The Development of a Computer Based Brief Intervention Program for First Time Drink Driving Offenders
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EXECUTIVE SUMMARY

Background
Although there has been a wealth of empirically based general alcohol treatment interventions there has been a paucity of interventions specifically targeting alcohol-related impaired driving. This is surprising given that road traffic injuries are regarded as a leading cause of death worldwide particularly among the 15-29 year age group. 
Brief interventions are aimed at preventing the onset of more serious and detrimental health behaviours. They form a part of the range of harm reduction strategies which have consistently been found successful in reducing harm to the community at large. This is particularly important when considering the behaviour of drink driving, given the increased risk of crash in the offender population. There has been little research into the effectiveness of brief interventions in the context of drink driving. Brief interventions that focus on providing a minimal and early approach have mainly been utilised to reduce injuries and harms associated with risky and high risk alcohol consumption within the broader public health context. There have been numerous studies examining the efficacy of brief interventions, which will form the basis for the program of research.
Given the relative success of brief intervention for hazardous alcohol use, it is timely to identify the need for a brief intervention program to be developed for first time drink driving offenders.  The current study aims to develop this intervention in line with best practice and harm minimisation policies to reduce the rate of recidivism in first offenders. 
Project Aims
The project aims were as follows:
1. Identify variables that significantly predict recidivism for first offenders, and operationalise these in the context of a brief intervention (Study 1).
2. Design a brief intervention program for first offenders within an educational context.
3. Identify the most feasible and effective process of delivering the intervention to first offenders (Study 2). 
Scope of this Report

The project was comprised of two main studies. The first study identified 137 participants who were regarded as first time convicted drink drinkers. To be eligible to participate in this study, drivers were required to have been convicted of only one drink driving offence in the previous five years. Participants were interviewed and completed a survey that identified their characteristics, alcohol use and factors that assisted them to avoid further drink driving events. In addition, the crash and traffic history of these participants was obtained. The main aim of this study was to identify variables that would assist in preventing future events of drink driving and to identify the characteristics associated with increased risk of drink driving. The information gathered in this study coupled with literature reviews aided the development of the content for a brief drink driving intervention program.
The second study involved interviewing via focus groups first time drink drivers, recidivist drink drivers and professional stakeholders experienced in managing individuals with alcohol problems. The aim of this study was to obtain their views about strategies that would assist in the prevention of drink driving. Additionally, participants were asked to provide ideas and comments about the type of information that should be provided to first time drink drivers via a brief intervention program.   
Key Results
The results indicate the majority of first offenders in the sample were male (77.2%) and single (71.1%), with a disproportionate number of young drivers represented, over half of the sample being under 25 years of age. Interestingly though, the majority of offenders had a year 12 education at least, and almost one fifth of the sample had at least a bachelors degree. While this represents a shift in previous knowledge about first offenders, it also demonstrates a potential bias in the sample in that the large majority of participants were from a metropolitan area. 
To identify risk factors associated with drink driving, a number of key variables were extracted from the research, to determine what (if anything) leads to subsequent drink driving. 
It is clear from this information that there are many offenders who drink drive in the 6 months following the first time drink driving offence, however very few of these individuals are caught for a second time within the first year after the offence. This would demonstrate that deterrence related to the court hearing can be limited for a number of offenders. 
The collection of the Queensland Transport (QT) data allowed the research team to detail the subsequent offending patterns in the year following the first traffic offence. For the offenders in the sample, it can be seen that the traffic history in the 5 years prior to the offence is typically extensive. It is noted that the majority of offenders also have offences following the offence, with 7.3% of offenders having a subsequent drink driving offence. 
Focus Groups and Stakeholder Interviews
Focus groups with first offenders and recidivists were conducted for this study, and then interviews were conducted with relevant stakeholders to determine issues related to brief intervention. While the focus groups and stakeholders were asked specific questions, they were open in nature, and all parties were encouraged to discuss issues in detail. All participants were given the opportunity to discuss the topics, and were encouraged to do so. 
It was of particular importance in this study to determine whether a brief intervention program was feasible and acceptable as an appropriate method of intervention for drink drivers. Therefore four focus groups were undertaken to gain insight into the perceptions of brief intervention for first offenders; including two with first time drink drivers and two with recidivist offenders. These focus groups were open and exploratory, allowing offenders to voice their opinion on certain topics, but mainly surrounding the offence and relevant sanctions and interventions.  The themes for these interviews have been separated into two main components; intervention content and intervention design. This was extended to include process issues with the stakeholders. Additional questions were also included in the focus groups to aid discussion and these mainly related to personal offence information and the circumstances surrounding the drink driving offence. However these issues were not the focus of the current study and as such were not included in the thematic analysis. 
Intervention content

Standard drinks

The current findings in respect to knowledge of standard drinks indicated that participants had little understanding about the level of standard drinks and the time in which standards drinks should be consumed in order to remain under the legal BAC driving limit. Participants also had little understanding about guidelines outlining different types of alcoholic beverages, their level of alcohol content and recommended time periods for alcohol consumption in order not to become intoxicated. These results were consistent with previous research examining drinker’s knowledge of what constitutes a standard drink and what level of consumption is required to remain under the legal BAC driving limit.  
Legal information

There was suggestion by both first time and recidivist drink drivers that a successful intervention program should include integrated information about what will happen legally if the offender gets caught again. First offenders generally agreed that the court process was the biggest deterrent, so providing information about the possibility of harsher sentences may have an impact on personal behaviour.  
Graphic material

In regards to questions about graphical material the following common themes were noted key themes suggested include:
· fear based campaigns;
· education about legal consequences if caught drink driving; and 
· information about the effect of alcohol impaired road crashes. 
Intervention design

Tailored information 

Common themes regarding how a drink driving intervention should be presented included:

· providing pamphlets containing knowledge related to the effects of drink driving;
· providing information about the changed attitudes and drink behaviour of drink drivers after completing an intervention program;
· providing knowledge about the effects of alcohol;
· providing knowledge about how drinkers can assess their level of alcohol and drink driving risk.
Scenario based information

In relation to providing scenarios that would assist with educating potential drink drivers the following were suggested:
· an exercise that could be computer based in the form of a story or visual images that would demonstrate the effect of drink driving on the drink driver and his/her family and others (e. g., employment, financial, injuries, death); and
· information about the length of time alcohol dissipates through the body. 
Process issues and feasibility

Acceptability of an intervention

Generally the concept of a brief intervention program for first offenders was well received. Offenders were also approving of the idea of a computer based program. Most offenders agreed that that this would be an effective method of delivery, particularly due to its less confronting nature. It was also suggested that such a program should provide an identity to refer drink drivers with alcohol problems for more intensive treatment to alcohol related problems.
The issue of a program being available prior to the offence was suggested by some offenders. This would be preventative in nature, and provide information that may assist in putting a stop to the first offence from occurring. 
Stakeholder interviews

The stakeholders were from a number of different places of employment, including Magistrates Court, Queensland Transport, Probation & Parole (Queensland Corrective Services), Royal Automobile Club Queensland (RACQ), Intraface Consulting (Employment Assistance Program for drug & alcohol clients), Brisbane Police Prosecution Corps (Queensland Police Service) and private psychologists/counsellors.  The stakeholders relevant to the project were carefully chosen by the research team to have a broad range of theoretical and practical knowledge about both drink driving, alcohol treatment and brief interventions. 
The themes of the stakeholder interviews were separated into three main groups: content, design, and feasibility. These were discussed in depth during the interviews, with key themes arising. 
Intervention content

The current research project has identified that a number of key factors are pertinent to reducing subsequent drink driving in first time offenders. 
One key element of the interviews was that stakeholders generally agreed that the information presented in an intervention should not exceed the point where the principal messages get lost. This could be achieved by focussing on a few key take home messages integrated in the intervention. Reporting on the individual’s behaviour and the possible harms, as well as educational messages such as standard drinks and response times, were seen to be of more importance than reporting on interesting facts such as money spent or weight gained by alcohol use. There was a call to have the intervention focus on mainly drink driving rather than alcohol use with the possibility of screening and referral for those with alcohol use issues. 
The following analysis lists the key themes derived from the interviews relating to intervention content.
Standard drinks

The first key theme when discussing intervention content was the improvement of education on standard drink measures. There was a call for improvement of the current guidelines to stay under the legal blood alcohol content. 
Consequences of drink driving

The second key theme of the content questions was that first offenders need to be instructed on the possible impacts of drink driving for themselves and others. This included looking into all the possible consequences of the drink driving behaviour, and the possibility of discussing how individual risk can be quantified.
Reaction times

The third key theme relating to content was that individuals need to be educated on reaction times, as they may believe they are safe to drive but be putting themselves at risk. It was generally agreed that most drink drivers either do not think about the possibility of their reaction time being slowed, or believe that it is not at all. 
Intervention design
In terms of design for an intervention, it is suggested that the key factors above are formed into modules that can be tailored to individuals and delivered in the most effective manner. The following themes were derived from questions 3-4 of the stakeholder interview (see Appendix I), which were comments on the design of an intervention. It was agreed that first offenders would be most suited to a brief educational program.
The key themes that arose during the intervention design questions were:
· Interactivity
· Attention to content
· Tailored feedback
Interactivity

The majority of stakeholders agreed that when using a computer based intervention, interactivity is the key. The main comment was that the presentation should not be presented in just information form (for example, by PowerPoint presentation) or too game like, but should contain components of both merged in an interactive fashion.
Attention to content
There was also the common suggestion that offenders should be given questions throughout the session or at the end to enable learning of the tasks and attention to the content. However, if the suggestion regarding interactivity was put in place, it was noted that there would be little need for this at the end as it is an interactive process whereby the participant would already be involved in the intervention, thus not allowing for the program to run without interactivity.
Tailored information

There was detailed discussion with all stakeholders regarding the usefulness of tailored information in a brief educational program. The concept was well received and there were many suggestions about how this could be integrated to improve the efficacy of the program. Firstly there was the suggestion that there could be distinct groups, particularly those who are high risk of reoffending and low risk of reoffending. 

‘Perhaps there could be a referral for more detailed treatment/counselling or even further education available after completion of the online program... basically; that its matching low risk, low risk interventions; high risk, high risk, intensive interventions.’  

