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Background
Harmful alcohol use is responsible for 5.1% of the global 
burden of disease [1] and has negative social conse-
quences (e.g. alcohol-related crime, violence and injuries) 
[2, 3]. To tackle the impact of alcohol consumption, pub-
lic health interventions such as a temporary abstinence 
campaign [TAC] are promising. TACs challenge adults 
to refrain from alcohol during a fixed period (often one 
month) and several effect evaluations show reductions in 
alcohol consumption after participation [4, 5]. However, 
effect evaluations [4–8] only offer limited understanding 
of the underlying mechanisms of the intervention effects. 
Process evaluations on the other hand provide such 

BMC Public Health

*Correspondence:
Annelies Thienpondt
annelies.thienpondt@ugent.be
1Department of Public Health and Primary Care, Ghent University, Corneel 
Heymanslaan 10, Ghent B- 9000, Belgium
2Research Foundation Flanders (FWO), Brussels, Belgium
3Flemish expertise centre on alcohol and other drugs, Vanderlindestraat 
15, Schaarbeek 1030, Belgium
4Movement and Nutrition for Health and Performance Research Unit, 
Faculty of Physical Education and Physical Therapy, Vrije Universiteit 
Brussel, Pleinlaan 2, Brussels B-1050, Belgium

Abstract
Background  The Tournée Minérale campaign [TMC] is a mass media prevention campaign challenging Belgian 
adults to refrain from alcohol during one month. A process evaluation may help us better understand the effect of 
TMC and to formulate recommendations for future editions. The current study aimed to examine reach, experiences, 
perceived effectiveness and maintenance of TMC.

Methods  A mixed method design was used to assess the process, using pre- and post-questionnaires (n = 49.022, 
44.5 ± 13.1 years old, 37.0% men) and focus groups (n = 31, 47.3 ± 14.3 years old, 33.3% men).

Results  Most campaign materials were considered useful and/or motivating. Facilitators for taking part in TMC were 
connectedness with other participants, stimulus control (e.g. removing alcohol at home) and a supportive social 
environment. Most difficulties were encountered with abstaining during social occasions as participants had to 
change a habit or find alternative non-alcoholic beverages. Participants reported both beneficial (e.g. sleeping better) 
and adverse effects (e.g. drinking more soft drinks).

Conclusions  Future editions of TMC should try to decrease perceived adverse effects (e.g. by providing attractive 
non-alcoholic beverages) and can benefit from having a forum where people can share experiences.

Keywords  Alcohol use, Mass media campaign, Adult, Temporary abstinence, Refraining from alcohol, Prevention, 
Intervention
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insights and deliver valuable information for improving 
future TACs [9].

There is no single definition of a process evaluation 
[10] and different process evaluation frameworks exist 
[11–14] such as the RE-AIM framework [15], the process 
evaluation elements of Saunders [14] and Grant’s process 
evaluation framework [9]. To provide a comprehensive 
understanding of TACs’ underlying mechanisms from a 
participant’s perspective, it is important to combine dif-
ferent frameworks since each framework has its limita-
tions. For example, the RE-AIM framework does not 
include the recruitment process or unintended conse-
quences due to the intervention (i.e. beneficial or harm-
ful outcomes) from a participant’s perspective. Saunders’ 
framework lacks the effectiveness and maintenance ele-
ments of a process evaluation, and Grant’s framework 
does not assess the experiences of the participants. 
Therefore, for the current study we combined the three 
frameworks and identified four key elements to provide 
a comprehensive process evaluation of a TAC. The first 
key element is “reach” (based on ‘reach’ in RE-AIM [15], 
Saunders [14] and Grant [9], with the addition of Grant’s 
‘recruitment’ element [9]), i.e. channels to reach partici-
pants, representativeness of participants, motivations 
and reasons for (not) participating. The second key ele-
ment is “experiences” (based on the individual component 
of RE-AIM’s ‘implementation’ [15] and Saunder’s ‘context’ 
[14]), i.e. participants’ use and response to the interven-
tion (materials). The third key element is “effectiveness” 
(based on ‘effectiveness’ of RE-AIM [15] & Grant [9] and 
Grant’s ‘unintended consequences’ [9]), i.e. perceived 
impacts of the intervention (both desired and adverse 
effects). The fourth and last key element is “maintenance” 
(based on ‘maintenance’ of RE-AIM [15] & Grant [9]), 
i.e. perceived maintenance of behavior change after the 
intervention. The current study focused on participants’ 
experiences, while the experiences of implementers and 
adopters (such as the ‘adoption’ element in RE-AIM, 
Saunder’s ‘dose-delivered’ or Grant’s ‘delivery’) were 
beyond the scope of the current study. Previous process 
evaluation studies of TACs have focused on some (parts 
of ) key elements such as the motivations for participating 
(part of reach), the evaluation of (some) campaign mate-
rials (part of experiences) and perceived beneficial effects 
of participating (part of effectiveness) [16–19]. Other 
subcomponents of TAC evaluations i.e. the channels to 
reach participants, representativeness of participants and 
reasons for not participating (reach); participants’ use 
and response to all intervention components and mate-
rials (experiences); perceived impact of the intervention 
(including both desired and adverse effects) (effective-
ness); and perceived maintenance of behavior change 
after the intervention (maintenance), have not yet been 

studied in depth. All above mentioned key elements are 
examined in the current study.

