulated:
1. What can be found in the literature about the effectiveness of alcohol
prevention interventions based on the principles of social marketing?
2. What are the characteristics of the identified alcohol-attitude segments
for several aspects of alcohol consumption, and who are the important
persons and what issues are important to the five segments?
3. How do the segments differ in the quality of the parent–child
relationship and the attitude(s) of parents regarding the drinking
behaviour of their children, and in what way is the relationship between
the quality of the parent–child relationship and alcohol use different for
each of the distinguished segments?
4. What do the adolescents express about their attitudes towards alcohol
and the use of alcohol, and what do they express about the role of
parents and peers on alcohol use amongst these segments?
5. How can all the quantitative and qualitative insights of the distinguished
segments be brought together and integrated into social marketing
alcohol health education interventions?
Main findings:
Findings from the literature
For answering the first research question of this thesis, on whether alcohol
prevention interventions based on the principles of social marketing are
effective, we conducted a literature review. This review demonstrated that it is
premature to conclude that alcohol prevention based on the principles of social
marketing could change alcohol-related attitudes and behaviour. Two studies
seemed to show some effects and four studies seemed to show some
associations. However, the study designs of the included studies showed
shortcomings: two studies were cross-sectional and two studies had a pre-test
post-test design without a control group. Only two studies had a pre-test posttest design with a control group. However, results from these last two studies
showed controversial results because for some indicators effects were found
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whereas for some other indicators no effects were found. Lastly, the results of
one study were less reliable due to low response rates (see Chapter 2).
Although, at the moment, there is little scientific evidence for social marketing
(interventions), it becomes more common as a health strategy in several
countries (e.g. [17-19]). Moreover, social marketing aims to create a ‘value to
user’ approach (what’s-in-it-for-me?), aiming to make the healthy choice of
behaviour rewarding for the target group and, if possible, easy [15, 20]. In
addition, the intervention developers can wrap their (health) message in a for
the target group appealing intervention. It is expected that this value to user
approach will create a win-win situation for both the target group of an
intervention as well as for the intervention developers, resulting in health gain
after the intervention. Therefore, social marketing seems to be a promising
method and therefore it was chosen to use this method in the current study.
In our literature search (see Chapter 2), it was not (always) evident that the
interventions in the studies found were developed based on the eight social
marketing principles. Some studies explained some of the social marketing
criteria used explicitly; some studies only used the term social marketing
without an explanation of the principles used. This made it difficult to judge
whether an intervention was a ‘real’ social marketing intervention. Therefore, to
improve scientific knowledge and to determine whether social marketing is of
use in alcohol health education, we aimed to develop social marketing health
education interventions for two of the five segments, with the application of all
eight social marketing principles, to make sure that we developed a ‘real’ social
marketing intervention. After the intervention development, an effect study with
sound methodology needs to be conducted, in order to be able to conclude
whether social marketing is indeed of use in alcohol health education.
The second, third and fourth research questions (see Chapters 4–6) aimed to
identify the characteristics of the alcohol-attitude segments (ordinaries, high
spirits, consciously sobers, ordinary sobers, and socials) for several aspects of
alcohol consumption and for important persons and/or issues (research question
2), about the parent-child relationship and the attitude of parents and alcohol
use of adolescents (research question 3), and about the attitude towards alcohol
of two segments and the role of parents and peers in this (research question 4).
Findings concerning ordinaries
Insight into the ordinaries revealed that they have a positive attitude towards
alcohol. Most of them already drink alcohol (50% drank recently), in which peer
pressure plays an important role. They mainly buy alcohol themselves and
mainly drink alcohol with friends, at others’ homes or in public places. Parents of
ordinaries less often accept (51%) the alcohol drinking behaviour of their child
than parents of the high spirits and socials, but most of the parents only advise
not drinking too much.
Findings concerning high spirits
The majority of the high spirits already drink alcohol (89% drank recently). The
high spirits also mainly buy alcohol themselves and mainly drink with friends in
public places or at others’ homes. Parents of high spirits more often accept
(64%) the drinking behaviour of their child than the parents of the ordinaries
and consciously sobers. Moreover, most parents of the high spirits do not set
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clear rules, however compared to the parents of the other segments they more
often think that their child needs to drink less (10%).
Most of the ordinaries and high spirits already drink alcohol. Important
differences between the ordinaries and high spirits are that the high spirits have
more hedonistic associations with alcohol, are more interested in alcohol, and
have less aversion to intoxication. Also, the percentage of high spirits who drank
recently is higher compared to the ordinaries (89% versus 50%) (see Chapter
3).
Findings concerning consciously sobers
Only a small percentage of the consciously sobers (7%) drank alcohol recently
(see Chapter 3). Most of the consciously sobers who drink buy alcohol
themselves and drink with friends at each others’ homes or in a disco. Parents
less often accept (50%) drinking alcohol and discourage (27%) it more often
than parents of the high spirits and socials.
Findings concerning ordinary sobers
Most of the ordinary sobers do not (yet) drink alcohol; only 4% drank alcohol
recently (see Chapter 3). The ordinary sobers do not feel the need to drink
alcohol and most of them are able to turn down an offered alcoholic drink.
Ordinary sobers who drink mostly buy alcohol themselves or get alcohol from
parents, drink alcohol with friends, parents or family at each others’ homes or in
a café/bar. Ordinary sobers report that their parents set strict rules on not
drinking alcohol before reaching the minimum legal drinking age.
Findings concerning socials
Finally, insight into the socials showed that most of them buy alcohol themselves
and most of them drink with friends in a café/bar or at each others’ homes.
Parents more often accept (70%) the drinking of alcohol than parents of the
ordinaries and consciously sobers, and less often forbid (1%) it compared to
parents of the ordinaries and ordinary sobers. This might be due to the fact that
the socials are relatively older than the ordinaries, consciously sobers, and
ordinary sobers (see Chapter 3). The audience segmentation study (see Chapter
3) showed that a large percentage (65%) of the socials drank alcohol recently,
but it was also shown that they have an aversion to intoxication; it seems that
they enjoy drinking a small amount of alcohol in enjoyable situations. Aversion
to intoxication is an important difference between the socials and the ordinaries
and high spirits: the socials have an aversion to intoxication whereas the
ordinaries and high spirits do not.
Findings concerning all five segments
In all five segments the drinking adolescents also seem to drink with friends.
According to the literature, drinking adolescents in general, not segmented
based on their attitudes towards alcohol, appear to drink alcohol because of
social motives, such as social camaraderie and social pressure to drink [21, 22],
to be happy and popular, to fit into society, and to relax [23]. With the
characteristics per segment in mind, these drinking reasons probably relate to
the ordinaries and the high spirits and to a lesser extent to the socials. The
ordinaries and high spirits are interested in alcohol and do not have an aversion
to intoxication and most of them already drink alcohol, mainly with friends;
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these segments probably drink because of the drinking motives mentioned
above. The socials are interested in alcohol, most of them already drink alcohol,
mainly with friends, but they have an aversion to intoxication. They will probably
drink because of social camaraderie, and to be happy and relax. However, the
drinking motive of social pressure will probably apply less to the socials. Only a
small percentage of the consciously sobers and ordinary sobers already drink
alcohol and they also consume alcohol at each others’ homes. The drinking
motives of the drinking consciously sobers and ordinary sobers probably are
social camaraderie and to be happy. The motives of social pressure and to be
popular probably relate less to these segments.
For all segments parents seem to be important and adolescents from all
segments express having on average a good parent-child relationship, although
the consciously sobers, ordinary sobers, and socials reported to have a
qualitatively better parent-child relationship. Parental measures such as parental
modelling, parental monitoring, setting strict rules, alcohol availability at home,
parental disapproval of adolescent drinking, and the quality of the parent-child
relationship seem to influence the alcohol drinking behaviour of adolescents [24,
25]. Parents of all five segments conduct parental measures to influence the
alcohol drinking of their child. However, as was explained above, the manner in
which parents of adolescents in the five segments apply these parental
measures differs between the segments.
Findings concerning intervention development
Theoretical and practical health gains for the five segments, based on the
differences between the five segments, were discussed in an expert meeting
with public health professionals. In this expert meeting, two segments were
chosen for whom tailored interventions would be developed. First, the ordinaries
were chosen as they were the largest segment (42%) and most of them already
drank alcohol; they were considered to be receptive to (tailored) interventions
because they are more likely to be in control of their drinking. Second, the
ordinary sobers were chosen as most of them do not (yet) drink alcohol.