Secondly, personalised feedback was seen to be an important component of an intervention for first offenders. It was suggested that this would act as a key factor in retaining information and assisting the learning process. It was noted that during any feedback, there should be a component where it is reminded that the participant has access to rehabilitation and support networks, and these should be listed. To tailor the feedback to the individual, by personalising their situation or circumstances, was highly regarded by all the stakeholders. 
Feasibility and cost effectiveness

Web based interventions provide a cost effective method of intervention delivery. Due to the large numbers of first time offenders, having the program computer or web based will enable a larger area of coverage and prove to be a more cost effective way of delivering a broad intervention. The following section reports on the discussions with stakeholders regarding feasibility of a brief intervention program for first offenders. 
Online intervention 

In terms of feasibility, it was generally agreed that online intervention would be the best in terms of cost effectiveness. This would also allow the program to cover a broader range of people, although it takes from the value of face to face individual intervention (such as counselling or group work). However, most agreed that online would be effective and the scope could be potentially broader, reaching out to a larger range of people. There was a range of discussion about the efficacy of online intervention and cost effectiveness.  
Timing

There was discussion regarding the timing of the intervention, and there were suggestions that the program be undertaken prior to the court hearing, or prior to relicensing. In terms of the process of either method, there would be different processes involved. 
There was also mention that the program may be effective as a preventative program, prior to any offences taking place. This was discussed by two stakeholders in comparison to the current Learner driver program, where a package is sent to drivers to educate them about factors relating to driving. As such, they suggested that the intervention should be completed firstly as a preventative approach whereby all new drivers must complete the program. 
Method of Entry
Stakeholders provided several suggestions as to how these processes may be carried out in the most successful manner, regardless of the program delivery timing (before court or after). However, as previously mentioned, some respondents broached the idea of a program which is preventative in nature. This would provide information to all new drivers which may assist in stopping the first offence from occurring. In this case a program which is a very shortened version could be incorporated into another mandatory program, such as the Learner driver program.

Conclusions
The focus groups and stakeholder interviews were focussed on three main topics, intervention content, intervention design, as well as feasibility and cost effectiveness. These three topics were widely discussed with first offenders, recidivist offenders, and stakeholders who agreed to participate in the research. 
Proposed key elements

The first element to the design of the brief intervention would be in the screening measure. It is recommended that due to the high level of risky alcohol use in first time offenders, that this includes both questions about drink driving risk, and alcohol use in general. For example, it has been shown that those with a very high alcohol use level are the most at risk of re-offence. This would demonstrate that an early screening measure such as the Alcohol Use Disorders Identification Test (AUDIT) could more accurately assess the risk of the person engaging in drink driving at another time. 
The next key element would be a module relating to educative components of the intervention. Importantly, it would need to at least include specific information about standard drink measures, the possible consequences of drink driving and reaction times. Offenders would prefer graphic information, however this has not been deemed to be effective, particularly with young males when evaluating graphic countermeasures, therefore it would need to be approached carefully if this were to be included. 
The program should potentially include provision for referral to services, as well as a potential follow up. This is seen to be a key factor in engaging drink driving offenders and encouraging them into further treatment. 
Delivery options

The findings of the program of research suggest there is a potential for a brief computer based program designed to reduce subsequent offending for first time drink drivers. As it was focussed on this method, there was little discussion of other delivery options, for example, face to face interventions or mail delivered interventions. Preferences for delivery methods need to be further investigated. However, it appears that most interventions being designed in recent times have at least a computer or web based component, due to the availability of computers, the ability to target a wide range of people, and the cost effectiveness of this method. It has become timely to develop and evaluate a web based program for drink driving, particularly as this method may have some success in reducing re-offence rates. Importantly, the need for an interactive program, whereby offenders are given specific information about their personal circumstances, and the program interacts by providing detailed targeted educative information, has been identified as a necessity when implementing any intervention such as the one that we are recommending.
1 INTRODUCTION

1.1 Background
Alcohol use is a significant public health issue in Australia with major implications for road safety. Alcohol and drugs was noted as one of the main contributing factors in 38% of road fatalities and 11% of all crashes on Queensland roads in 2003 (Queensland Transport, 2005). A proportion of the population have also admitted to avoiding arrest while drinking and driving (Watson & Freeman, 2007). Additionally, a substantial number of incidents police attend occur late at night, on weekends and involve young males in drink driving related incidents (Palk, Davey, & Freeman, 2007). 
While there have been various countermeasures such as random breath testing (RBT) and various educational interventions that have reduced drink driving, it still remains a significant problem requiring further intervention. Empirically based alcohol treatment interventions have been designed to address general alcohol problems but there has been a paucity of evidenced based interventions specifically targeting alcohol-related impaired driving. This is surprising given that road traffic injuries are regarded as a leading cause of death worldwide, particularly among the 15-29 year age group. Brief alcohol interventions in particular have proven to be a valuable tool within the public health sector to assist in screening for alcohol problems and reducing level of alcohol consumption (Walton, Goldstein, Chermack, McCammon. Cunningham, Barry & Blow, 2008; Saitz, 2010). 
Brief interventions are aimed at preventing the onset of more serious and detrimental health behaviours. They form a part of the range of harm reduction strategies which have consistently been found successful in reducing harm to the community at large (Walton et al., 2008). This is particularly important when considering the behaviour of drink driving, given the increased risk of crash in the offender population. There has been little research into the effectiveness of brief interventions in the context of drink driving. Brief interventions that focus on providing a minimal and early approach have mainly been utilised to reduce injuries and harms associated with risky and high-risk alcohol consumption within the broader public health context. There have been numerous studies examining the efficacy of brief interventions, which will form the basis for the program of research.

In 2006, the Legislative Assembly of Queensland’s Travelsafe Committee of the 52nd Parliament (2006) enquired into the problem of drink driving in Queensland. As a result of this enquiry, the committee tabled the “Getting tough on drink drivers” report which recommended:

“That the Transport Operations (Road Use Management) Act 1995 be amended to require all individuals convicted of drink driving in Queensland for the first time to attend a brief rehabilitation intervention designed to deter them from continuing to drink and drive. This intervention should be introduced initially on a trial basis.” (Recommendation 4, p44). 

The ministerial response to this report was as follows:

“There may be benefits in providing a brief intervention for first time offenders to signal that they need to change their behaviour. The committee supports the introduction of a brief intervention for first time offenders...” (Travelsafe Committee of the 52nd Parliament, 2006, p3). 

The report went on to detail that all first time offenders regardless of BAC should take part in this intervention, and provided further recommendations for all other offenders. 
This present study takes up the need identified by this parliamentary committee and uses a comprehensive study of first time drink drivers, repeat drink drivers and professionals who work in the alcohol field to make recommendations as to the content and delivery style to be used in such an intervention. 

1.2 Rationale for the Project

In Queensland, there is only limited research into the differences between first time and recidivist offenders. The main body of research to date has been concerned with recidivist offenders who have a higher probability of reoffending. Most has been conducted in the North America and European jurisdictions where legislation regarding drink driving as well as legal sanctions differ from those in Australia. Within Australia, there is legal consistency regarding defining drink driving offences, such as the BAC limit of 0.05g/100ml for open licence holders but penalties and approaches to rehabilitation vary from state to state (Palk, Sheehan, & Davey, 2004). The current project is innovative and is designed specifically to gather information from first time drink driving offenders, repeat drink drivers and professionals working in the alcohol field. It aims to inform the development of an intervention to reduce recidivism in the first time convicted drink driving group. 
1.3 Project Aims
The project aims are as follows:

1. Identify variables that significantly predict recidivism for first offenders, and operationalise these in the context of a brief intervention (Study 1).

2. Design a brief intervention program for first offenders within an educational context.

3. Identify the most feasible and effective process of delivering the intervention to first offenders (Study 2). 

2 Literature Review
The following section will draw information from the national and international literature, with a particular focus on current Queensland data from various sources. The statistics will be drawn from government sources, articles and community surveys. Relevant information for this program of research has been found from a number of databases including PsycINFO, ScienceDirect, Transportation Research Information Services, Informit, and Wiley Interscience by using combinations of key terms such as drink driving, first offender, brief intervention, rehabilitation, alcohol, BAC, DUI (driving under the influence) and DWI (driving while intoxicated), the latter two terms being used in the North America and Canada. 

In addition, data has been sought and derived from Queensland Transport and Queensland Police.  The amount of current information available from these sources has been substantial due to the public library of relevant legislation available.

2.1 Social Impact of Alcohol Use

Alcohol consumption is a popular leisure activity but the misuse of alcohol affects the human body in many different harmful ways and contributes to social and health burdens globally. It has been well established, largely through epidemiological research, that excessive alcohol consumption is a contributing factor to intentional and unintentional injuries and harm (Anderson, Chisholm, & Fuhr, 2009). Additionally, the evidence from meta-analytic reviews appears to be sufficiently strong enough to suggest that alcohol plays a causal role for at least a number of diseases such as cirrhoses of liver, coronary heart disease (CHD) and some forms of cancer (English, Holman, Miline et al., 1995; Rehm, Room, Monterio et al., 2003; Rehm & Eschmann, 2002). Excessive alcohol consumption is also a contributing risk factor for a number of social problems, including violence, divorce, child abuse and work-related problems (Klingemann & Gmel 2001; Room & Rossow, 2001).
The Alcohol and Public Policy Group (2010) found that alcohol accounts for 4% of deaths globally and 4.65% of the global burden of injury and disease (Ezzati, Lopez, Rogers & Murray, 2004; Rehm, Mathers, Popova et al., 2009).  There is a link between a country’s alcohol per head consumption and its prevalence of alcohol-related injuries and harm (Norstrom, Hemstrom, Ramstedt, Rossow, & Skog, 2001), and dependence on alcohol (Rehm & Eschmann, 2002).  Australians on average consume about 7.2 litres per capita pure alcohol and Australia was ranked as the 22nd highest country out of 58 countries listed in World Advertising Research Center’s (2005) World Drink Trends 2005 Edition. Due to the nature and extent of alcohol-related harm, many interventions and countermeasures have been developed to reduce the negative impact of alcohol abuse on society (Anderson, Chisholm, & Furh, 2009; Cobiac, Vox, Doran, & Wallace, 2009). Over the last 20 years there has been a focus on administering brief interventions to people identified with drinking problems (Bertholet, Daeppen, Wielisbach, Fleming, & Burnand, 2005; Daeppen, Bertholet, & Gaume, 2010). These brief interventions have been largely conducted in hospitals and community health centres and have consistently produced positive outcomes (Bertholet et al., 2005; Walton, Goldstein, Chermack et al., 2008). 

2.2 Alcohol Impaired Driving
Although there has been a wealth of empirically based general alcohol treatment interventions there has been a paucity of interventions specifically targeting alcohol-related impaired driving. This is surprising given that road traffic injuries are regarded as a leading cause of death worldwide among the 15-29 year age group (WHO, 2009). For instance, during 2004 the global burden of disease project estimated that 1.27 million people died as a result of a road collision (WHO, 2009). Road crashes also represent a significant economic burden globally, costing countries between 1% and 2% of the gross national product which has been estimated at US$518 billion every year (WHO, 2004). In Australia, over the last decade between 2000 and 2010 on average some 1600 people died annually as a result of traffic accidents (Department of Infrastructure, Transport, Regional Development & Local Government, 2010) and more than a third of fatal crashes involve drivers or riders who have a Breath Alcohol Concentration (BAC) of 0.05 gms/100ml or greater (National Road Safety Council, 2010). Alcohol-related road traffic deaths and injuries are a significant global public health issue and the world report on road traffic injury prevention (WHO, 2004) reported that drinking and driving programs are effective in reducing death and injury on the road and have the potential to save thousands of lives. Due to the success of brief interventions in the treatment of alcohol problems it is timely to develop a brief intervention program that specifically targets alcohol impaired driving.