The effect evaluation of The Tournée Minérale cam-
paign [TMC] (TAC in Belgium) showed a decrease 
among TMC participants in weekly alcohol consump-
tion six weeks (-30%) and six months after participation 
(-19%). Furthermore, a reduction in the proportion of 
excessive weekly users and binge drinkers and changes in 
several underlying determinants of alcohol consumption 
were found among TMC participants [8].

To obtain more detailed insights about the findings of 
this effect evaluation, the current paper aims to examine 
different subcomponents of reach, experiences, perceived 
effectiveness and maintenance of TMC. This may help 
us better understand the mechanisms behind the effects 
(not) observed in the effect evaluation study and enables 
us to formulate recommendations for future TACs.

Methods
Intervention: TMC
The national Foundation against Cancer and “de druglijn”, 
a Flemish government subsidized service which provides 
information and help about substance use, developed 
and funded the first TMC in 2017. The aim was to help 
Belgian adults to reduce their alcohol consumption by 
raising awareness about (excessive) alcohol consumption 
and to raise money for cancer research by urging them 
not to drink alcohol during the month February. All Bel-
gian adults were encouraged to participate by a large-
scale nationwide campaign using promotional videos, 
advertisements, banners and social media. They were 
also encouraged to visit the TMC website (https://www.
tourneeminerale.be/) where they could register to partic-
ipate. An overview of campaign materials can be found in 
Supplementary File 1.

Study design and context
This study is part of a mixed methods design with pre- 
and post-measurements that investigated the effect of 
TMC [8]. To answer the current research questions, we 
used quantitative as well as qualitative research meth-
ods to obtain detailed and rich information [20]. Quan-
titative questionnaires were used to assess key aspects of 
the process of TMC and qualitative questions (i.e. focus 
group interviews) were designed to elicit in-depth infor-
mation and ask questions that could not be quantified. 
Quantitative and qualitative data were combined to pro-
vide a detailed and comprehensive process evaluation of 
TMC. To improve the readability of this manuscript, we 
linked the content of the quantitative data to data from 
the focus groups. Quantitative questionnaires were com-
pleted before and after TMC by participants. In addition, 
focus groups with participants of TMC were held after 
TMC. For the quantitative study, all adults (≥ 18 years) 

https://www.tourneeminerale.be/
https://www.tourneeminerale.be/
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who understood the purpose and content of the study 
and signed the online informed consent form were eli-
gible to participate. For the qualitative study, participants 
indicated before the start of the focus groups that they 
participated voluntarily and gave permission to record 
the interview with an audio recorder by signing the 
informed consent form. The researchers clearly commu-
nicated that the recordings would only be listened to for 
the purpose of analyzing the focus group and that they 
would be discarded at the end of the study. Furthermore, 
any material that could potentially identify a participant 
was treated with caution and subsequently destroyed. 
The researchers also emphasized that everyone’s ideas 
were important and that there were no wrong ideas. The 
researchers remained independent from the intervention 
developers. The recruitment process explicitly stated that 
the questionnaire and focus group study was from Ghent 
University and not TMC’s developers. The study was 
approved by the ethical committee of the Ghent Univer-
sity Hospital (2017/0069).

Sampling and data collection
For the quantitative part of the study, all registered par-
ticipants on the TMC website were invited through 
e-mail to complete an online baseline questionnaire. 
Those who completed the baseline measurements were 
contacted for post measurements through e-mail. The 
measurements took place in January (baseline) and 
March (post) 2017, with February as intervention period 
(TMC). A reminder was sent twice to those who had not 
yet responded. A total of 123,842 persons registered on 
the campaign website, of which 49,022 people completed 
the baseline questionnaire and 16,547 completed the post 
measurements. Compared to the general Belgian popu-
lation, participants of TMC were older, more likely to 
be female and higher educated but had a similar weekly 
alcohol consumption [8].

For the qualitative part of the study, focus groups were 
held with TMC participants. The focus groups were held 
in Dutch (the researcher’s native language) and were 
conducted in the five Dutch speaking Belgian provinces 
(Antwerp, Limburg, East Flanders, Flemish Brabant 
and West Flanders). One township or city was selected 
by convenience in each of the provinces. Based on the 
postal code asked at baseline measurements, TMC par-
ticipants from each selected township/city were invited 
by e-mail for the focus groups. Additional participants 
were recruited through a snow ball sampling method 
performed by enrolled participants and via master stu-
dents, who helped the researcher during the study. The 
focus groups were conducted between March 16 and 
April 20, 2017 in a neutral room at a central location in 
the selected city/township (maximum twenty minutes by 
car for each participant). The duration of the interviews 

ranged from 50 to 80 min. Persons who took part in the 
qualitative interviews were rewarded with a duo cinema 
ticket. In line with guidelines for conducting qualitative 
research, focus groups were conducted until informa-
tion saturation was reached [21]. This translates into one 
focus group for each province, except for East Flanders 
where two focus groups were conducted. In total, 31 peo-
ple took part in six focus groups (Antwerp: city Wilrijk, 
n = 4; Limburg: township Alken, n = 4; East Flanders: city 
Ghent, n = 5 and n = 4; Flemish Brabant: township Boort-
meerbeek, n = 1; West Flanders: township Desselgem, 
n = 13). In the township Boortmeerbeek only one person 
was present and an individual interview (approx. 20 min) 
was conducted.