However, because they think alcohol is ‘normal’ and have hedonistic associations
with alcohol, they are at risk of starting drinking when older. Therefore, the
ordinary sobers were chosen with the aim of encouraging a continuation of their
healthy non-drinking behaviour and delay the initiation of regular drinking. In a
second expert meeting, a well-considered choice was made not to develop new
interventions but to adapt an evidence-based intervention for the school-setting
aimed at parents and adolescents which was found to be effective [26].
According to the literature, effective ingredients for school-based prevention
programmes are interventions that are theory-based, address social influences,
use (life) skills training, use interactive methods, and include parents or family
[27, 28]. All these ingredients were taken into account during intervention
development.
In Chapter 7, it was discussed how all the quantitative and qualitative insights
into the distinguished segments could be brought together and integrated into
interventions (the fifth research question). Intervention development was based
on the eight social marketing principles: adolescents were segmented into five
attitude-based segments. The ordinaries and ordinary sobers were chosen for
the development of interventions and therefore these two segments were the
focus of the customer orientation. Insight into the ordinaries was gained: the
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ordinaries think alcohol is normal and associate it with fun. The majority already
drinks alcohol and peer pressure is experienced by the ordinaries. Insight into
the ordinary sobers was gained as well: the ordinary sobers do not feel the need
to drink alcohol and the majority does not drink alcohol. Competition for not
drinking alcohol were perceived peer pressure (for the ordinaries) and the
attitude that alcohol is the norm (for the ordinaries and the ordinary sobers).
Behavioural goals for the ordinaries are creating insight into the process of
(experienced) peer pressure, teaching them skills to make their own choice
independently of the choices peers make and stand up for this choice, and
creating respect in order to make it easier to make an independent choice. For
the ordinary sobers, the behavioural goal is to enable them to express that they
do not feel the need to drink alcohol, in order to maintain their healthy nondrinking behaviour. Several issues were thought to be valued by the user
(exchange): the use of the smartphone with internet access in the class-room,
the use of interactive intervention components, the use of high energy exciting
games with popular music, intervention leaders that show their own
vulnerabilities, and especially for the ordinary sobers, the possibility of
expressing that they do not feel the need to drink alcohol.
Based on these insights and on feedback about intervention ideas received in
(expert) meetings and focus groups during the intervention development phase,
two intervention components were developed for adolescents: the ‘Smartquiz
alcohol: a fresh quiz about choices’ and the ‘Cool Choice – be a hero, go zero’.
The intervention components are based on the theory of the “A(ttitudes) S(ocial
influence) (s)E(lf-efficacy)”- model (ASE model) [29, 30] and were integrated
into the effective Dutch “PAS-intervention” [26, 31, 32], which is aimed at
adolescents and parents (methods mix).
During intervention development it was decided that all segments could
participate in both intervention components. An advantage of this choice was
that segmentation does not need to be conducted before intervention
implementation. Another advantage of this approach, and even more important,
was that peers of ordinaries and ordinary sobers (and identified as ‘members’ of
one of the other three segments) could also participate in the intervention
components, which seemed to be crucial. In order to be able to create insight
into the process of peer pressure and to increase mutual respect, it was
important that peers also participated. We assume that adolescents of the other
segments can also learn something of the two intervention components.
However, it is also assumed that the ordinaries and ordinary sobers will
specifically be addressed by these two intervention components.
Other studies also segmented a heterogeneous audience into smaller and more
homogeneous segments based on alcohol attitudes or alcohol drinking behaviour
[33, 34]. However, as far as we know, none of these studies developed tailored
interventions for one or more of the defined segments.
Reflections on main findings:
Study results and key theories
Many of the constructs emerging from the study results are aligned with key
health education theories that explain lifestyle behaviours, such as drinking
alcohol, i.e., the Dutch “A(ttitudes) S(ocial influence) (s)E(lf-efficacy)”- model
(“ASE model”) [29, 30], the “Theory of Planned Behavior” [35, 36], and the
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“Social Cognitive Theory” [37]. The ASE model [29, 30] states that attitudes,
social influence and self-efficacy determine behaviour through behavioural
intentions, and is based on the “Theory of Planned Behavior” [35, 36] and the
Social Cognitive Theory” [37]. The “Theory of Planned Behavior” [35, 36] states,
like the ASE model, that behavioural intentions are influenced by three
determinants: the attitude towards the behaviour, the subjective norm, and the
perceived behavioural control. Behaviour (change) is influenced by the
intentions. The “Social Cognitive Theory” [37], states that (expectations of)
‘environmental events’ (influences from the environment, e.g., from peers or
parents), ‘personal factors’, and ‘behaviour’ influence each other continually. The
ASE model differs from the “Theory of Planned Behavior” in that the latter uses
the term ‘subjective norm’, whereas the ASE model uses the term ‘social
influence’, incorporating subjective norm, social pressure and social support.
Hence, social influence is a broader term than subjective norm. Although the
ASE model uses the term ‘self-efficacy’ from the “Social Cognitive Theory”
whereas the “Theory of Planned Behavior” uses the term ‘perceived behavioural
control’, both terms can be considered equal.
By applying the characteristics of the five segments, found in this thesis, to
these key theories, the ordinaries seem to experience intentions to drink alcohol,
because most of them reported to already drink alcohol. Moreover, they also
reported having a positive attitude towards alcohol and (curiosity in) drinking
alcohol, they mainly drank alcohol with friends, and they reported experiencing
peer pressure to drink alcohol, which assumes a higher subjective norm to drink
alcohol. Moreover, they reported experiencing difficulties in saying ‘no’ to alcohol
when peers drink alcohol, which indicates a low perceived behavioural
control/self-efficacy.
The high spirits have a positive attitude towards alcohol: they reported being
interested in alcohol and they expressed hedonistic associations with alcohol.
Most of them already drank alcohol and the drinkers among them mostly drank
alcohol with friends, classmates, and family at others’ homes or in public places.
These results implicate a positive subjective norm, e.g., drinking alcohol with
others and enjoying it. Furthermore, their self-efficacy is expected to be low
because they reported that they do not have an aversion to intoxication.
Most of the consciously sobers did not yet drink alcohol. Neither did they
express a positive attitude towards alcohol; they were not interested in alcohol
and they did not have hedonistic associations with alcohol. Alcohol was not
perceived to be normal by the consciously sobers which might imply that
drinking intentions are low and that their perceived behavioural control/selfefficacy is high.
For the ordinary sobers, drinking intentions are expected to be low as well,
because most of them did not drink alcohol and they reported having a reserved
attitude towards alcohol. Furthermore, they reported experiencing social support
not to drink alcohol because of the strict parental rules on not drinking alcohol
until the minimum legal drinking age, which indicates a strong positive social
influence to stay sober. Last, they reported they are not interested in alcohol at
the moment, which assumes a high perceived behavioural control/self-efficacy
to stay sober.
Finally, the socials reported having a positive attitude towards alcohol; they
were interested in alcohol. Drinking intentions and drinking behaviour were
present; most of them already drank alcohol but they stop drinking after a small
amount; they expressed having an aversion to intoxication. Their perceived
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behavioural control/self-efficacy for a small amount of alcohol is expected to be
low in enjoyable situations together with friends, family, and parents, and to be
high for drinking large volumes of alcohol.
Hence, these key theories seem to be useful to explain the results of this thesis.
Moreover, with these key theories it was possible to reveal differences in the
determinants towards alcohol (drinking) of the five segments, which was
necessary to take into account when developing the segment-tailored
interventions. Two segments were chosen for intervention development: the
ordinaries and ordinary sobers. For the ordinaries, their positive attitude towards
alcohol (drinking), the social influence, i.e., perceived peer pressure to drink
alcohol, and their low self-efficacy for not drinking alcohol, i.e., it was difficult
for them to turn down an offered alcoholic drink, resulted in intentions to drink
alcohol, and thus in expected alcohol drinking behaviour. The ordinary sobers,
with their reserved attitude towards alcohol (drinking), with their perceived
social support due to parental rules, and with their high self-efficacy not to drink
alcohol, seem not to intend to drink alcohol. These insights were used for
formulating starting points for intervention development.
Intervention development
Due to time limitations, we choose to develop interventions for only two
segments. However, interventions could also have been developed based on
insights of the other three segments. The high spirits are a high risk group that
likes to drink alcohol and does not set limits on the amount of alcohol
consumed. Therefore, the focus of an intervention targeting the high spirits
could be to reduce their consumed amount of alcohol on one occasion to a more
responsible/healthy amount. An individual intervention, aimed at their personal
alcohol use and using motivational interviewing and personalised normative
feedback [7] would perhaps be more suitable for this segment than a group
intervention.