Brief interventions aim to prevent the onset of more serious and detrimental health behaviours. They form a part of the range of harm reduction strategies which have consistently been found successful in reducing harm to the community at large. This is particularly important when considering the behaviour of drink driving, given the increased risk of crash in the offender population. There has been little research into the effectiveness of brief interventions in the context of drink driving. Brief interventions that focus on providing a minimal and early approach have mainly been utilised to reduce injuries and harms associated with risky and high risk alcohol consumption within the broader public health context. These interventions may also be suitable in addressing the public health and safety risks associated with drink driving.
Alcohol has been found to be a contributing factor in 13% of all vehicle crashes and 29% of fatal crashes in Queensland (Queensland Transport, 2005). Alcohol-related crashes therefore have major resource implications for emergency services and the public health system. It has also been noted that recidivist or repeat drink drivers tend to consume more alcohol, experience problem drinking, have higher BAC levels and are involved in more accidents than drivers who are regarded as first time drink drivers or occasional drink drivers (McMillen, Adams, Wells-Parker, Pang, & Anderson, 1992). Hence, repeat drink drivers are more likely to require more intensive clinical treatment for alcohol-related problems than a driver who has been apprehended only once or drinks and drives very occasionally. McMillen et al. (1992) suggest that drivers with at least two or more drink driving convictions require an intervention that addresses both problem and behavioural characteristics to be successful in deterring them from drink driving in the future.

2.3 Drink Driving Countermeasures
The Alcohol and Public Policy Group (2010) recently found that the one intervention, or punishment, that has a consistent impact on drink driving offences is license suspension or revocation (Miller, Lesitna, & Spicer, 1998; Wagenaar & Maldonado-Molina, 2007).  Two of the most effective methods of reducing alcohol-related road trauma and fatality are a legislated Blood Alcohol Content (BAC) limit and the enforcement of this limit via Random Breath Testing (RBT).  Laws setting blood alcohol content level, combined with well-publicised enforcement has shown to significantly reduce drink driving and alcohol-related road trauma (Desapriya, Shimizu, Pike, Subzwari, & Scime, 2007; Henstridge, Homel, & Mackay, 1997; Homel, 1993). Highly visible, frequent and non-selective road side breath testing has been shown to have a sustained effect in reducing drink driving and associated crashes, injuries and death (Shults et al., 2002).  Highly visible and frequent interventions have also been shown to increase the perception of enforcement, which has subsequently led to a reduction in drink driving behaviour.  
A number of other countermeasures have also been found to augment the effectiveness of RBT such as the use of ignition interlocks.  An ignition interlock device has the potential to reduce alcohol impaired driving by requiring the driver to blow into a handheld alcohol sensor unit before starting the ignition.  The interlock unit is wired to the vehicle’s ignition control circuitry and requires a BAC of below 0.05 to start the engine.  Temporary lockout periods of at least ten minutes occur after failed tests, an interval that continues to lengthen with increased failures (Marques, Voas, & Tippets, 2003).  The interlock device has been shown to significantly reduce recidivism at least while the interlock is installed (Freeman, Schonfeld, & Sheehan, 2007). However, once the interlock device has been removed recidivism rates tend to return to pre interlock drink driving levels (Voas, Marques, Tippets, & Beirness, 1999; Freeman et al., 2007). More favourable results have been achieved when the interlock device has been combined with rehabilitation programs (Marues, Voas, Tippetts, & Beirness, 2000). A combination of a brief intervention, license suspension and ignition interlocks have also been found to be useful for drink drivers arrested for the first time (Beck & Moser, 2006; Marques et al., 2003).  
2.4 Brief Interventions
There are a number of different types of brief interventions available to assist with alcohol dependence and other alcohol-related problems.  Broadly, there is opportunistic or primary care, and specialised care.  Opportunistic care is designed for individuals who have less severe alcohol problems and lower motivation for treatment.  This type of intervention is commonly shorter in length, less structured, less theoretical and delivered by someone who is not a specialist in the area (Heather, 1995).  Specialised care, on the contrary, is designed for individuals who are mandated to seek treatment.  This type of intervention is available in a clinical setting and is commonly used for individuals who have displayed ongoing problems with the use of alcohol, or have been involved in an alcohol-related incident, such as a car crash due to intoxication (Moyer, Finney, Swearingen, & Vergun, 2002).

Interventions have also been implemented into Australia’s health care system.  In fact, one of the most effective brief interventions in the health sector has been early identification and brief advice.  Early identification is said to prevent alcohol-related problems from progressing to an unmanageable level.  Brief advice has been found to be most effective for people with harmful alcohol use.  However, it is important to note that more intensive brief interventions have been found to be no more effective than less intensive interventions (Kaner, Beyer, & Dickinson, 2007).

Some interventions are specifically targeted toward certain demographics. Young drivers in particular tend to engage in more risky behaviour than any other age group on the road (Donmez, Boyle, & Lee, 2008).  The Alcohol and Public Policy Group (2010) found that an effective intervention for drink driving targeting young drivers was the use of a zero tolerance scheme, where young drivers are apprehended if they have a BAC of higher than 0%, and the use of a graduated licensing system, which limits the time and conditions under which young people drive (Hartling et al., 2004; Zwerling & Jones, 1999).

The administration of brief motivational interviews has been shown to produce a significant reduction in risky drinking at 6 and 12 month follow-up for a group of recidivist drink drivers (Brown, Dongier et al., 2010).  There was a 25% reduction in the proportion of self-reported risky drinking days with brief motivational interviews at a 12 month follow-up.  The authors of this study noted that this method of screening and intervention may be promising in drink driving research. 

2.5 Delivery Style of Interventions
There are a number of different ways to administer interventions.  Personal interventions can be administered via mail, email, computer (web-based), or in person.  The effectiveness of more recently used interventions such as email and web-based interventions has been questioned and analysed (Fleming et al., 2000).  Similar to school-based alcohol education programmes, college-based programmes involving motivational interviewing techniques have been found to reduce alcohol usage among college students if the interviews are administered in a group and in person (Bingham et al., 2010).  However, mailed interventions have also been trialled as an effective way to provide a broader and faster distribution of knowledge than in-person interviews.  Despite mailed alcohol interventions having been improved by incorporating the techniques used in in-person interviews, they still require a lot of time to create and distribute and may be less effective than in-person interviews (Bingham et al., 2010).  
Computerized interventions such as web-based or email administered interventions have only recently been used, but are beneficial to researchers as they are highly automated, use minimal resources and allow researchers to contact a large amount of people simultaneously and anonymously (Bingham et al., 2010).  Computerized interventions can be very effective as long as they are appropriately and carefully administered.  They need to provide targeted feedback to participants that are specific to their demographic and characteristics related to desired behaviour change.  Tailored feedback can make computerized interventions even more effective as it is matched to participant’s personal characteristics related to behaviour change.  In this way, the feedback is relevant to participants’ views, strengths, motivation to change, and health risk behaviours (Bingham et al., 2010).

Web-based brief intervention and surveys have the advantage of allowing researchers to collect data automatically and from many participants simultaneously.  Tailored feedback can also be provided to participants, giving them an interactive experience.  Cunningham, Wild, Cordingley, van Mierlo and Humphreys (2010) in a randomized controlled trial evaluated the efficacy of an internet-based screening tool called Check Your Drinking.  This tool is used primarily for people in the general population who are not seeking treatment for alcohol use.  The evaluation showed promising results.  Problem drinkers who were provided access to Check Your Drinking typically drank 6-7 drinks (30%) less per week when compared to the control group. 
Due to the effectiveness of Motivational interviewing (MI) involving adolescents with behavioural problems, Cunningham et al. (2009) developed two alcohol and violence interventions for adolescents presenting at US emergency rooms based on motivational interviewing.  These interventions were presented by either therapist or computer.  Therapists were trained in MI and monitored monthly with training workshops.  The computer program presented participants with scenarios to make behavioural choices while interacting with peers.  Feedback on these behavioural choices was provided by a narrated cartoon-style character (whose race, gender and age were previously chosen by the participant) who highlighted any possible consequences for the participants.  This research showed that although adolescents showed a positive response to the therapist brief intervention, the computer-based brief intervention also yielded a positive response.  Screening and the administration of interventions was feasible as most adolescents completed the screening and intervention prior to being discharged and without assistance.  Results showed significant reductions in both alcohol and violence for participants in both groups at a three month follow-up.  Overall, these results show computerised interventions can be a cost-effective and a less labour-intensive method of delivering a brief intervention to adolescents with alcohol issues (Cunningham et al., 2009).

A study conducted to explore underage drinking found that electronically delivered material is easy and cost-effective (Spijkerman et al., 2010).  Web based interventions seem to be an effective way to target an adolescent audience as the majority of adolescents in Western countries have access to and use the internet on a regular basis.  Another study that focussed on web-based brief interventions indicates that brief interventions have the potential  to prevent the development of alcohol-related problems among adolescents (Tait & Christensen, 2010).  

Internet-based brief interventions seem to be a valuable tool as they increase the accessibility and availability of brief interventions and potentially reduce the cost of delivering the intervention.  The efficacy of internet based brief interventions has been examined by Cunningham, Khadjesari, Bewick, & Piper (2010) and were found to be effective in reducing the frequency of binge drinking.  However, brief interventions offered via the internet tend to have higher attrition rates which may be due to internet access problems (Cunningham et al., 2010).

Even though the overall efficacy of brief interventions in primary care is supported (D'Onofrio & Degutis, 2002), long term efficacy is limited and their effects may not be as large as previously thought (Moyer & Finney, 2005).  Despite brief interventions administered by general practitioners (GPs) and nurses being very effective, there is evidence to suggest that GPs and nurses are uncomfortable and confused with the administration (Moyer & Finney, 2005).  For example, they were uncertain about what ‘hazardous’ drinking actually was, how it is different from having a dependence on alcohol, and how to identify whether an individual is engaging in hazardous drinking behaviour (Aalto, Pekuri, & Seppa, 2003).  Because GP and nurse interventions have been found to significantly reduce drinking to safe levels and reduce the average number of drinks consumed per week by those who drink at a hazardous level, it is important for these practitioners to be trained and have sufficient time to deliver the intervention required (Moyer & Finney, 2005). Brief alcohol interventions are both effective and cost-effective in reducing excessive alcohol consumption (Lock et al., 2006).  Commonly, a brief intervention in a clinical setting lasts for approximately five to ten minutes and aims to identify the alcohol problem (present or potential) and then to motivate the individual to reduce alcohol consumption, thereby reducing alcohol-related harm (Lock et al., 2006).  Brief interventions are not designed to encourage an individual to cease consumption of alcohol altogether, but aim to reduce consumption to non-hazardous levels (Moyer & Finney, 2005).  Brief interventions generally tend to use client-centred therapy in which individuals are motivated to moderate their drinking to a non-hazardous level.  

