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Abstract
Design  Two-arm cluster randomised controlled feasibility trial. 

Intervention  Twelve NHS dental practices were randomised to the 

intervention and control arms. Patients consuming alcohol above 

the recommended levels were eligible to participate in the trial. The 

intervention was delivered by the dentists in the participating practices 

and entailed the delivery of a short tailored alcohol-related advice tool 

and a leaflet, which included information about the effects of alcohol 

on oral health and the benefits of reducing alcohol intake to both oral 

and general health. Patients in the control arm were given a mouth 

cancer prevention leaflet only. The level of alcohol consumption 

was measured by validated tools (AUDIT: Alcohol Use Disorders 

Identification Test and AUTID-C: Alcohol Use Disorders Identification 

Test for Consumption). The patients were followed-up after six months 

by a telephone interview. 

Outcome Measures  The feasibility trial outcomes were the 

recruitment, retention, eligibility and delivery rate. The primary 

outcome of the trial was the impact of the intervention in lowering 

the level of alcohol consumption as captured by the AUDIT tool. 

Secondary outcomes included health related quality of life and alcohol 

consumption and abstinence in the last 90 days.  The acceptability of 

the intervention was also assessed.

Results  The recruitment and retention rate were high (95.4% and 

76.9% respectively). At the follow-up, participants in the intervention 

arm were significantly more likely to report a longer abstinence period 

(3.2 vs. 2.3 weeks respectively, P = 0.04). Non-significant differences 

in AUDIT (44.9% vs. 59.8% AUDIT positive respectively, P = 0.053) 

and AUDIT-C between baseline and follow-up (−0.67 units vs. −0.29 

units respectively, P = 0.058) were observed. Results from the process 

evaluation indicated that the intervention and study procedures were 

acceptable to dentists and patients.

Conclusion  According to this study, dentists offering screening for 

alcohol misuse and brief advice in a primary dental care setting is not only 

feasible but also well-welcomed by both the dental team and patients. 

Commentary
Alcohol consumption above the recommended limits remains a 

significant public health problem in the UK. Excessive alcohol 

consumption has been associated with fatal accidents, accidental 

injuries, liver disease as well as oral and other cancers.1 A direct 

dose-risk relationship between alcohol consumption and oral 

cancer, irrespective of smoking, has been suggested in a recent 

systematic review.2 In recent years, there has been a call that 

dentists incorporate screening for common medical conditions in 

their consultation.3 In the UK, the Department of Health expects 

dentists to screen patients for alcohol misuse and offer brief advice 

where is deemed necessary.4 

This trial was a two-arm cluster randomised controlled trial 

examining primarily the feasibility and acceptability of delivering 

alcohol screening and brief advice in an general dental practice 

setting. The study also aimed to assess the effectiveness of the 

intervention, in lowering the participants’ level of alcohol 

consumption as measured by a self-administered questionnaire 

tool (AUDIT and AUTIC-C tool). 

This randomised controlled trial was registered with the 

ISRCTN clinical trial registry and followed the research 

procedures as set a priori in the study protocol. The reporting 

of the trial followed the CONSORT guidelines. The study 

was conducted in a methodologically appropriate and robust 

manner. The randomisation was done at practice rather than 

patient level to avoid contamination between the trial arms. 

Risk of selection bias was reduced by randomising people 

into the group and ensuring that the groups were not aware 

which group they were allocated to. Although blinding of the 

personnel and participants was not possible , the researchers 

collecting the follow-up data were blinded to the participants’ 

allocation status. Six practices were enrolled in each arm. 

One and two practices from the intervention and control arm 

respectively were lost to follow-up in six months. An equal 

number of patients were lost to follow-up or withdrawn from 

the study from each arm of the study. 

The alcohol consumption screening tools used in this study have 

been validated in previous research and have also been endorsed by 

the Department of Health (UK) as tools that can be used by health 

care professionals to screen patients for alcohol consumption. The 

study was undertaken in a primary care setting involving real-life 

patients and the intervention was delivered by dentists during their 

scheduled consultation appointments which undoubtedly increases 

the applicability of the study.5 However, only NHS practices in 

North London were recruited, which may reduce the generalisability 
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of the study, as its conclusions may not be directly applicable to 

other settings such as private general dental practice and community 

dental services settings where the working environment and 

conditions may differ. 

Although at the follow up, participants in the intervention 

arm were significantly more likely to report a longer abstinence 

from alcohol than their peers in the control arm, the study was 

underpowered to detect any differences as regards to the efficacy of 

the intervention in helping patients to lower their level of alcohol 

consumption (as captured by the AUDIT and AUDIT-C tools). The 

authors, recognising this shortfall of the study, offer a power sample 

calculation for future randomised controlled trials based on the 

findings of their study. The acceptability of the study was evaluated 

by interviewing a small purposive sample of dental staff (n = 12) 

and participating patients (n = 14) from both the intervention and 

control practices. The patients who were interviewed felt that it 

was appropriate for the dentist to give advice on alcohol and they 

felt comfortable discussing the issue of alcohol consumption with 

their dentist which contradicts the assumptions of some dental 

practitioners that raising the issue of alcohol may damage their 

rapport with their patients.6 The dental staff found delivering the 

intervention overall straightforward, however, the issue of time 

pressures within the NHS system was raised as a potential barrier. 

Time pressure may hinder dentists’ diagnostic performance7 which 

raises the question of whether the delivery of such an intervention 

within the current time constraints of a busy NHS practice will be 

feasible, but at the potential expense of other aspects of the care, for 

example, accurate diagnosis. 

To conclude, the results of this study suggested that delivery 

of alcohol misuse screening and brief advice is feasible in an 

NHS primary dental care setting and it is welcomed by patients. 

Future well-powered studies with longer follow-up are warranted 

to assess the time that is required for the effective delivery of this 

intervention as well as its effectiveness in changing the patients’ 

behaviour, habits and practices towards alcohol.
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