The socials are relatively older than the ordinaries, consciously sobers, and
ordinary sobers. Most of them already drink alcohol, they are interested in
alcohol but they have an aversion to intoxication. However, it appears that
young adults who go out for a drink e.g., the ordinaries and high spirits, drink
large volumes of alcohol on one occasion [38]. The socials also drink in public
places and thus go out for a drink, but do not drink large volumes of alcohol.
Therefore, for the socials, the focus of an intervention could be on the
maintenance of their responsible alcohol use and making them a role model for
the ordinaries and high spirits in this regard.
Most of the consciously sobers do not drink alcohol, are not interested in alcohol,
do not have hedonistic associations with alcohol, and do not think alcohol is
normal. It could be said that they are ‘principal non-drinkers’ for whom it is not
expected that they will develop irresponsible alcohol drinking behaviour. Based
on these insights, it might be possible that they do not need to be the target
group of an alcohol health education intervention because they are not at risk at
the moment and they are not expected to be at risk in the future. However,
since the audience segmentation study (see Chapter 3) was cross-sectional,
longitudinal studies are needed to determine this.
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Parental alcohol education
There is much evidence that parents have an influence on adolescent alcohol
drinking [39]. For example, parental disapproval of the drunkenness of their
child can decrease adolescents’ alcohol use [40] whereas mild parental attitudes
towards adolescent drinking have been shown to result in more excessive
drinking in adolescents [41]. Parents have an active role in monitoring the use
of alcohol by their child [42-45], in reducing the availability of alcohol at home
[26, 43], and in prohibiting their child from drinking alcohol [26, 45-47].
In this thesis, the evidence-based “PAS-intervention” [31], which contains a
parental intervention and an adolescent intervention, was adapted (see Chapter
7). The PAS-intervention was shown to only be effective when both parents and
adolescents are educated [26] and therefore, it is needed to educate both
groups. In this thesis, adaptation of the adolescent intervention was given
priority; we added newly developed intervention components for adolescents to
the PAS-intervention. The intervention for parents remained as in the original.
However, with the insight into the differences of alcohol-related attitudes and
behaviour of the five segments and the knowledge that parents have an
influence on adolescent alcohol drinking, it could also be a good choice to adapt
the parental intervention as well.
Such an intervention should contain several parts. First, the different alcoholrelated attitudes and behaviour of the five segments need to be discussed,
because this will enable parents to conduct their alcohol education in such a way
that it suits the alcohol-related attitudes and behaviour of their child. Second,
the importance of strict rule setting by parents needs to be discussed, because
strict rule setting was associated with increased self-control of adolescents,
which was found to delay the onset of drinking [48]. The parents of the ordinary
sobers already set strict rules. The parents of the high spirits and the socials
more often accept the alcohol drinking behaviour of their child and therefore
strict rule setting can be improved for the parents of these two segments. Third,
self-efficacy of parents, e.g., that they are able to conduct the alcohol education
at home in a good manner, needs to be strengthened; a lower self-efficacy was
shown to be related to higher levels of experienced worries by parents about the
alcohol use of their son/daughter, which predicted less effective alcohol-specific
parenting and a stronger increase in adolescents’ alcohol use [49]. This lower
self-efficacy could apply to the parents of the high spirits who more often think
than the parents of the other segments that their child needs to drink less, but
who also more often accept the alcohol drinking behaviour of their child.
In an intervention targeting parents, general information about the harm alcohol
can cause and about the necessity of setting strict rules by parents can be
educated to the parents. Also, in a group-session with an alcohol health
educator and/or the students’ tutor, attitude and behaviour based advice, per
segment, can be discussed with parents; parents can learn in what way they can
respond to certain alcohol-related attitudes or behaviour of their child. Moreover,
the contents of the interventions targeting adolescents (the Smartquiz alcohol
and the Cool Choice) can be explained to parents, so they are familiar with the
manner in which attitudes, social influence, and self-efficacy are discussed with
their son/daughter.
It is advised to educate parents about alcohol when parents are attending school
anyway, so that it is not an extra effort for parents to come to school. A good
example is to educate parents at the first parents’ meeting at the beginning of
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the school year, because it appeared that many parents usually attend this
parents’ meeting [32].
The quantitative results on the parent-child relationship (see Chapter 5) and the
qualitative results about the role of parents on adolescent alcohol use (see
Chapter 6) are based on self-reported answers by the adolescents. The
intervention components developed in this thesis are aimed at adolescents and
therefore self-reported answers by adolescents were needed. However, parents
and adolescents have differing opinions, e.g., about the average amount of
alcohol consumed by the child and about parental rules about alcohol [50].
Therefore, if interventions are to be developed for parents, it is needed to
conduct further research among parents in order to find out their opinion.
Limitations
In this thesis, quantitative and qualitative methods were used to answer the
research questions. Below, five study limitations of this thesis are discussed.
First, the results in this thesis and the intervention components developed are
probably culture and context dependent. For example: the Dutch drinking
culture is a relatively ‘wet’ drinking culture in which (heavy) drinking is the norm
and is socially accepted [43]. Besides, the Dutch minimum legal drinking age
used to be 16 until January 2014. The minimum legal drinking age was raised to
18 in January 2014 [51], a policy measure which intended to increase the age at
which adolescents start drinking alcohol and to reduce alcohol-related harm. At
the same time, the campaign “Nix 18” was launched, intended to create the
social norm that it is normal to stay sober until 18 [52]. The results found in this
thesis should be considered in light of the Dutch wet drinking culture and the
minimum legal drinking age which was 16 during data gathering. In order to
explore applications of social marketing based alcohol interventions in different
cultures/contexts, more research is needed in other countries. It is possible that
a different segmentation will be found in countries with a less ‘wet’ drinking
culture or that the same segments will be found with different segment sizes.
Moreover, it is possible that drinking norms and peer pressure will be less
evident in cultures in which heavy drinking is not the norm.
Second, the audience segmentation study in which the five segments were
identified based on their attitude towards alcohol was a first explorative analysis.
The questionnaire to determine the segment of adolescents was developed for
the audience segmentation study. Although this questionnaire is not yet
validated, the segments were significantly associated with alcohol consumption
(recent alcohol consumption and binge drinking) independently of sociodemographic characteristics. This can be seen as a first step in the process of
validation. However, more research is definitely needed to validate the
questionnaire.
Third, the study designs in which questionnaires were used for data collection
(the audience segmentation study and the Brabant Youth Health Monitor) were
cross-sectional. This means that causal relationships between the attitudes on
the one hand and use of alcohol by the five segments and the role of parents on
the other hand could not be studied. In another study it was shown that alcohol
use among adolescents increased over time [53]. This increased alcohol use
over time might also apply for the adolescents of the five segments, due to
possibly changed attitudes over time (attitudes is one of the determinants that
influence drinking intentions, and the intentions influence alcohol drinking
behaviour). If attitudes of the five segments change over time, it might be
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possible that adolescents move between segments over time. However, due to
the cross-sectional study design, we do not know this. Therefore, in order to
explore causality and in order to study whether alcohol-related-attitudes change
over time, and thus whether inter-segment movements occur over time between
the five segments, when adolescents grow older, longitudinal studies are
recommended.
Fourth, a total of 3,230 respondents for the segmenting study and of 12,375
respondents for the Brabant Youth Health Monitor completed the questionnaires,
which is a large absolute number of respondents. However, response rates for
the two surveys were relatively low, 46% and 44% respectively, despite two
reminders and an incentive. It is possible that the adolescents who completed
the questionnaires were not representative of all adolescents. However,
comparison percentages of recent alcohol use and binge drinking based on the
two datasets used for this thesis and on a national Dutch survey among
adolescents, showed that these do not differ much: 48% of the adolescents in
the audience segmentation study drank alcohol recently (see Chapter 3), 42% of
the adolescents in the Brabant Youth Health Monitor drank alcohol recently (see
Chapter 4) and 43% of the adolescents in the Dutch national survey drank
alcohol recently [54]. In the audience segmentation study, 35% of the
adolescents was a binge drinker (see Chapter 3), 31% of the adolescents in the
Brabant Youth Health Monitor was a binge drinker [55], and 30% of the
adolescents in the Dutch national survey was a binge drinker [54]. Based on
these percentages, it seems that adolescents in our datasets are representative
of Dutch adolescents regarding alcohol use.