Brief interventions in a clinical setting allow the therapy to be personalised to suit the client.  In fact, the research of Lock et al. (2006) indicates that providing patients with a follow up session after the administration of their initial intervention resulted in longer-lasting reductions in alcohol use.  At a six-week follow up, individuals who received personalised feedback reported significantly fewer heavy-drinking and binge-drinking episodes than did individuals in the control group (Lock et al., 2006).  However, at a 6 month follow-up, the significant effects observed previously were no longer present, which suggests a booster session or further follow-up interventions are necessary to maintain positive results (Moyer & Finney, 2005).  If a brief intervention is not successful in reducing an individual’s drinking, the therapist can always recommend further, more extensive treatment (Lock et al., 2006).

Kaner (2010) reviewed the efficacy of brief intervention programs and suggested that both policy or system-level interventions and screening as well as brief interventions were required to prevent alcohol-related harm.  He noted there was a need for public health systems to formally prioritise alcohol related work.  In addition, staff required time and resources to screen and engage in brief intervention activities. While Kaner (2010) recommended screening for all patients, where it was not feasible, recommendations were made for a focus on high-risk groups, including patients with related physiological conditions, mental health conditions, those who have attended the emergency room, sexual health services, or at criminal justice settings.  For most patients, the suggested screening questionnaire was the Alcohol Use Disorders Identification Test (AUDIT; Babor, Biddle-Higgins, Saunders, & Monteiro, 2001).  Kaner (2010) also recommend that screening should be followed by brief structured advice.  If patients were unresponsive to this structure, then extended brief interventions in the form of motivational interviewing or motivational enhancement therapy should be used.  Further, if patients were still unresponsive or those who were identified as having a high likelihood of alcohol dependence would be referred to specialists for further treatment (Kaner, 2010).

The effectiveness of using Pharmacists in England to provide brief interventions has also been examined.  The study targeted an area of London with reportedly the highest proportion of risky drinkers and alcohol-related mortality rates (Dhital, Whittlesea, Norman, & Milligan, 2010).  The study included interviews of pharmacy attendees in Westminster over a three month period.  Results showed that over 95% of respondents were willing to be assessed using AUDIT-C, and 51% of these respondents were classed as risky drinkers (Dhital et al., 2010; Babor et al., 2001).  These results are much higher than the estimated risky drinkers in the English population (25%, Dhital et al., 2010), suggesting that community pharmacists in this area could use brief interventions to reduce risky drinking.  Most respondents reported that they would be willing to participate in pharmacy brief interventions.  Importantly, in this study, young and educated participants who were professionally employed were significantly overrepresented among risky drinkers.  This is important because these participants, and other similar to them, may not be reached by the current brief intervention delivery systems, such as through general practitioner practices (Dhital et al., 2010).
Brief interventions have also been tested in settings other than health related ones.  Brief interventions have been explored in offenders held in custody for public order and assault offences in England (Brown, Newbury-Birch, McGovern, Phinn & Kaner, 2010).  The authors noted that approximately 66% of offenders have an alcohol disorder, compared to only 23% of adults in the general population.  Investigating brief interventions in the police and law enforcement contexts is important because up to 25% of police work is due to alcohol-related accidents and incidents (Palk et al., 2007).  The brief interventions used in the Brown et al. (2010) study involved simple structured advice and interviews. Researchers used the FRAMES acronym in the brief intervention, referring to personalised Feedback about the risks of alcohol use and abuse, demonstrating that it is the participant’s Responsibility for adopting the alcohol intake, providing Advice that contains a Menu of options that participant has for behaviour change, and delivering the advice in an Empathetic manner that promotes the participant’s Self Efficacy.

Results of this study showed that 50% of participants were hazardous drinkers, 15% were harmful drinkers and 35% showed signs of alcohol dependence (Brown et al., 2010).  Ninety-eight per cent of arrestees who screened positive using AUDIT accepted the brief intervention.  In addition, 66% who screened negatively also accepted brief intervention from a detention officer.  While the results of arrestees accepting brief intervention was promising the detention officers had varied responses to delivering the brief intervention, approximately 50% of them reported that Alcohol Screening and Brief intervention (ASBI) was inappropriate for the venue or their role.  Detention officers also questioned ASBI’s value and were reluctant to deliver brief interventions.  Other barriers included hostility and dishonesty from arrestees.  Despite the negative feedback received from 50% of detention officers regarding ASBI, the other 50% reported a positive view of brief interventions and believed that the venue and their role were appropriate and conducive to delivering the advice to arrestees.  Importantly, the detention officers who reacted positively to delivering ASBI’s felt that arrestees were happy to consent when they did not feel judged or threatened by the detention officer.  These detention officers believed that relationship building skills in training would benefit the delivery and implementation of brief interventions.

While Daeppen, Bertholet, & Gaume’s (2010) study exploring brief intervention and motivational interviewing did not find any significant support for brief intervention, researchers did find that a patient’s intention to change is not dependent upon the influence of the brief intervention.  In a series of studies, Saitz (2010) explored the use of brief interventions among hospital inpatients.  Fourteen studies were conducted, including two that involved patients with dependence or the upper limit of consumption (classed as very heavy drinking).  While twelve of the studies yielded positive results for the use of brief intervention in hospital inpatients, the two studies that focussed on alcohol dependent patients were not significant.  Thus, there was no evidence to support alcohol screening and the use of brief interventions with an upper limit of consumption on dependence.

In an earlier study, Bischof et al. (2008) found a decrease in heavy drinking when comparing computerised feedback and telephone-based care, but only among participants who were at risk of abusive drinking.  No other benefits were found among these alcohol-dependent drinkers, suggesting that while brief intervention may not be effective when delivered in person to hospital inpatients, it may be effective when delivered by computer or telephone after the patient is discharged.

2.6 Effectiveness of Brief Interventions
Over the past twenty years there have been consistently positive outcomes for brief interventions targeting people with problem drinking.  Mostly these have been administered in a hospital or community health service setting (Bertolet, Daeppen, Wietlisbach, Fleming, & Burnand, 2005; Walton et al., 2008).

Although the content, approach and duration of brief interventions may vary they share common elements. Most brief interventions involve between one and four hourly sessions in which participants receive feedback on their risks for alcohol problems, current drinking patterns and health consequences. Additionally, the brief interventions emphasise individual responsibility for reducing levels of alcohol consumption. 

The authors could only find one study (Davis, Beaton, Von Worley, Parsons & Gunter, 2011) that examined retrospective drink driving convictions to assess the long term effectiveness of screening and brief intervention for at risk alcohol users and its impact on traffic safety.  A total of 426 subjects exhibiting at risk drinking behaviour from a New Mexico cohort included 211 subjects who received a brief intervention and 215 in a control group. The results demonstrated that brief interventions had a significant impact on reducing drink driving re-convictions for five years. The findings of this study supports the need to trial screening and brief interventions for drink drivers in other population groups. 
Brief interventions focus on providing a minimal and early approach and have mainly been utilised to reduce injuries and harms associated with risky and high risk alcohol consumption within the broader public health context.  There have been numerous studies examining the efficacy of brief interventions. The trend has shifted in brief intervention from motivation to achieve abstinence (Chafetz et al., 1962) to moderating drinking in line with harm minimisation (Fleming, Barry, Manwell, Johnson, & London, 1997). In this context, the main element of a harm reduction based brief intervention for drink driving offenders would be separating drinking from driving as well as assisting with strategies to prevent drink driving in the future. 

The effectiveness of a brief intervention for risky alcohol use is evident in both dependent and non dependent alcohol user groups. Many studies have shown that a brief intervention can reduce drinking in non dependent alcohol users (Fleming et al., 1997; Wallace, Cutner, & Haines, 1988). A targeted brief intervention which is designed to assist those who are alcohol dependent to enter long term treatment has also been successful (Chafetz et al., 1962). The above studies have used randomized control designs to examine the effectiveness of brief interventions in a variety of settings including hospital emergency centres, community health centres and licensed premises across a number of regions including Europe, North America and Australasia. 

The effectiveness of individual brief intervention programs in reducing hazardous alcohol consumption has also been supported by a number of meta-analysis of randomised control trials (RCTs). For example, a meta-analysis of 12 RCTs between 1988 and 1995 involving 3,948 heavy or problem drinkers revealed that heavy drinkers who received a brief intervention were twice as likely to moderate their drinking compared to heavy drinkers who received no intervention (Wilk, Jensen, & Havighurst, 1997). Drinking moderation was evident at 6 months and 12 months after the brief intervention. Similar results have been found in a more recent meta-analysis of 19 RCTs involving 5,639 individuals and 16 RCTs involving 6,839 patients (Bertholet et al., 2005; Saitz, 2010). 

In another meta-analytic review studies comparing brief interventions with either control or extended treatment condition were examined (Moyer, Finney, Swearingen, & Vergun, 2002). The effect sizes for multiple drinking-related outcomes at multiple follow-up points were determined while distinguishing between treatment-seeking and non-treatment seeking participants. Small to medium effect sizes in favour of brief intervention were found at different follow up points. The effect sizes for brief interventions compared to control interventions were significantly larger when individuals with more severe alcohol problems were excluded at follow up after >3-6 months. Overall, the meta-analysis demonstrated that there was a positive effect of brief interventions and that there was little difference between extended treatment and a brief intervention. 

A number of more recent studies (see Collins, Carey, & Sliwinski, 2002; Moyer & Finney, 2005; Walton et al., 2008; Saitz, 2010) have demonstrated that brief interventions can be successfully used in a variety of clinical and non clinical fields to reduce harmful levels of alcohol consumption. A meta-analysis that included 21 RCTs involving 7,286 patients presenting to primary care not specifically for alcohol treatment resulted in significant reductions in weekly alcohol consumption for men but for not for women (Kaner, Beyer, Dickinson, 2007). Based on the success of previous brief interventions in the health care field a brief intervention driving diary concept was developed for an Australian population to encourage safe driving practices by fleet drivers and was found to be cost, time and resource effective (Rowland, Davey, Freeman, & Wishart, 2009). However it is not known what effect this has on actually developing safer driving practices.

The common elements of successful brief interventions were described following a review of outcomes of both controlled studies and RCTs in both health care and treatment settings across 14 nations that included over 6,000 drinkers (Bien, Miller, & Tonigan, 1993). The common elements of effective brief intervention identified by Bien et al. included providing patients with an assessment and feedback about their hazardous consumption rates, emphasising their individual responsibility in reducing consumption levels, clear advice about the need for change, an array of alternative strategies to reduce consumption and follow up visits. Importantly, the brief intervention was conducted in a non judgemental, warm, empathic approach that encouraged self-efficacy for change. 