Fifth and finally, in this thesis two intervention components were developed and
added to the evidence-based PAS-intervention which was proven to be effective.
The new intervention components, the Smartquiz alcohol and the Cool Choice,
were pretested for process and content (see Chapter 7). However, the effects of
these two new intervention components have not (yet) been studied. It is
advised to conduct an effect evaluation for both intervention components in a
new study, in which the short- and long-term effects on several outcome
measures, such as increased knowledge, changed attitudes, decreased peer
influences, increased parental rules and influences, increased self-efficacy to
make an independent choice, as well as changes in behaviour are determined.
Implications for policy, practice, and research
Implications for policy
In the introduction of this thesis, three approaches to alcohol policy are outlined:
supply reduction, demand reduction, and harm reduction. Alcohol policy seems
to be most effective when all three approaches are combined [6, 10, 11]. This
thesis is about demand reduction, i.e., about health education interventions for
adolescents and parents. However, it is important to combine the results of this
thesis with the other two approaches in alcohol policy.
Our study results and the process of segmenting a heterogeneous audience with
different alcohol attitudes into smaller and more homogeneous segments is of
value in order to tailor alcohol policy to that/those segment(s) who are most in
need of alcohol prevention and who are assumed to be able to be reached with
an alcohol health education intervention.
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Implications for practice
It is advised to implement the PAS-intervention (as described earlier) with the
Smartquiz alcohol and the Cool Choice as components of the PAS-intervention in
consultation with schools, and to involve schools at an early stage. This will
increase the goodwill and involvement of schools. Moreover, this will increase
the likelihood that the intervention will suit the school curriculum and that
enough time is reserved to conduct all the separate intervention components for
adolescents as well as for parents.
The Smartquiz alcohol and the Cool Choice are newly developed intervention
components. The Smartquiz alcohol has only been pretested once and the Cool
Choice twice. Although the three pretests were judged positively for content of
the intervention components as well as for the implementation process, it is
possible that the Smartquiz alcohol and the Cool Choice need to be adapted to
fine-tune these intervention components. During implementation of the
intervention components, recommendations to improve the components can be
gathered by health educators, who can communicate these recommendations to
the intervention developers. If needed, the intervention developers can adapt
the intervention components.
Furthermore, health educators could be made aware of the existence of the five
attitude-based segments to profit from the extensive insight into the five
segments and use this in their practice of alcohol health education. With this
insight they can try to tailor their health messages when educating adolescents
and parents in school-based prevention programmes.
Implications for research
In the limitations section, some implications for research were provided: to
study cross-cultural/context applications of the study results and intervention
components, to validate the questionnaire for determining the adolescent
segments, and to conduct a longitudinal study in order to examine causality and
inter-segment movement over time. Moreover, if a parental intervention, based
on our study results, is to be developed, it is advised to ask parents about their
opinion about the parent-child relationship and their role on the use of alcohol
by their son/daughter. Gaining insight into the opinion of adolescents and
parents about these aspects will create a fuller picture of our study results,
which is of added value in the event that a parental intervention is developed.
In this thesis the alcohol-related attitudes for the five segments were explored
and used for the development of segment-based alcohol health education
interventions. The method of segmenting a heterogeneous audience into more
homogeneous segments and gaining insight into these segments and what will
influence and motivate them could be of value in tackling health behaviours
other than alcohol, such as smoking behaviour, nutrition, physical activity, and
sexual behaviour.
Finally, in this thesis, the Smartquiz alcohol and the Cool Choice were developed
based on quantitative and qualitative insights into the ordinaries and ordinary
sobers. A next important step is to conduct an effect study, in order to
determine the effects in the short and long term on the reduction of peer
pressure and the increase in respect for the individual choices made by
adolescents. Furthermore, it is important to study the effects on several
outcome measures. Moreover, such a study should also address the added
effect(s) of the intervention components to the effects of the existing PASintervention.
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In Chapter 2, it was concluded that, based on our literature review, it was not
possible to make firm statements about the effectiveness of alcohol prevention
interventions based on the principles of social marketing. In this thesis, we tried
as good as in practice possible to develop social marketing alcohol health
education interventions (see Chapters 3-7). After conducting an effect study, it
should be possible to conclude whether the method of social marketing is of
value in the development of alcohol prevention interventions and in increasing
the effectiveness of demand reduction.
Conclusions
Using the social marketing method, it is possible to divide 12-18-year-old
adolescents into five attitude-based segments, to create deeper insight into the
segments, into the competition experienced for not drinking alcohol and into the
valued exchange. The segments differ from each other in attitudes, different
aspects of alcohol consumption, and leisure activities. Moreover the role of
parents and peers on alcohol drinking differs for the five segments. These intersegment differences provide starting points to define concrete behavioural goals,
to tailor alcohol health education interventions to one or more segment(s) and
to implement them in the practice of health promotion.
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Alcohol is popular among adolescents in Europe. About 4% of all 11-year-old
European adolescents and 8% of all 13-year-old European adolescents drank at
least once a week. Alcohol use increases during adolescence. Among adolescents
aged 15–16 years, 87% have ever drunk alcohol, 57% have drunk alcohol in the
last month, and 21% drank it at least once a week. These percentages also
apply in general to Dutch adolescents: in 2011, 70% of all 12–18-year-old
adolescents had ever drunk alcohol and 43% had drunk alcohol in the last
month.
Adolescent alcohol drinking might cause harm, such as increased risk of
neurological (brain) damage, dependency or addiction in later life, and
involvement in risky sexual behaviour which can lead to sexually transmitted
diseases and HIV infection. Moreover, adolescents are also at increased risk of
alcohol poisoning, and alcohol use can cause problems such as violence, traffic
accidents, and nuisance.
In order to reduce adolescent alcohol consumption or to reduce alcohol-related
harm, three approaches to alcohol policy can be distinguished: supply reduction,
harm reduction, and demand reduction. Supply reduction measures are aimed at
limiting the availability of alcohol, e.g., by raising the minimum legal drinking
age or by increasing the price of alcoholic beverages. Harm reduction aims to
minimise the harm and risks which drinking alcohol can cause. Examples of
harm reduction include educating bar staff to sell alcohol in a responsible way,
and interventions that reduce accidents, injury, and violence. Demand reduction
is aimed at influencing adolescents' demand for alcohol by increasing their
knowledge and awareness of the harm alcohol can cause, and by changing
alcohol-related attitudes and drinking behaviour; alcohol education plays an
important role in this approach.
Demand reduction (alcohol health education) is a popular but less effective
alcohol policy measure; therefore it is worthwhile exploring whether the
effectiveness of alcohol health education can be inproved. The social marketing
method was assumed to be of value in changing alcohol-related attitudes and
behaviour. This method has eight principles: 1) customer orientation, 2)
behaviour and behavioural goals, 3) theory based, 4) insight, 5) exchange, 6)
competition, 7) segmentation, and 8) methods mix. In the Netherlands, a social
marketing alcohol health education intervention does not yet exist. Therefore,
the aim of this thesis was to explore the potential for developing alcohol health
education interventions based on the social marketing method. The following
research questions were formulated for this investigation:
1. What can be found in the literature about the effectiveness of alcohol
prevention interventions based on the principles of social marketing?
2. What are the characteristics of the identified alcohol-attitude segments
for several aspects of alcohol consumption, and who are the important
persons and what issues are important to the five segments?
3. How do the segments differ in the quality of the parent–child
relationship and the attitude(s) of parents regarding the drinking
behaviour of their children, and in what way is the relationship between
the quality of the parent–child relationship and alcohol use different for
each of the distinguished segments?
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4. What do the adolescents express about their attitudes towards alcohol
and the use of alcohol, and what do they express about the role of
parents and peers on alcohol use amongst these segments?
5. How can all the quantitative and qualitative insights of the distinguished
segments be brought together and integrated into social marketing
alcohol health education interventions?
For this study, two quantitative datasets and one qualitative dataset were used.
The first dataset is based on a questionnaire with questions about values and
attitudes towards alcohol, alcohol consumption, and socio-demographic
characteristics. In total, 3,230 12-18-year-olds completed this questionnaire in
2009. This dataset was used for the studies in Chapters 3 and 4. The second
dataset is based on the online version of the ‘Brabant Youth Health Monitor’,
with questions about e.g. physical health, mental health, experienced health,
well-being, and lifestyle. In total, 12,375 12-18-year-olds completed this
questionnaire via the internet in 2011. This dataset was used for the studies in
Chapters 4 and 5. The third dataset consists of data from six focus groups with
in total 37 adolescents aged 12-17, the results of which were used for the study
in Chapter 6.
In Chapter 2, a literature review is presented in which the effectiveness of
alcohol prevention interventions based on the principles of social marketing was
studied. Searches were done in four databases, PubMed, PsychInfo, Cochrane,
and Scopus, with the key words (“social marketing”[MeSH Terms] OR “social
marketing”[All Fields]) AND (alcohol OR drinking behavior). In total, 274 studies
were retrieved and reviewed by two or three researchers independently from
each other. The full texts of potentially relevant studies were screened. Six
studies met the inclusion criteria and were included in the review study. Two
studies showed some effects on alcohol-related attitudes and behaviour and four
studies showed associations. However we were not able to conclude from the six
studies that alcohol prevention interventions based on the social marketing
method changed alcohol-related attitudes and behaviour; this was because the
study designs of the included studies showed shortcomings. More research with
sound methodology is needed.
In Chapter 3, the results of an audience segmentation study are described, in
which adolescents aged 12-18 years were segmented based on their attitudes
towards alcohol. Five attitude-based segments could be distinguished: the
ordinaries (42%), the high spirits (22%), the consciously sobers (17%), the
ordinary sobers (11%), and the socials (8%). These segments differed according
to five attitude factors: aversion to intoxication, alcohol as norm, need for
approval, hedonistic associations, and lack of interest in alcohol. The ordinaries
think alcohol is the norm, have hedonistic associations with alcohol, and are
interested in alcohol. The high spirits have hedonistic associations with alcohol,
are very interested in alcohol, and do not have an aversion to intoxication. The
consciously sobers do not think alcohol is normal and do not have hedonistic
associations with alcohol, neither are they interested in alcohol. The ordinary
sobers are not interested in alcohol and have an aversion to intoxication, but
they also think that alcohol is normal and have slight hedonistic associations
with alcohol. Finally, the socials have a strong need for approval, are interested
in alcohol, but have an aversion to intoxication. Also, recent alcohol drinking and
binge drinking differed for the five segments independent of socio-demographic
variables.

167

168

Summary

In Chapter 4, these five segments are explored further. For each segment,
several aspects of alcohol consumption, persons who are important and
important issues were studied. The results showed differences between the five
segments. The high spirits bought alcohol themselves significantly more often
than the other segments. The ordinary sobers got alcohol significantly more
often from parents than the high spirits, and the socials more often than the
ordinaries and the high spirits. The ordinaries and high spirits preferred to drink
alcohol outside their own home, whereas the other three segments also drank at
home with others. All segments preferred to drink alcohol with friends. Finally,
parents and family were most important for all segments. Similarities and
differences between the five segments were found, which offered starting points
for developing tailored interventions for the segments.
In Chapter 5, it is questioned whether the quality of the parent-child
relationship and the attitude of parents towards adolescent alcohol drinking
differs for the five segments. Moreover, it is examined whether the association
between the quality of the parent-child relationship and alcohol use is different
for the segments. The consciously sobers, ordinary sobers, and socials reported
to have a significantly better parent-child relationship compared to the
ordinaries and the high spirits. Parents of the high spirits and socials more often
accepted the alcohol consumption of their child than parents of the ordinaries
and the consciously sobers. Moreover, the parents of the high spirits thought
their child needs to drink less but discouraged the alcohol drinking behaviour of
their child less often, compared to parents of the ordinaries, consciously sobers,
and ordinary sobers. Also, significant associations were found between the
quality of the parent-child relationship and the life-time and recent alcohol use
and binge drinking. The strongest associations were found for life-time alcohol
use, suggesting that parents appear to play the most important role in
preventing the initiation of alcohol use. The interaction between the quality of
the parent-child relationship and the segments was only significant in the case
of binge drinking, indicating that for heavy drinking especially, the role of
parents differs across the five segments.
In this thesis, alcohol health education interventions were developed based on
the insights into two segments. In an expert meeting with public health
professionals a well-considered choice was made to develop interventions based
on insights into the ordinaries and ordinary sobers. In Chapters 3-5, many
insights were provided into these two segments based on quantitative research.
Qualitative research created an even deeper insight into the ordinaries and
ordinary sobers, which was needed to find starting points for the development of
segment-based interventions. The attitude towards alcohol and alcohol use of
these two segments were explored in focus groups, as well as the role of parents
and peers, which is described in Chapter 6. Most of the ordinaries reported
already drinking alcohol, which they experienced as being fun and relaxing.
Curiosity played a role in the initiation of alcohol use. For them, peer pressure
played an important role; it was difficult for them not to drink when peers were
drinking. Some ordinaries reported that their parents set rules whereas other
ordinaries reported that their parents did not set rules and only advised their
child not to drink too much. Most of the ordinary sobers did not drink alcohol.
They reported that they did not feel the need to drink alcohol. Most parents set
strict rules and prohibited the use of alcohol before the age of 16. Peers of
ordinary sobers respected their choice not to drink alcohol. Using the differences
between the ordinaries and ordinary sobers, starting points for health education

Summary

interventions were formulated. Important starting points for interventions
targeting the ordinaries are reducing perceived peer pressure and helping them
to learn to make their own choices. For the ordinary sobers, an important
starting point includes enabling them to express to others that they do not feel
the need to drink alcohol. Starting points for parents include setting strict rules,
restricting alcohol availability at home and monitoring their children’s alcohol
use.
In the previous chapters, many insights were gained into the characteristics of
the five segments, and specifically into the ordinaries and ordinary sobers. In
Chapter 7, all these insights are integrated and, on the basis of these, two
social marketing alcohol health education interventions were developed. Taking
the starting points for interventions for adolescents described in Chapter 6,
intervention ideas were formulated by a brainstorm-team, and these ideas were
discussed in meetings with members of the management of a high school and in
focus groups with ordinaries and ordinary sobers. The first intervention idea
includes an interactive digital quiz in class, using the smartphones of the
students. The second idea combines energetic games with serious information
about peer pressure and self-efficacy. Based on these two interventions ideas,
the ‘Smartquiz alcohol: a fresh quiz about choices’ and the ‘Cool Choice – be a
hero, go zero’ were developed and pretested. They were also added to an
evidence-based Dutch intervention (the PAS-intervention).
In Chapter 8, the main findings of this thesis are summarised and reflected on.
In addition, the methodological limitations and implications for policy, practice,
and research are discussed. The aim of this thesis was to explore the potential
for developing alcohol health education interventions, based on the social
marketing method. There are three main findings from this thesis.
First, in a literature review, it was demonstrated that it is too early to conclude
that alcohol prevention based on the principles of social marketing could change
alcohol-related attitudes and behaviour. Two studies seemed to show some
effects and four studies seemed to show some associations. However, the study
designs of the included studies showed shortcomings. Although, at the moment,
there is little scientific evidence for social marketing (interventions), it becomes
more common as a health strategy in several countries. Therefore it is important
to gain more scientific evidence. In our literature search, it was not (always)
evident that the interventions in the studies found were developed based on the
eight social marketing principles. Some studies explained some of the social
marketing criteria used explicitly; some studies only used the term social
marketing without an explanation of the principles used. This made it difficult to
judge whether an intervention was a ‘real’ social marketing intervention.
Second, to determine whether social marketing is of use in alcohol health
education, we developed social marketing health education interventions for two
of the five segments, with the application of all eight social marketing principles,
to make sure that we developed a ‘real’ social marketing intervention. Dutch
adolescents of 12-18 years were divided into five segments based on their
attitudes towards alcohol. In several quantitative and qualitative studies, many
insights were gained into their attitudes towards alcohol and into the alcohol use
of the five segments, and also about the role of parents and peers in this. Based
on these insights, starting points for interventions could be formulated, i.e.,
making adolescents aware of peer pressure, enabling them to express that they
do not feel the need to drink alcohol, increasing their self-efficacy to make their
own choices, and increasing the mutual respect among adolescents. From these
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starting points intervention ideas were formulated and two social marketing
alcohol health education interventions were developed: the ‘Smartquiz alcohol: a
fresh quiz about choices’ and the ‘Cool Choice – be a hero, go zero’. Third and
finally, after the intervention development, an effect study with a sound
methodology needs to be conducted, in order to be able to conclude whether the
use of the social marketing method is indeed of use in alcohol health education.