Given the relative success of brief intervention for hazardous alcohol use, it is timely to consider the applicability of a brief intervention program for first time convicted drink driving offenders.  
3 METHODOLOGY

3.1 Research design and method

3.1.1 Study 1

This study was the follow up to previous research conducted by the research team listed on the title page. At the point of first contact (first drink driving offence within a 5 year period) offenders were given the opportunity to participate in a follow up study, of which the results are shown below. The 5 year period was used as Courts in Queensland generally regard a drink driving offender as first offender for the purposes of sentencing if they have not committed a drink driving offence within the previous five years of their conviction. 
A group of 101 first offenders were interviewed for this study, and Queensland Transport records (including crash history and traffic history) were attained for a group of 137 offenders. The data was analysed to determine content to be used in the intervention program. A conceptual design for the program was drawn utilising concepts drawn from the data, as well as existing literature and evidence-based practice for drink driving offenders. By the identification of certain subgroups of offenders an intervention was able to be designed to include tailored elements with specific information. 

3.1.2 Study 2

In this study, four focus groups were conducted to determine offender perceptions of intervention programs, including brief intervention (2x first offender groups and 2x recidivist groups). A person was regarded as a first time drink driver offender if it was the first time they had been convicted or the first time convicted in the previous five years. A recidivist offender was a person who had been convicted for at least 2 or more drink driving offences in the previous five years.  In addition, a number of focussed interviews were conducted with a number of professionals who worked in the alcohol field or who were involved in policing drink drivers. This was undertaken in order to gather their views about a suitable design and content of a brief intervention program for first offenders. 
3.2 Materials

3.2.1 Study 1

Firstly, an interview schedule was developed for the follow up first offender group to ascertain what offenders have had subsequent occasions of drink driving (and offending) and what has acted as a deterrent for the group that did not self report drink driving (i.e. the protective factors). This was developed as a phone and web based interview. 

3.2.2 Study 2

In the second stage of the project, an interview schedule was developed for focus groups and stakeholders (modified for each group: first offenders, recidivist offenders and stakeholders). All focus groups and stakeholder interviews were recorded and the transcriptions de-identified to protect anonymity.

3.3 Participants

3.3.1 Study 1

Participants included 101 drink driving offenders who had participated in previous research to determine characteristics and strategies used to avoid drink driving. At the stage of recruitment, offenders were asked if they would like to take part in an interview which could be either phone or web based. Participants were offered $25 to take part in the follow up interview.  For the Queensland Transport data, 137 cases were obtained, from a previous first offender sample. Data from both follow up methods was derived from a larger scale first offender sample which was previously used by the research team. While there was some overlap, some offenders took part in one follow up and not the other. This will be briefly described in the results section. 

3.3.2 Study 2

Participants who took part in the focus groups for this study were from two separate groups: first offenders and recidivist offenders.  Firstly, two focus groups of 7 participants each were recruited from the Under the Limit (UTL) drink driving rehabilitation program conducted by the Centre for Accident Research & Road Safety (CARRS-Q), Queensland University of Technology (QUT). The UTL program is an intensive education and rehabilitation course that addresses unhealthy drinking patterns and factors associated with drink driving. Secondly, two focus groups of 5 offenders each were recruited from the Brisbane Magistrates Court. 
For the second part of this study (stakeholder interviews), a number of focussed semi-structured interviews were conducted with a number of relevant employees from professional bodies to provide further detail and provide comment with regard to the content and design. This included relevant organisations and experts with high levels of experience with drink driving offenders, brief intervention, or both. The aim of the focus groups and focussed interviews was to provide input into the final development stage of the intervention and to ensure that all relevant information had been included.

3.4 Procedure

3.4.1 Study 1

Firstly, variables to be used in the program were identified by the analysis of results from the interviews undertaken with first offenders who participated in the follow up questionnaire. The results of the study determined how to target offenders with the correct information according to the risk of recidivism
, so the factors relating to this were identified. For example, those with a low risk for future drink driving were determined based on key variables and a different program was designed as such. 

3.4.2 Study 2

Following the development phase, focus groups were conducted to check the content and make changes. Participants taking part in the focus groups were recruited when this study commenced. To recruit first offenders, the researchers approached offenders at the time of court mention and requested participation in a focus group. The information sheet given to offenders at this stage included research team contacts, the place and time of the focus groups to be conducted, a confidentiality statement, and details of financial reimbursement which were be offered for participation. 
To recruit recidivist drink drivers, participants who were undertaking the court ordered UTL drink driving rehabilitation program conducted by CARRS-Q were approached. The researcher firstly talked to offenders and gave them an information sheet providing details about the focus group and offered an incentive of $50.00 to participate. Drink driving recidivists who agreed to participate attended a focus group following attendance at one of their UTL sessions.  The group of recidivist drink drivers were not only able to provide reasons for their history of drinking driving but were also able to provide valuable information about what they believe might have been useful strategies to prevent the repeat offence from taking place. Recidivist focus groups took place at the Gardens Point QUT campus, where participants involved in a drink driving program were allocated into two separate groups of 7 offenders each. 
First offender focus groups took place in the Brisbane Magistrates Court in an interview room where there were 5 offenders in each group. For these groups, there was some overlap as offenders were approached immediately after the court hearing for the first offence. Therefore there were smaller numbers for the beginning of the interview until more offenders were asked to take part. However, all offenders were asked the questions and engaged in discussion regarding brief intervention. 
All groups were conducted by one researcher and overseen by another member of the research team. All focus groups were transcribed and thematically analysed by the chief investigator and checked for accuracy and reliability by another independent researcher. 
Finally, a number of professionals were invited to take part in focussed telephone interviews (recorded) to provide input into the program content and design. These individuals were from a number of organisations and had a range of knowledge in the drug and alcohol and education fields. 
3.5  Data analysis

3.5.1 Study 1

The data collected in this study was analysed using the SPSS (version 17) statistics program. The data was secured with only the chief researcher and supervisory team having access to the data files. Data was entered and cleaned, and following this, descriptive analyses (for example, means and standard deviations) were determined. Group comparisons (such as between gender, age groups, level of alcohol use) were also conducted. Discriminant analyses were conducted to assess how subgroups differ in terms of social-cognitive variables (such as those who intended to stop drink driving and those who didn’t). The data analysis strategy was formulated in consultation with the research team for this project. 

3.5.2 Study 2

The chief researcher conducted all four of the focus groups (with one colleague), and conducted each of the focussed interviews with professionals (i.e., the stakeholder group). Each of the focus groups/interviews were recorded and transcribed. The transcriptions were subsequently coded and themes extracted from the data using NVivo software (QSR, 2007). Following this stage, all transcriptions and thematic analysis was double checked by two other researchers to ensure accuracy. The main themes determined from the focus groups were considered for integration into the final development of the program. The analysis firstly details offender themes, then stakeholder themes.
4 RESULTS

4.1 Follow-up questionnaire/offence data results 

The following results were ascertained from the follow up project which allowed for interviews with 101 first offenders, around 6 months post offence to gain insight into the characteristics and other strategies that were successful in preventing a recurrent occasion of drink driving. Firstly, the socio-demographics of the group were examined. The demographic characteristics of the follow up sample of offenders is given in Table 1.
The analysis depicted in Table 1indicates the majority of first offenders in the sample were male (77.2%) and single (71.1%), with a disproportionate number of young drivers represented, over half of the sample being under 25 years of age. Interestingly though, the majority of offenders had a year 12 education at least, and almost one fifth of the sample had at least a bachelors degree. While this represents a shift in previous knowledge about first offenders, it also demonstrates a potential bias in the sample in that the large majority of participants were from a metropolitan area. It should also be noted that most students are now encouraged or provided with incentives to remain at school to year 12 whereas in previous generations students were encouraged to leave at years 10 if they had undertaken largely technical subjects.
Table 1: Socio demographic characteristics of the first offender follow up sample

	
	Interview respondents

	
	   n
	%

	Gender
	
	

	Male
	78
	77.2%

	Female
	23
	22.8%

	Age groups
	
	

	>25
	52
	51.5%

	26-39
	35
	34.7%

	40+
	14
	13.9%

	Highest level of education
	
	

	Junior high school (year 10)
	16
	15.8%

	Senior high school (year 12)
	40
	39.6%

	Certificate/diploma (Including TAFE)
	26
	25.7%

	Bachelor or postgraduate
	19
	18.8%

	Marital Status
	
	

	Single
	143
	71.1%

	Married/Defacto
	17
	8.5%

	Other
	26
	12.9%


The self reported extent of drink driving and the numbers actually detected as drink driving offenders is given in Table 2. This included where first offenders were asked whether they had driven over the legal alcohol limit in the time since the initial offence, as well as the actual recorded information from Queensland Transport records which demonstrates how many were apprehended for the second time. Please note that the self report aspect was taken at a 6 month interval whereas the QT data was able to be collected exactly a year after the date of the court hearing for the initial offence. 

Table 2: The self reported and actual drink driving of offenders in the sample
	
	Interview respondents

	
	   n
	%

	Self reported DD in 6 months
	
	

	Yes
	78
	77.2%

	No
	23
	22.8%

	Actual detected DD in 12 month period
	
	

	Yes
	52
	51.5%

	No
	35
	34.7%


To identify risk factors associated with drink driving, a number of key variables were extracted from the research, to determine what (if anything) leads to subsequent drink driving. 

It is clear from this information that there are many offenders who drink drive in the 6 months following the first time drink driving offence, however very little of these individuals are caught for a second time within the first year after the offence. This would demonstrate that deterrence related to the court hearing can be limited for a number of offenders. The following section will detail some of the other information gathered which may give indicators of reasons for subsequent drink driving in the sample.

Finally, the collection of the Queensland Transport (QT) data allowed the research team to detail the subsequent offending patterns in the year following the first offence. For the offenders in the sample, it can be seen that the traffic history in the 5 years prior to the offence is typically extensive:

It is noted that the majority of offenders also have offences following the offence, with 7.3% of offenders having a subsequent drink driving offence. 