In health promotion, several key theories exist by which health behaviour can be
explained, i.e., the “A(ttitudes) S(ocial influence) (s)E(lf-efficacy)”- model (ASE
model), the “Theory of Planned Behavior”, and the “Social Cognitive Theory”.
These key theories seem to be useful to explain the constructs found in the
study results of this thesis. For each segment, the attitudes, social influence,
self-efficacy, and intentions to drink are described, which generated important
insights for the intervention development. It was decided to develop tailored
interventions based on the insights into the ordinaries and ordinary sobers.
However, other segments could also have been chosen for intervention
development. Possible starting points for interventions aimed at the other three
segments are described. Furthermore, in this thesis, two social marketing
alcohol health education interventions were developed targeting adolescents and
added the effective PAS-intervention. However, parents also appeared to have
an influence on adolescent alcohol drinking. Moreover, the PAS-intervention was
shown to be only effective when both parents and adolescents are educated.
Therefore, it is needed to educate both groups. The PAS-intervention also
contains a parental intervention which remained original. It could be a good
choice to adapt the parental intervention as well, with the insights into the
differences of alcohol-related attitudes and behaviour of the five segments.
The results of this thesis should be considered with some methodological
limitations in mind. These were that findings in this thesis seem to be culture
and context dependent and are cross-sectional; therefore, causality could not be
explored. Also, findings of the two quantitative datasets are based on relatively
low response rates, and the two developed interventions have not (yet) been
evaluated for their effect.
From the results of this thesis, some implications for policy, practice, and
research can be provided. Policymakers could tailor alcohol policy to adolescents
in that/those segment(s) most in need of alcohol prevention and who are
assumed to be able to be reached with a tailored alcohol health education
intervention. Also, practitioners could tailor their health messages when
educating adolescents and parents, e.g., in school-based programmes. For
research, it is advised to conduct an effect study on the two new intervention
components.
To conclude, using the social marketing method, it is possible to divide 12-18year-old adolescents into five attitude-based segments, to create deeper insight
into the segments, into the competition experienced for not drinking alcohol and
into the valued exchange. The segments differ from each other in attitudes,
different aspects of alcohol consumption, and leisure activities. Moreover the
role of parents and peers on alcohol drinking differs for the five segments. These
inter-segment differences provide starting points to define concrete behavioural
goals, to tailor alcohol health education interventions to one or more segment(s)
and to implement them in the practice of health promotion.
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Alcohol is populair onder Europese jongeren. Ongeveer 4% van alle elfjarige
Europese jongeren en 8% van alle dertienjarige Europese jongeren dronk
minimaal eens per week. Alcoholgebruik neemt toe tijdens de adolescentie.
Onder jongeren van 15-16 jaar dronk 87% ooit alcohol, dronk 57% alcohol in de
afgelopen maand en dronk 21% minimaal eens per week. Deze percentages zijn
ook van toepassing op Nederlandse jongeren; in 2011 had 70% van alle 12- tot
18-jarigen wel eens alcohol gedronken en 43% dronk alcohol in de afgelopen
maand.
Alcoholgebruik door jongeren kan schade veroorzaken. Zo is er een verhoogd
risico op neurologische (hersen)schade, een verhoogd risico om later afhankelijk
of verslaafd te worden en om risicovol seksueel gedrag te vertonen wat kan
leiden tot seksueel overdraagbare aandoeningen en Hiv-besmetting. Ook is er
voor adolescenten een verhoogd risico op alcoholvergiftiging. Daarnaast kan
alcoholgebruik problemen veroorzaken zoals geweld, verkeersongevallen en
overlast.
Er zijn drie beleidsbenaderingen waarmee alcoholgebruik door jongeren of
alcoholgerelateerde schade verminderd kunnen worden: vermindering van het
aanbod, vermindering van schade en vermindering van de vraag. Maatregelen
om het aanbod te verminderen zijn gericht op het verminderen van de
beschikbaarheid van alcohol, bijvoorbeeld door de minimumleeftijd voor alcohol
te verhogen of door de prijs van alcohol te verhogen. De maatregel van
vermindering van schade richt zich op het minimaliseren van schade en risico’s
die gepaard kunnen gaan met het drinken van alcohol. Voorbeelden van
schadevermindering zijn het voorlichten van barpersoneel hoe zij op een
verantwoordelijke manier alcohol kunnen schenken en interventies die
ongevallen, letsel en geweld kunnen verminderen. Vermindering van de vraag
richt zich op het beïnvloeden van de vraag van adolescenten naar alcohol door
hun kennis en bewustzijn te vergroten over de mogelijke schade van alcohol en
door
alcoholgerelateerde
attitude
en
gedrag
te
veranderen;
gezondheidsbevordering over alcohol neemt een belangrijke plaats in bij deze
benadering.
Vermindering van de vraag (gezondheidsbevordering over alcohol) is een
populaire maar minder effectieve beleidsmaatregel voor alcohol en daarom is
het zinvol om te onderzoeken of de effectiviteit van gezondheidsbevordering
over alcohol verhoogd kan worden. Verondersteld werd dat de methode sociale
marketing, bestaande uit acht principes: 1) focus op de doelgroep 2) gedrag en
gedragsdoelen 3) gebaseerd op theorie 4) diep inzicht 5) kosten-baten analyse
6) concurrentie-analyse 7) (doelgroep) segmentatie en 8) marketingmix van
waarde kan zijn in het veranderen van alcoholgerelateerde attitude en gedrag.
Echter, in Nederland bestaat er nog geen gezondheidsbevorderende
alcoholinterventie die is ontwikkeld met de methodiek sociale marketing.
Daarom was het doel van dit proefschrift om de mogelijkheid te onderzoeken of
gezondheidsbevorderende alcoholinterventies ontwikkeld kunnen worden
gebaseerd op de methode sociale marketing. De volgende onderzoeksvragen
zijn geformuleerd:
1. Wat kan er in de literatuur worden gevonden over de effectiviteit van
preventieve alcoholinterventies die gebaseerd zijn op de principes van
sociale marketing?

Samenvatting

2. Wat zijn de eigenschappen van de geïdentificeerde, op alcohol-attitude
gebaseerde segmenten voor verschillende aspecten van alcoholgebruik
en wie zijn belangrijke personen en wat zijn belangrijke zaken voor de
vijf segmenten?
3. Op welke manier verschillen de segmenten in de kwaliteit van de ouderkindrelatie en de houding van ouders over het drinkgedrag van hun kind
en op welke manier verschilt de relatie tussen de kwaliteit van de ouderkindrelatie en alcoholgebruik voor de onderscheiden segmenten?
4. Wat vertellen de jongeren over hun houding over alcohol en over het
drinken van alcohol en wat vertellen ze over de rol van ouders en
vrienden op het alcoholgebruik van deze segmenten?
5. Op welke manier kunnen de kwantitatieve en kwalitatieve inzichten van
de onderscheiden segmenten worden samengebracht en geïntegreerd in
gezondheidsbevorderende alcoholinterventies die worden ontwikkeld
met de methodiek sociale marketing?
Voor dit proefschrift zijn twee kwantitatieve datasets en een kwalitatieve dataset
gebruikt. De eerste dataset is gebaseerd op een vragenlijst met vragen over
waarden en attitude over alcohol, alcoholgebruik en socio-demografische
kenmerken. In totaal vulden 3.230 jongeren van 12-18 jaar deze vragenlijst in
(in 2009). Deze dataset is gebruikt voor de studies in Hoofdstuk 3 en 4. De
tweede dataset is gebaseerd op de online versie van de Brabantse
Jeugdmonitor. In totaal vulden 12.375 jongeren van 12-18 jaar deze vragenlijst
in, in 2011, met vragen over fysieke gezondheid, mentale gezondheid, ervaren
gezondheid, welzijn en leefstijl. Deze dataset is gebruikt voor de studies in
Hoofdstuk 4 en 5. De derde dataset bestaat uit zes focusgroepen met in totaal
37 jongeren van 12-17 jaar, waarvan de resultaten zijn gebruikt voor de studie
in Hoofdstuk 6.
In Hoofdstuk 2 staat een literatuuronderzoek beschreven waarin de effectiviteit
van preventieve alcoholinterventies die zijn ontwikkeld met de principes van
sociale marketing is bestudeerd. Vier databases zijn doorzocht, namelijk
PubMed, PsychInfo, Cochrane en Scopus, waarbij de volgende zoektermen zijn
gebruikt: (“social marketing”[MeSH Terms] OR “social marketing”[All Fields])
AND (alcohol OR drinking behavior). In totaal zijn er 274 studies gevonden
welke door twee of drie onderzoekers, onafhankelijk van elkaar, zijn beoordeeld.