4.2 Focus groups and stakeholder interviews


Focus groups with first offenders and recidivists were conducted for this study, and then interviews were conducted with relevant stakeholders to determine issues related to brief intervention. While the focus groups and stakeholders were asked specific questions, they were open in nature, and all parties were encouraged to discuss issues in detail. All participants were given the opportunity to discuss the topics, and were encouraged to do so. 
It was of particular importance in this study to determine whether a brief intervention program was feasible and acceptable as an appropriate method of intervention for drink drivers. Therefore four focus groups were undertaken to gain insight into the perceptions of brief intervention for first offenders; including two with first time drink drivers and two with recidivist offenders. These focus groups were open and exploratory, allowing offenders to voice their opinion on certain topics, but mainly surrounding the offence and relevant sanctions and interventions.  The themes for these interviews have been separated into two main components; intervention content and intervention design. This was extended to include process issues with the stakeholders (see section 4.2.4). Additional questions were also included in the focus groups to aid discussion, these mainly related to personal offence information and the circumstances surrounding the drink driving offence. However these issues were not the focus of the current study and as such were not included in the thematic analysis. 
4.2.1 Intervention content

4.2.1.1 Standard drinks

The current findings in respect to the knowledge of standard drinks indicated that participants had little understanding about the level of standard drinks and the time in which standards drinks should be consumed in order to remain under the legal BAC driving limit. Participants also had little understanding about guidelines outlining different types of alcoholic beverages, their level of alcohol content and recommended time periods for alcohol consumption in order not to become intoxicated. Listed below are some common examples of participants responses to questions about standards alcoholic beverages.
‘I wouldn't have a clue how many drinks a woman is meant to have in the beginning and how many hours you are meant to wait before you can drive’ – first offender
‘I would say that every time I have been done it though, I have probably been borderline under/over’ – recidivist offender
4.2.1.2 Legal information

There was suggestion by both first time and recidivist drink drivers that a successful intervention program should include integrated information about what will happen legally if the offender gets caught again. First offenders generally agreed that the court process was the biggest deterrent, so providing information about the possibility of harsher sentences may have an impact on personal behaviour.  Examples of common responses about legal information are: 
‘There is certainly a need for more education around a lot of legal things… even amongst police there seems to be a lack of knowledge about what penalties are attached to particular crimes or what is the appropriate charge in a given circumstance.  I think there's a need for education across the board and maybe that could be led by the police; if the police could put out a campaign that provided that kind of information to the public, I don't know, and it could be a good educational tool for them at the same time to get all of their heads on the same page around what the law says.’ – first offender
‘I think being caught the second time is what made it for me... the second time is different. I paid so much more in fines plus the course, plus losing my licence for even longer, like three times as long if not more’ – recidivist offender
4.2.1.3 Graphic material
In regards to questions about graphical material the following common themes were noted.

‘What they are trying to do with ad campaigns is scare you into thinking that you will be hurting people, you will be crashing, et cetera, which I guess should be educated but also, like, just what will happen; just general education what will happen if you get caught and stuff.’ – first offender

‘Money is money, points are points; you get your licence back.  But knowing that you could potentially run over a kid or knowing that you could potentially... kill your passengers, that sticks with people.  That's what happens.  You have got to trigger emotion, trigger something big with this kind of stuff because people won't listen to it.’  – first offender

‘You probably need to instigate fear and hit people where it hurts and that's probably the only method to reach these people.’ – first offender
‘(First offenders should) Do the course where the police officer stands up and they show you all different crash scenes and being in an accident – that might give them a leg up... If I drink drive, I could end up...’ – recidivist offender

4.2.2 Intervention design

4.2.2.1 Tailored information 
In response to questions about tailored information in the brief intervention the following common themes were noted.

‘You can give them pamphlets, give them knowledge, but it's entirely up to them what kind of person they are, if they are not going to stop drinking and driving.  Everybody's different.’ – first offender

‘Comparing that change in an individual through that program I think would be a good thing and then looking at that change compared to other people across the board might be encouraging for them as well or it might be discouraging, depending on what they do and get out of it.  That is the risk you run when you start getting people comparing themselves to others, but I think certainly for them to just compare themselves to themselves is a useful thing, if somebody is going through a program.’ – first offender
‘It would probably be better to have more knowledge about how alcohol affects them as a person... they don’t actually know how much they are drinking during the week, or even that they are classed as high risk’ – recidivist offender
4.2.2.2 Scenario based information

Generally both first time and recidivist drink drivers were supportive of scenario based information being included in the intervention. In response to questions about scenario based information the following common themes were noted.

‘Maybe some kind of exercise, whether it's computer mediated or not, that just allows people to really build a vision of what that would mean in their life, you know, even if that's through images or a storyboard; what does this all mean for their life and their family and their occupation, their children.’ – first offender

‘My job depends on driving and if I lose this, then I lose my job.  So maybe that's a piece of information that I knew on some level but was a bit intangible but now it's real.  So, again, I think that's just ‑ the benefit of this experience for me has been making some kind of abstract things all of a sudden very, very real and scary.’ – first offender

‘How many drinks did you have when you went out on the weekend? On the Saturday night? And then (the program) could somehow hypothetically come up with a time the next day that you would be ok to drive again’ – recidivist offender
4.2.3 Process issues and feasibility

4.2.3.1 Acceptability of an intervention

Generally the concept of a brief intervention program for first offenders was well received.

‘(An intervention program) would help them a lot more than just getting punished for it’ – first offender

4.2.3.2 Acceptability of a computer based intervention

Offenders were also approving of the idea of a computer based program. Most offenders agreed that that this would be an effective method of delivery, particularly due to its less confronting nature. However, since this was the focus of the questioning, it is likely that other methods of delivery were discussed to a lesser extent due to the nature of the exploratory questions. 

‘When I see things on paper/computer, it makes it less in your face and ‑ I don't know.  It is less confronting, I suppose.’ – first offender

‘For some people, that's the way they learn (computer based information).’ – first offender
‘I think computer based is a good way to go because it is anonymous. People don’t have to feel like they have to sit one on one...’ – recidivist offender
4.2.3.3 Separate preventative program

The issue of a program being available prior to the offence was flagged by some offenders. This would be preventative in nature, and provide information that may assist in putting a stop to the first offence from occurring. 

‘I think for the people who haven't been caught, the first time offenders waiting to happen, I think that's probably an issue as well.’ – first offender

 ‘I don't think it would be as confronting as addressing personal issues face‑to‑face in like your counselling scenario, but it would obviously not be as cost effective and be available to everyone.’ – first offender

4.2.3.4 Provision of referral information

In response to questions about the use of referrals the following common theme was noted.

‘I think maybe should have referrals to, like ‑ I don't know, for people with drinking problems because I think I have a drinking problem.’ – first offender
4.2.4 Stakeholder interviews


There were a number of interviews undertaken with professional organisations relevant to the current project. While individual names were not included in the final transcripts for privacy purposes, there was information gathered about place of employment and relevant experience. The stakeholders were from a number of different places of employment, including Magistrates Court, Queensland Transport, Probation & Parole (Queensland Corrective Services), Royal Automobile Club Queensland (RACQ), Intraface Consulting (Employment Assistance Program for drug & alcohol clients), Brisbane Police Prosecution Corps (Queensland Police Service) and private practice psychology. The stakeholders relevant to the project were carefully chosen by the research team to have a broad range of theoretical and practical knowledge about both drink driving and brief interventions. This includes experience from policy making right through to clinical psychological intervention. These stakeholders were carefully chosen for their range of knowledge in the field of intervention for drink driving offenders. This enabled the interviews to be focussed and semi-structured, as it was of most interest to discuss further issues such as feasibility and process for the program. The main themes of the interview are discussed below according to the questions listed in Appendix 1: Stakeholders Interview schedule. 

The themes of the stakeholder interviews were separated into three main groups: content, design, and feasibility. These were discussed in depth during the interviews, with key themes arising. 
4.2.4.1 Intervention content

The current research project has identified that a number of key factors are pertinent to reducing subsequent drink driving in first time offenders. The first stakeholder questions (1-3; see Appendix I) were designed to determine the main content that could be used in a brief intervention program for first offenders. 

One key element of the interviews was that stakeholders generally agreed that the information presented in an intervention should not exceed the point where the principal messages get lost. This could be achieved by focussing on a few key take home messages integrated in the intervention. Reporting on the individual’s behaviour and the possible harms, as well as educational messages such as standard drinks and response times, were seen to be of more importance than reporting on interesting facts such as money spent or weight gained by alcohol use. There was a call to have the intervention focus on mainly drink driving rather than alcohol use with the possibility of screening and referral for those with alcohol use issues. 

The following analysis lists the key themes derived from the interviews relating to intervention content.

Standard drinks

The first key theme when discussing intervention content was the improvement of education on standard drink measures. Most interviews covered the importance of educating individuals about standard drink measures, calculation of BAC according to gender and weight, and educating about the amount of time it takes for alcohol to be out of the metabolic system. All of the stakeholders agreed that this was the key educative component which should be included:-

‘Educating the participant on standard drinks is an important component for this type of training.’

While most participants agreed that education regarding standard drinks was in the public arena, it was noted that many drink drivers were confused about how alcohol reacts with the body even if they have the intention to stay under the limit. 

 ‘It’s more about reaching them about the fact that... you can still have alcohol in your system hours later.’

‘Saying to people if you drink a 6-pack of alcohol you will probably have this much alcohol in your system and it’s going to take you 12 hours for it to be gone... based on height/weight or something... might be a good way.’

There was a call for improvement of the current guidelines to stay under the legal blood alcohol content. Interestingly, these are only guidelines and not rules, with most sources (cards, pamphlets etc) indicating ‘This is a guide only. Some people can manage less.’ The stakeholders felt as though this message wasn’t getting through to offenders, particularly those who try to stay under the limit and are subsequently apprehended with very low readings for their licence type. Some suggestions for improvement included removing the ambiguity of the current guidelines, and offering revision on the current message to make it more specific, in that it doesn’t apply to everyone. 

‘Where the (standard drink) message removes... ambiguity, the driver may more readily understand they will calculate incorrectly and get caught.’

‘Maybe the (standard drink message) needs to be revised... you can say that’s a general guide but a more specific guide that’s safer is this.’

‘Include a message to indicate if you’ve had a big night out, have a big day in.’

Consequences of drink driving

The second key theme of the content questions was that first offenders need to be instructed on the possible impacts of drink driving for themselves and others. This included looking into all the possible consequences of the drink driving behaviour, and the possibility of discussing how individual risk can be quantified.

‘What are the likely impacts on families if there’s an injury/fatality either to the person drink driving or to someone else involved in a crash as a result of drink driving?’

‘They need to understand... if they don’t (stay under the limit) and they drive, what risks they are taking to themselves and others and how those risks can be quantified, for instance, the slowing down of reaction times...’

Reaction times

The third key theme relating to content was that individuals need to be educated on reaction times, as they may believe they are safe to drive but be putting themselves at risk. It was generally agreed that most drink drivers either do not think about the possibility of their reaction time being slowed, or believe that it is not the case. 

‘The slowing down of their reaction times, their reduction in observation ability... they are the most important things.’

‘Put them on a simulator, to complete tasks, if the driver consumes the offenders number of drinks, with stopping times, ability to avoid incidents, swerving... time delays.’ 

In terms of intervention content for a first offender sample, the main suggestions identified in this study were the importance of the inclusion of:-

· Standard drink measures

· What is a standard drink

· Concise guidelines and individual differences

· Consequences of drink driving

· Individual consequences of the behaviour

· Social consequences of the behaviour

· Reaction times

It was noted that these categories need to contain targeted information where possible. In terms of the intervention, this could involve activities relating to standard drinks and BAC calculation. An example of this could be how many standard drinks an individual can have based on height, weight and alcohol preference. A graphic demonstration about the content of standard drinks may also be useful, for example, how many drinks is in your favourite type of alcohol. 

Information about the consequences of drink driving (both social and individual) was seen to be very important. For the intervention, this could include information on social consequences, such as the potential family impact, relationship issues. It could also include information on the individual impacts such as financial loss due to fines, loss of insurance, employment issues.

Lastly, it is important to include information about the effects of alcohol on driving, particularly in terms of reaction time which many offenders may not have thought about prior to drink driving. This could be done by displaying a video of how alcohol affects reaction time, and showing individuals how they might expect to perform tasks under the influence of alcohol. This would involve demonstration of the risks that may occur due to a slowed reaction time, such as the chance of injury or fatality increasing with slowed reaction, due to the consumption of alcohol. 

4.2.4.2 Intervention design

In terms of design for an intervention, it is suggested that the key factors above are formed into modules that can be tailored to individuals and delivered in the most effective manner. The following themes were derived from questions 3-4 of the stakeholder interview, which were comments on the design of an intervention. It was agreed that first offenders would be most suited to a brief educational program.

The key themes that arose during the intervention design questions were:

· Interactivity

· Attention to content

· Tailored feedback

Interactivity

The majority of stakeholders agreed that when using a computer based intervention, interactivity is the key. The main comment was that the presentation should not be presented in just information form (for example, by PowerPoint presentation) or too gamelike, but should contain components of both merged in an interactive fashion.

‘An interactive presentation would keep the participant interested and they would retain more of the information if they were able to participate interactively.’
‘I would want them to be interacting with actual scenarios, real life stuff online, like games.’
‘There will be some areas where you will just be providing information but if you can back it up – present it with some interactive stuff, then that’s really good.’
Attention to content

There was also the common suggestion that offenders should be given questions throughout the session or at the end to enable learning of the tasks and attention to the content. However, if the suggestion regarding interactivity was put in place, it was noted that there would be little need for this at the end as it is an interactive process whereby the participant would already be involved in the intervention, thus not allowing for the program to run without interactivity.

‘Questions throughout the presentation would be the most effective method to ensure they understood the content.’
‘If it’s interactive and you are recording the interaction, you already know. So if you can have some sort of interactive component of each section, then you know that they are paying attention because you have got the responses from their interaction.’
Tailored information

There was detailed discussion with all stakeholders regarding the usefulness of tailored information in a brief educational program. The concept was well received and there were many suggestions about how this could be integrated to improve the efficacy of the program. Firstly there was the suggestion that there could be distinct groups, particularly those who are high risk of reoffending and low risk of reoffending. 

‘Perhaps there could be a referral for more detailed treatment/counselling or even further education available after completion of the online program... basically; that its matching low risk, low risk interventions; high risk, high risk, intensive interventions.’  

Secondly, personalised feedback was seen to be an important component of an intervention for first offenders. It was suggested that this would act as a key factor in retaining information and assisting the learning process. It was noted that during any feedback, there should be a component where it is reminded that the participant has access to rehabilitation and support networks, and these should be listed. To tailor the feedback to the individual, by personalising their situation or circumstances, was highly regarded by all the stakeholders. 

‘Effective feedback would include confirming and repeating for the driver any information they provide which acknowledges the key elements of the message, demonstrates an acceptance for their actions, and identifies an understanding they have to change their patterns and decision making process.’

4.2.4.3 Feasibility and cost effectiveness

Web based interventions potentially provide a cost effective method of intervention delivery. Due to the large numbers of first time offenders, having access to the web will enable a larger area of coverage and prove to be a more cost effective way of delivering a broad intervention. The following section reports on the discussions with stakeholders regarding feasibility of a brief intervention program for first offenders. 

Online intervention 

In terms of feasibility, it was generally agreed that online intervention would be the best in terms of cost effectiveness. This would also allow the program to cover a broader range of people, although it takes from the value of face to face individual intervention (such as counselling or group work). However, most agreed that online would be effective and the scope could be potentially broader, reaching out to a larger range of people. There was a range of discussion about the efficacy of online intervention and cost effectiveness.  

‘Online would probably be fairly cost effective and able to reach everybody around Queensland... It’s got to be state-wide... online would probably be the most simple way of doing that and cost effective as well.’
‘You could get more personalised sort of answers from them and get more information from them using that (internet) delivery as opposed to having a classroom-based thing because people aren’t always going to want to share their personal situation...’
‘We supported the idea of it being mandatory. Online is probably the cheapest way to do it.’
‘I wouldn’t suggest that you discount the value of having a mandated program coupled with conditions. I think this is probably going to be a very cost effective way of delivering the program, compared to group programs.’
‘You are going to have the consistency, the program integrity and certainly the cost effectiveness which are good arguments for computer based training.’
Timing

There was discussion regarding the timing of the intervention, and there were suggestions that the program be undertaken prior to the court hearing, or prior to relicensing. In terms of the process of either method, there would be different processes involved. 

‘If it was pre-court, they would have to pay to get into the course and it may be given credit or be held in mitigation on the final sentence of the court.’
‘It could be ordered by the court as part of a community based order, which is what happens now with the drink driving program.’
There was also mention that the program may be effective as a preventative program, prior to any offences taking place. This was discussed by two stakeholders in comparison to the current Learner driver program, where a package is sent to drivers to educate them about factors relating to driving. As such, they suggested that the intervention should be completed firstly as a preventative approach whereby all new drivers must complete the program. 

‘The computer based package should be available to all drivers, not just first time drink drivers as there are a significant number of people who are not detected though continue to drink drive.’
‘Maybe there’s some justification for running this program which is a very shortened individual intervention program, prior to them being convicted of drink driving.’
Method of Entry
Regardless of the process of either method of delivery (before court or after), there were suggestions as to how these processes may be carried out in the most successful manner. 

‘Get the courts to impose it as part of the sentencing operation and maybe as an offset they could reduce the amount of disqualification by a shorter period... what we are doing is giving the magistrate another sentencing option.’ 

5 Conclusions
Road traffic injuries are regarded as the leading cause of death worldwide, particularly among the 15-29 year age group. In Queensland alcohol impaired driving is considered a main factor contributing to road fatalities.  Although there have been a variety of enforcement countermeasures to curb drink driving there has been a paucity of treatment interventions specifically targeting alcohol-impaired driving. This is surprising given the relative success of treatment interventions designed for individuals with alcohol problems (Walton et al., 2008; Kaner et al., 2007). Screening for alcohol-related problems and providing a brief intervention in primary care facilities has also been found to be a very effective way of reducing unhealthy drinking behaviours (Saitz, 2010).
Brief interventions are aimed at preventing the onset of more serious and detrimental health behaviours. The aim of the current program of research was to develop an evidence based brief intervention in accordance with best practice and harm minimisation policies to reduce the rate of recidivism among first time drink drivers.  This aim was inspired by the legislative Assembly of Queensland’s Travelsafe Committee of the 52nd Parliament (2006) following their enquiry into the problem of drink driving in Queensland. The Travelsafe Committee recommended that first time convicted drink drivers attend a brief rehabilitation intervention to deter them from continuing to drink and drive. 
5.1 Studies

The project was comprised of two main studies. The first study identified 137 participants who were regarded as first time convicted drink drinkers. The aim of the first study was to identify the characteristics, alcohol use and factors that assisted this group to avoid further drink driving events. Crash and traffic histories of these participants were also obtained. The second study involved interviewing via focus groups first time drink drivers, recidivist drink drivers and professional stakeholders experienced in managing individuals with alcohol problems. The aim of this study was to obtain each groups views about strategies that would assist in the prevention of recidivist drink driving.
5.2 Key Results from Study 1
The results indicate the majority of first offenders in the sample were male (77.2%) and single (71.1%), with a disproportionate number of young drivers represented, over half of the sample being under 25 years of age. Interestingly though, the majority of offenders had a year 12 education at least, and almost one fifth of the sample had at least a bachelors degree. While this represents a shift in previous knowledge about first offenders, it also demonstrates a potential bias in the sample in that the large majority of participants were from a metropolitan area. 
To identify risk factors associated with drink driving, a number of key variables were extracted from the research, to determine what (if anything) leads to subsequent drink driving. 
It is clear from this information that there are many offenders who drink drive in the six months following the first time drink driving offence, however very little of these individuals are caught for a second time within the first year after the offence. This would demonstrate that deterrence related to the court hearing can be limited for a number of offenders. 
The collection of the Queensland Transport (QT) data allowed the research team to detail the subsequent offending patterns in the year following the first offence. For the offenders in the sample, it can be seen that the traffic history in the five years prior to the offence is typically extensive. It is noted that the majority of offenders also have offences following the offence, with 7.3% of offenders having a subsequent drink driving offence. 
5.2.1 Intervention Content

5.2.1.1 Standard drinks

The current findings in respect to knowledge of standard drinks indicated that participants had little understanding about the level of standard drinks and the time in which standards drinks should be consumed in order to remain under the legal BAC driving limit. Participants also had little understanding about guidelines outlining different types of alcoholic beverages, their level of alcohol content and recommended time periods for alcohol consumption in order not to become intoxicated. 
5.2.1.2 Legal information

There was suggestion by both first time and recidivist drink drivers that a successful intervention program should include integrated information about what will happen legally if the offender gets caught again. First offenders generally agreed that the court process was the biggest deterrent, so providing information about the possibility of harsher sentences may have an impact on personal behaviour.  

5.2.1.3 Graphic material

In regards to questions about graphical material the following common themes were noted key themes suggested include:

· fear based campaigns;
· education about legal consequences if caught drink driving; and 
· information about the effect of alcohol impaired road crashes. 
5.2.2 Intervention design

5.2.2.1 Tailored information 


Common themes regarded how a drink driving intervention should be presented, which included:

· providing pamphlets containing knowledge related to the effects of drink driving;

· providing information about the changed attitudes and drink behaviour of drink drivers after completing an intervention program;

· providing knowledge about the effects of alcohol;

· providing knowledge about how drinkers can assess their level of alcohol and drink driving risk;

5.2.2.2 Scenario based information

In relation to providing scenarios that would assist with educating potential drink drivers the following were suggested:

· an exercise that could be computer based in the form of a story or visual images that would demonstrate the effect of drink driving on the drink driver and his/her family and others (e. g., employment, financial, injuries, death); and

· information about the length of time alcohol dissipates through the body. 

5.2.3 Process issues and feasibility

5.2.3.1 Acceptability of an intervention

Generally the concept of a brief intervention program for first offenders was well received. Offenders were also approving of the idea of a computer based program. Most offenders agreed that that this would be an effective method of delivery, particularly due to its less confronting nature. It was also suggested that such a program should provide an identity to refer drink driers with alcohol problems for more intensive treatment to alcohol related problems.