De volledige tekst van mogelijk relevante studies is gescreend. Zes studies
voldeden aan de inclusiecriteria en zijn in het literatuuronderzoek geïncludeerd.
Twee studies lieten een aantal effecten zien op alcoholgerelateerde attitude en
gedrag en vier studies lieten associaties zien. Echter, op basis van deze zes
studies kon niet geconcludeerd worden dat preventieve alcoholinterventies die
zijn ontwikkeld met de methode sociale marketing alcoholgerelateerde attitude
en/of gedrag verandert omdat de onderzoeksopzet van de geïncludeerde studies
beperkingen liet zien. Verder onderzoek met een goede methodologie is nodig
om harde uitspraken te kunnen doen hierover.
In Hoofdstuk 3 zijn de resultaten beschreven van een doelgroepsegmentatiestudie waarbij jongeren van 12-18 jaar zijn gesegmenteerd op basis van hun
attitude over alcohol. Vijf segmenten zijn onderscheiden: de socialen (42%), de
uitbundigen (22%), de bewust frissen (17%), de nuchteren (11%) en de
genieters (8%). Deze vijf segmenten verschilden op vijf houdingsfactoren van
elkaar: ‘afkeer van dronkenschap’, ‘alcohol als norm’, ‘behoefte aan waardering’,
‘hedonistische associaties’ en ‘desinteresse in alcohol’. De socialen vinden dat
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alcohol de norm is, hebben hedonistische associaties met alcohol en zijn
geïnteresseerd in alcohol. De uitbundigen hebben hedonistische associaties met
alcohol, zijn zeer geïnteresseerd in alcohol en hebben geen afkeer van
dronkenschap. De bewust frissen vinden niet dat alcohol de norm is, hebben
geen hedonistische associaties met alcohol en ook geen interesse in alcohol. De
nuchteren zijn niet geïnteresseerd in alcohol en hebben een afkeer van
dronkenschap maar denken wel dat alcohol de norm is en hebben lichte
hedonistische associaties met alcohol. De socialen hebben een sterke behoefte
aan waardering, zijn geïnteresseerd in alcohol maar hebben een afkeer van
dronkenschap. Naast attitude verschilden de segmenten van elkaar in recent
alcoholgebruik en binge drinken, onafhankelijk van socio-demografische
variabelen.
In Hoofdstuk 4 is verder onderzoek gedaan naar deze vijf segmenten. Hierbij is
per segment gekeken naar verschillende aspecten van alcoholgebruik en naar
wie belangrijke personen en wat belangrijke zaken zijn. Resultaten lieten
verschillen zien tussen de vijf segmenten. Uitbundigen kochten vaker zelf
alcohol vergeleken met de andere segmenten. Nuchteren kregen vaker alcohol
van ouders dan uitbundigen en genieters vaker dan de socialen en uitbundigen.
De socialen en uitbundigen gaven er de voorkeur aan om ergens anders dan
thuis alcohol te drinken terwijl de andere drie segmenten ook wel thuis met
anderen alcohol dronken. Alle segmenten prefereerden om alcohol samen met
vrienden te drinken. Ouders en familie waren voor alle segmenten het meest
belangrijk. Tussen de vijf segmenten zijn overeenkomsten en verschillen
gevonden die aanknopingspunten boden voor het ontwikkelen van interventies
op maat voor de segmenten.
In Hoofdstuk 5 is nagegaan of de kwaliteit van de ouder-kindrelatie en de
houding van ouders over alcoholgebruik van jongeren verschilt voor de vijf
segmenten. Ook is nagegaan of de associatie tussen de kwaliteit van de ouderkindrelatie en alcoholgebruik verschilt voor de geïdentificeerde segmenten. De
bewust frissen, nuchteren en genieters gaven aan dat zij een significant betere
ouder-kindrelatie hebben vergeleken met de socialen en uitbundigen. Ouders
van de uitbundigen en genieters accepteerden het alcoholgebruik van hun kind
vaker vergeleken met ouders van socialen en bewust frissen. Bovendien dachten
ouders van de uitbundigen dat hun kind minder zou moeten drinken maar
ontmoedigden zij het alcoholgebruik van hun kind minder vaak vergeleken met
ouders van de socialen, bewust frissen en nuchteren. Significante associaties
zijn gevonden tussen de kwaliteit van de ouder-kindrelatie en ooit en recent
alcoholgebruik en binge drinken. De sterkste associaties zijn gevonden voor
ooit-gebruik van alcohol wat suggereert dat ouders een belangrijke rol spelen in
het uitstellen van het beginnen met drinken van alcohol. De interactie tussen de
kwaliteit van de ouder-kindrelatie en de segmenten was alleen significant voor
binge drinken, wat suggereert dat de rol van ouders vooral voor zwaar drinken
verschilt onder de vijf segmenten.
In dit proefschrift zijn gezondheidsbevorderende alcoholinterventies ontwikkeld
op basis van de inzichten in twee segmenten. In een expertmeeting met public
health-professionals is een weloverwogen keuze gemaakt om interventies te
ontwikkelen op basis van de inzichten in de socialen en de nuchteren. In de
Hoofdstukken 3-5 is veel inzicht in deze twee segmenten verkregen op basis van
kwantitatieve studies. Echter, kwalitatief onderzoek creëerde diepgaand inzicht
in de socialen en nuchteren, wat nodig was om aanknopingspunten te vinden om
interventies te ontwikkelen op basis van deze segmenten. Daarom zijn er met
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socialen en nuchteren focusgroepen gehouden waarin de attitude over alcohol
en het alcoholgebruik van deze twee segmenten is onderzocht en ook de rol die
ouders en vrienden hierin spelen. De resultaten van deze focusgroepen staan
beschreven in Hoofdstuk 6. De meeste socialen gaven aan dat zij al alcohol
dronken. Het drinken van alcohol ervoeren zij als gezellig en ontspannend.
Nieuwsgierigheid speelde een rol bij het beginnen met het drinken van alcohol.
Voor de socialen speelde groepsdruk een belangrijke rol; zij vonden het moeilijk
om geen alcohol te drinken als vrienden dit wel deden. Een aantal socialen gaf
aan dat hun ouders regels stelden terwijl andere socialen vertelden dat hun
ouders geen regels stelden en dat zij alleen adviseerden om niet teveel te
drinken. De meeste nuchteren dronken (nog) geen alcohol. Zij gaven aan dat zij
geen behoefte voelen om alcohol te drinken. De meeste ouders stelden
duidelijke regels en verboden hun kind om alcohol te drinken voor de leeftijd
van 16 jaar. Vrienden van nuchteren respecteerden de keuze van de nuchteren
om geen alcohol te drinken. Op basis van de verschillen tussen de socialen en
nuchteren zijn aanknopingspunten voor gezondheidsbevorderende interventies
geformuleerd. Belangrijke aanknopingspunten voor een interventie bedoeld voor
de socialen zijn het verminderen van ervaren groepsdruk en het aanleren om
een eigen keuze te maken. Voor de nuchteren is een belangrijk aanknopingspunt
om hen in staat te stellen om tegen anderen te uiten dat zij geen behoefte
voelen om alcohol te drinken. Aanknopingspunten voor ouders omvatten het
stellen van duidelijke regels, het beperken van de beschikbaarheid van alcohol
thuis en het controleren van het alcoholgebruik van zoon/dochter.
In de voorgaande hoofdstukken zijn veel kenmerken en inzichten verkregen in
de vijf segmenten en specifiek in de socialen en nuchteren. In Hoofdstuk 7 zijn
al deze inzichten met elkaar geïntegreerd en op basis van deze inzichten zijn
twee gezondheidsbevorderende alcoholinterventies ontwikkeld waarbij de
methode sociale marketing is toegepast. Een brainstormteam formuleerde
interventie-ideeën op basis van de aanknopingspunten voor interventies voor
jongeren die in Hoofdstuk 6 zijn beschreven. Deze interventie-ideeën zijn
besproken in bijeenkomsten met leden van het managementteam van een
Voortgezet Onderwijs-school en in focusgroepen met socialen en nuchteren. Het
eerste interventie-idee omvat een interactieve digitale quiz die in de klas wordt
uitgevoerd en waarbij leerlingen hun smartphone gebruiken. Het tweede idee
combineert energieke spellen met serieuze informatie over groepsdruk en eigeneffectiviteit om een eigen keuze te maken. Op basis van deze twee interventieideeën zijn de ‘Smartquiz alcohol: een frisse quiz over keuzes’ en de ‘Cool
Choice – be a hero, go zero’ ontwikkeld. Voor beide interventies is een pretest
uitgevoerd. Ook zijn beide interventies toegevoegd aan een Nederlandse
evidence-based interventie (de PAS-interventie).