The issue of a program being available prior to the offence was suggested by some offenders. This would be preventative in nature, and provide information that may assist in putting a stop to the first offence from occurring. 
5.3 Key Results from Study 2

The aim of the second study was to obtain views from a range of stakeholders about strategies that would assist in the prevention of recidivist drink driving. This study involved interviewing using focus groups, which comprised first time drink drivers, recidivist drink drivers and professional stakeholders experienced in managing individuals with alcohol problems. This study identified that a number of key factors pertinent to reducing subsequent drink driving in first time offenders and these are discussed in the following sections.
5.3.1 Intervention content

One key element of the interviews was that stakeholders generally agreed that the information presented in an intervention should not exceed the point where the principal messages get lost. This could be achieved by focussing on a few key take home messages integrated in the intervention. Reporting on the individual’s behaviour and the possible harms, as well as educational messages such as standard drinks and response times, were seen to be of more importance than reporting on interesting facts such as money spent or weight gained by alcohol use. There was a call to have the intervention focus on mainly drink driving rather than alcohol use with the possibility of screening and referral for those with alcohol use issues. 
The following sections outline the key themes derived from the interviews relating to intervention content. It was noted that these categories need to contain targeted information where possible.
5.3.1.1 Standard drinks
The first key theme when discussing intervention content was the improvement of education on standard drink measures. In terms of the intervention, this could involve activities relating to standard drinks and BAC calculation. An example of this could be how many standard drinks an individual can have based on height, weight and alcohol preference. A graphic demonstration about the content of standard drinks may also be useful, for example, how many drinks are in your favourite type of alcohol. There was also a call for improvement of the current guidelines showing how to stay under the legal blood alcohol content.
5.3.1.2 Consequences of drink driving
The second key theme of the content questions was that first offenders need to be instructed on the possible impacts of drink driving for themselves and others. Information about the consequences of drink driving (both social and individual) was seen to be very important. This included looking into all the possible consequences of the drink driving behaviour, and the possibility of discussing how individual risk can be quantified. For the intervention, this could include information on social consequences, such as the potential family impact, relationship issues. It could also include information on the individual impacts such as financial loss due to fines, loss of insurance, employment issues.
5.3.1.3 Reaction times

The third key theme relating to content was that individuals need to be educated on reaction times, as they may believe they are safe to drive but be putting themselves at risk. It was generally agreed that most drink drivers either do not think about the possibility of their reaction time being slowed, or believe that it is not at all. For the intervention this could be done by displaying a video of how alcohol affects reaction time, and showing individuals how they might expect to perform tasks under the influence of alcohol. This would also involve demonstration of the risks that may occur due to a slowed reaction time, such as the chance of injury or fatality increasing with slowed reaction, due to the consumption of alcohol. 
5.3.2 Intervention design
In terms of design for an intervention, it is suggested that the key factors above are formed into modules that can be tailored to individuals and delivered in the most effective manner. The following themes were derived from questions 3-4 of the stakeholder interview, which were comments on the design of an intervention. It was agreed that first offenders would be most suited to a brief educational program.
The key themes that arose during the intervention design questions were:
· Interactivity
· Attention to content
· Tailored information and feedback
5.3.2.1 Interactivity

The majority of stakeholders agreed that when using a computer based intervention, interactivity is the key. The main comment was that the presentation should not be presented in just information form (for example, by PowerPoint presentation) or too game like, but should contain components of both merged in an interactive fashion.
5.3.2.2  Attention to content
There was also the common suggestion that offenders should be given questions throughout the session or at the end to enable learning of the tasks and attention to the content. However, if the suggestion regarding interactivity was put in place, it was noted that there would be little need for this at the end as it is an interactive process whereby the participant would already be involved in the intervention, thus not allowing for the program to run without interactivity.
5.3.2.3 Tailored information

There was detailed discussion with all stakeholders regarding the usefulness of tailored information in a brief educational program. The concept was well received and there were many suggestions about how this could be integrated to improve the efficacy of the program. Firstly there was the suggestion that there could be distinct groups, particularly those who are high risk of reoffending and low risk of reoffending. 
‘Perhaps there could be a referral for more detailed treatment/counselling or even further education available after completion of the online program... basically; that its matching low risk, low risk interventions; high risk, high risk, intensive interventions.’  

Secondly, personalised feedback was seen to be an important component of an intervention for first offenders. It was suggested that this would act as a key factor in retaining information and assisting the learning process. It was noted that during any feedback, there should be a component where it is reminded that the participant has access to rehabilitation and support networks, and these should be listed. To tailor the feedback to the individual, by personalising their situation or circumstances, was highly regarded by all the stakeholders. 
5.3.3 Feasibility and cost effectiveness

Web based interventions provide a cost effective method of intervention delivery. Due to the large numbers of first time offenders, having the program computer or web based will enable a larger area of coverage and prove to be a more cost effective way of delivering a broad intervention. The following section reports on the discussions with stakeholders regarding feasibility of a brief intervention program for first offenders. 
5.3.3.1 Online intervention 

In terms of feasibility, it was generally agreed that online intervention would be the best in terms of cost effectiveness. This would also allow the program to cover a broader range of people, although it takes from the value of face to face individual intervention (such as counselling or group work). However, most agreed that online would be effective and the scope could be potentially broader, reaching out to a larger range of people. There was a range of discussion about the efficacy of online intervention and cost effectiveness.  
5.3.3.2 Timing

There was discussion regarding the timing of the intervention, and there were suggestions that the program be undertaken prior to the court hearing, or prior to relicensing. This would require different processes to be incorporated for the different delivery timings. 
There was also mention that the program may be effective as a preventative program, prior to any offences taking place. This was discussed by two stakeholders in comparison to the current Learner driver program, where a package is sent to drivers to educate them about factors relating to driving. As such, they suggested that the intervention should be completed firstly as a preventative approach whereby all new drivers must complete the program. 
5.3.3.3 Method of Entry
Stakeholders provided several suggestions as to how these processes may be carried out in the most successful manner, regardless of the program delivery timing (before court or after).
‘Get the courts to impose it as part of the sentencing operation and maybe as an offset they could reduce the amount of disqualification by a shorter period... what we are doing is giving the magistrate another sentencing option.’
However, as previously mentioned, some respondents broached the idea of a program which is preventative in nature. This would provide information to all new drivers which may assist in stopping the first offence from occurring. In this case a program which is a very shortened version could be incorporated into another mandatory program, such as the Learner driver program.
6 Summary of Design of a COMPUTER BASED BRIEF INTERVENTION PROGRAM
The focus groups and stakeholder interviews were focussed on three main topics, intervention content, intervention design, as well as feasibility and cost effectiveness. These three topics were widely discussed with first offenders, recidivist offenders, and stakeholders who agreed to participate in the research. 
6.1 Proposed key elements

The first element to the design of the brief intervention would be in the screening measure. It is recommended that due to the high level of risky alcohol use in first time offenders, that this includes both questions about drink driving risk, and alcohol use in general. For example, it has been shown that those with a very high alcohol use level are the most at risk of re-offence. This would demonstrate that an early screening measure such as the AUDIT could more accurately assess the risk of the person engaging in drink driving at another time. 

The next key element would be a module relating to educative components of the intervention. Importantly, it would need to at least include specific information about standard drink measures, the possible consequences of drink driving and reaction times. Offenders would prefer graphic information, however this has not been deemed to be effective, particularly with young males when evaluating graphic countermeasures, therefore it would need to be approached carefully if this were to be included. 

The program should potentially include provision for referral to services, as well as a potential follow up. This is seen to be a key factor in engaging drink driving offenders and encouraging them into further treatment. 

6.2 Delivery options

The findings of the program of research suggest there is a potential for a brief computer based program designed to reduce subsequent offending for first time drink drivers. As it was focussed on this method, there was little discussion of other delivery options, for example, face to face interventions or mail delivered interventions. Preferences for delivery methods need to be further investigated. However, it appears that most interventions being designed in recent times have at least a computer or web based component, given the availability of computers, the ability to target a wide range of people, and the cost effectiveness of this method. It has become timely to develop and evaluate a web based program, particularly as this method may have some success in reducing re-offence rates. Importantly, the need for an interactive program, whereby offenders are given specific information about their personal circumstances, and the program interacts by providing detailed targeted educative information, has been identified as a necessity when implementing any intervention such as the one that we are recommending.
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Appendix 1: Stakeholders Interview Schedule

Stakeholder questions:

We would like to ask your assistance in developing a computer-based program to help deter first time drink driving offenders from reoffending.  As you may be aware, part of the project included interviewing first time drink drivers at the Roma St Magistrates Court in Brisbane in 2009.  As part of the deterrence plan for other first time drink driving offenders, we are developing an interactive intervention that will include the following categories:

Knowledge – Comparing participants to the national average (Australian):

· Drinking levels compared to National (Australian) average

· Drink driving occurrences compared to National (Australian) average

· Risk levels compared to National (Australian) average

Education – Did you know?

· What is a standard drink?

· How many drinks can you have before driving (based on gender and weight?)

· How long do you need to wait before driving to be sure you will not be over the limit?

· How long do you need to wait to be sure you have no alcohol in your system?

· How to reduce your risk of injury/illness – points on how to reduce the overall risk.

General Facts – Interesting facts...

The effects of alcohol on:

· the brain (shrinkage etc)

· your concentration

· your body for the 24 hour period following your drinking session

· your body over a year of drinking the way you do (weight/skin/fatigue etc)

· your body over a lifetime – risk of cancer, liver disease etc. (what that means in terms of medical cost and time lost to hospital visits etc.)

· your life expectancy

· your wallet (how much do you spend on average each year on alcohol)

· Report the number of days out of year, and percentage, you have a drink.

· Report the number of days out of year you drink heavily or binge drink.

Risk – What participants said about their behaviour...

· Classification as a high or low risk drinker

· Audit score (include what the score actually means)

· How does your drinking affect your life? (state how many personal accidents, injuries and risk-taking behaviour they reported)

· How does your drinking affect other people in your life? (also state how many accidents, injuries and risk-taking behaviour they reported to have affected other people)

We are asking for your assistance and feedback on these categories to determine if there is any part of the intervention you think needs changing, may not have been included, or needs to be removed.  Please give your feedback as detailed as possible and answer the following questions.

Question 1:

If you were designing an intervention for first time drink drivers, what are the key educative points you would want to convey? (e.g., education on standard drinks).

Question 2:

How effective do you think reporting interesting facts about the effects of drinking and the effects of drink driving be? (e.g., an approximation of the money each participant has spent on alcohol in the last 12 months, or the extra kilos a participant may have gained due to drinking alone). 

Question 3:

Apart from the above, what else would you want to be sure your participants saw or heard in a presentation to first time drink drivers?

Question 4:

How would you want the information to be presented on a computer?  Would you want it to be very interactive – gamelike? Or would it be better if it were presented in a slide formation?

Question 5:

How would you be sure your participants paid attention to the content?  Would you have a questionnaire at the end of the presentation/throughout the presentation?  Would you want your participants to repeat the programme?

Question 6: 

What do you believe would be effective in terms of tailored feedback?

Question 7:

What do you think would be the most feasible way to deliver the intervention to offenders? Do you think that this will be effective in terms of timing of the intervention and cost effectiveness?

Question 8:

Is there any other feedback you would like to provide about the project?
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� As the numbers for actual recidivism were small, those who identified as having engaged in drink driving since the original offence were also used to determine factors relating to subsequent drink driving.
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