In Hoofdstuk 8 zijn de belangrijkste bevindingen van dit proefschrift
samengevat en is hierop gereflecteerd. Ook zijn methodologische beperkingen
en implicaties voor beleid, praktijk en onderzoek besproken. Het doel van dit
proefschrift
was
te
onderzoeken
of
het
mogelijk
was
om
gezondheidsbevorderende alcoholinterventies te ontwikkelen met gebruikmaking
van de principes van sociale marketing. Drie belangrijke bevindingen kwamen
voort uit dit proefschrift.
Ten eerste bleek uit de reviewstudie dat het te vroeg was om te concluderen dat
alcoholpreventie die gebaseerd is op de methodiek sociale marketing
alcoholgerelateerde attitude en gedrag kan veranderen. Twee studies toonden
een aantal effecten aan en vier studies toonden een aantal associaties aan.
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Echter, de onderzoeksdesigns van de geïncludeerde studies vertoonden
tekortkomingen. Ondanks dat er op dit moment weinig wetenschappelijk bewijs
is voor sociale marketing (interventies) wordt het wel steeds meer gebruikt als
een gezondheidsstrategie in verschillende landen. Daarom is het belangrijk om
meer wetenschappelijk bewijs te krijgen. In de literatuurreview was het niet
(altijd) duidelijk of de interventies van desbetreffende studies waren ontwikkeld
met alle acht sociale marketing pricipes. In een aantal studies was expliciet
toegelicht welke van de acht sociale marketing criteria waren gebruikt voor de
interventie. Echter, in een aantal studies was alleen de term sociale marketing
genoemd zonder een uitleg over welke principes waren gebruikt. Dat maakte het
moeilijk om te beoordelen of een interventie een ‘echte’ sociale marketing
interventie was. Ten tweede, om te kunnen beoordelen of de toepassing van
sociale marketing in alcoholpreventie nut heeft, hebben we alcoholinterventies
ontwikkeld waarbij alle acht principes van sociale marketing zijn toegepast.
Nederlandse jongeren van 12-18 jaar zijn verdeeld in vijf segmenten op basis
van hun attitude over alcohol. In meerdere kwantitatieve en kwalitatieve studies
is inzicht verkregen in de houding over alcohol en het alcoholgebruik van deze
vijf segmenten en ook in de rol die ouders en vrienden hierin spelen. Op basis
van deze inzichten zijn aanknopingspunten voor interventies geformuleerd:
jongeren bewust maken van groepsdruk, hen in staat stellen te uiten dat ze
geen behoefte voelen om alcohol te drinken, hun eigen-effectiviteit vergroten
zodat ze een eigen keuze kunnen maken en wederzijds respect onder jongeren
vergroten. Op basis van deze aanknopingspunten zijn interventie-ideeën
geformuleerd en zijn twee gezondheidsbevorderende interventies over alcohol
ontwikkeld daarbij gebruik makend van de acht principes van sociale marketing:
de ‘Smartquiz alcohol: een frisse quiz over keuzes’ en de ‘Cool Choice – be a
hero, go zero’. Ten derde, na de interventieontwikkeling dient een
effectevaluatie met een solide onderzoeksopzet uitgevoerd te worden om harde
uitspraken te kunnen doen over het nut van sociale marketing in
alcoholpreventie.
Er bestaat een aantal belangrijke gezondheidsbevorderende theorieën waarmee
gezondheidsgedrag kan worden verklaard, namelijk het “A(ttitude) S(ociale
invloed) E(igen-effectiveit)”-model (“ASE-model”), de “Theorie van gepland
gedrag” en de “Sociaal-Cognitieve Theorie”. Deze drie belangrijke theorieën
lijken van nut te zijn om de constructen die zijn gevonden in de studieresultaten
te verklaren. Per segment zijn de attitude, sociale invloed, eigen-effectiviteit en
intentie om alcohol te drinken beschreven, wat belangrijke inzichten opleverde
voor de interventieontwikkeling.
Er is in dit proefschrift voor gekozen om interventies te ontwikkelen voor de
socialen en de nuchteren. Echter, het is ook denkbaar dat andere segmenten
waren gekozen voor de interventie-ontwikkeling. Mogelijke aanknopingspunten
voor de andere drie segmenten staan beschreven.
Tenslotte
is
in
dit
proefschrift
de
ontwikkeling
van
twee
gezondheidsbevorderende alcoholinterventies, die bedoeld zijn voor jongeren en
waarbij gebruik is gemaakt van de methode sociale marketing, beschreven.
Deze interventies zijn toegevoegd aan de effectieve PAS-interventie. Echter,
ouders bleken ook een belangrijke invloed te hebben op alcoholgebruik door
jongeren. Bovendien bleek de PAS-interventie alleen effectief te zijn als zowel
ouders als jongeren werden voorgelicht. Daarom is het belangrijk om beide
groepen voor te lichten. De PAS-interventie bestaat uit een oudercomponent en
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uit een leerlingcomponent. De oudercomponent is niet aangepast op basis van
de resultaten van dit onderzoek. Geadviseerd wordt om ook de oudercomponent
van de PAS-interventie aan te passen met de inzichten in de verschillen in
alcoholgerelateerde attitude en gedrag tussen de vijf segmenten.
Een aantal methodologische beperkingen is van toepassing op de resultaten van
dit proefschrift. Beperkingen zijn dat de resultaten cultuur- en contextafhankelijk
lijken te zijn en dat de resultaten cross-sectioneel zijn waardoor oorzakelijkheid
niet kon worden onderzocht. Andere beperkingen zijn dat het responspercentage
voor de beide kwantitatieve datasets relatief laag was en dat de twee
ontwikkelde interventies (nog) niet op effect zijn onderzocht.
Een aantal implicaties voor beleid, praktijk en onderzoek is beschreven op basis
van de resultaten in dit proefschrift. Zo kunnen beleidsmakers alcoholbeleid op
maat maken voor het (de) segment(en) die alcoholpreventie het hardst nodig
hebben en van wie wordt verondersteld dat ze bereikt kunnen worden met een
bij dat segment passende gezondheidsbevorderende alcoholinterventie.
Uitvoerders kunnen hun voorlichtingsboodschap op maat voor de segmenten
maken als ze jongeren en ouders voorlichten, bijvoorbeeld op school. Een
belangrijke aanbeveling voor onderzoek is om een effectstudie uit te voeren
voor de twee nieuwe interventies.
Concluderend: met de methodiek sociale marketing is het mogelijk jongeren van
12-18 jaar in te delen in vijf segmenten op basis van hun houding over alcohol,
is het mogelijk om diep inzicht te creëren in de segmenten en competitie die
ervaren is om geen alcohol te drinken en in de gewaardeerde uitruil. Deze vijf
segmenten verschillen van elkaar in hun houding over alcohol, op verschillende
aspecten van alcoholgebruik en op vrijetijdsbesteding. Ook verschilt de rol van
ouders en vrienden op alcoholgebruik voor de vijf segmenten. Deze verschillen
tussen de vijf segmenten leiden tot aanknopingspunten om concrete
gedragsdoelstellingen te formuleren en om een gezondheidsbevorderende
alcoholinterventie op maat te maken voor een of meerdere segmenten. Deze op
maat gemaakte interventies kunnen worden geïmplementeerd in de
gezondheidsbevorderende praktijk.
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onderzoeksopzet schrijven en literatuur zoeken? Waar zal ik beginnen? Nu, vier
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stromende regen op je vrije dag naar Tranzo voor een overleg. In het
schrijfproces van de artikelen brachten jullie een goede mengeling van
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Bij meerdere scholen voor Voortgezet Onderwijs (vanwege de anonimiteit van
de onderzoeksresultaten niet nader bij naam te noemen) heb ik focusgroepen
met leerlingen gehouden. Deze scholen wil ik bedanken voor de mogelijkheid om
leerlingen in groepsverband te interviewen. Om leerlingen te kunnen
interviewen, was het eerst nodig dat leerlingen uit meerdere klassen een
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Ook wil ik alle experts bedanken die tijdens een van de expertmeetings
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doen met sociale en nuchteren jongeren zodat je zelf kon horen wat jongeren
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