Quantitative measurements
At baseline, participants reported their demographics, 
general health and alcohol consumption (weekly alco-
hol use and binge drinking i.e. how often in the last six 
months a person drank four (for women)/ six (for men) 
or more glasses of alcohol within a two-hour period [22]) 
(supplementary file 2) [8], how they got to know TMC, 
their reason to participate and whether they participated 
individually or as team. During the post measurements, 
questions were asked about satisfaction with the timing 
of TMC and the campaign materials and whether partici-
pants of TMC had succeeded in achieving the one-month 
abstinence goal.

Participants could also indicate if, when and how much 
they drank alcohol during TMC, as well as the most dif-
ficult situations to refuse/drink less alcohol. In addition, 
participants were asked if they had changed other health 
behaviors during participating in TMC (e.g. drinking less/
more soft drinks) and whether they experienced benefi-
cial effects (e.g. saved money). They were also questioned 
about whether and how much more than usual they 
drank alcohol to reward themselves after refraining from 
alcohol for one month. Finally, participants were asked if 
they would participate in TMC again and why (not).

Qualitative measurements
Participants who did not yet complete the baseline mea-
surement (i.e., those reached through snowball sampling 
or via the master students) were first asked to complete 
a short demographic questionnaire (i.e. age, sex, educa-
tion level, general health and alcohol use). Consecutively, 
based on a semi-structured interview guide, participants 
were asked about TMC reach and motivation to partici-
pate (e.g. ‘What were your motivations to participate in 
TMC?’), experiences (e.g. ‘How did you experience par-
ticipating in TMC?’), perceived effectiveness (e.g. ‘Did 
you change any habits, besides alcohol use, during your 
participation?’) and perceived maintenance of the effect 
after TMC (e.g. ‘How was your alcohol consumption after 
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participating in TMC?’). The full interview guide can be 
found in Supplementary File 3.

Data analyses
Descriptive statistics (means with standard deviations 
and frequencies) were calculated using SPSS statistics 
software package version 25. Due to the non-random 
drop-out based on sex, age, educational level and work 
status (supplementary file 4), inverse probability weight-
ing was applied on these variables [23, 24]. Quantitative 
descriptive analyses were conducted using survey weights 
calculated as the inverse of the propensity scores. The 
prevalences are based on the weighted data. There were 
some questions where logics were applied (e.g. only those 
who indicated that they did not wear the wristband were 
asked why they did not). To clarify this in the results, only 
when displaying data from a subsample, the numbers 
were added between brackets (“n=…”). The other results 
should be interpreted considering whether the question 
was asked at baseline (n = 49,022) or at post (n = 16,547).

The raw qualitative data, in particular the audio record-
ings of the focus groups, were transcribed verbatim, 
pseudonymized and entered into Nvivo 11 for analyses. 
A qualitative content analysis was conducted, a technique 
where categories present in textual data are identified 
following a systematic coding process [25]. All tran-
scripts were first read several times to achieve immer-
sion. Initially, categories were determined based on the 
key concepts of the interview guide and different (sub)
categories were added based on the content of the data 
(see coding framework in Supplementary File 5). Subse-
quently, the coding process included combining codes 
that belonged together to reduce and categorize the data. 
Two researchers independently coded all interviews. 
Outputs were discussed, interpreted and summarized by 
the two researchers and an independent third researcher. 
For readability, sometimes the terms ‘some’ or ‘others’ are 
used to describe the qualitative data. However, in accor-
dance with qualitative research [26, 27], no quantification 
is given. Results are presented according to the key ele-
ments of the process evaluation i.e. reach, experiences, 
perceived effectiveness and maintenance. For each ele-
ment, qualitative and quantitative data were presented.

Results
Reach
TMC participants (i.e. those who filled in the quantitative 
questionnaires) and focus group participants were mainly 
women, higher educated, employed and had an average 
weekly alcohol consumption at baseline of 10.7 and 8.3 
glasses respectively (Supplementary File 2). Characteris-
tics of focus group participants were generally similar to 
those of the TMC participants, although there were more 
focus group participants with a high educational level 

and a high general health compared to the TMC partici-
pants (89.7% vs. 66.4% and 100% vs. 79.0% respectively) 
and weekly alcohol consumption was lower among focus 
group participants (8.3 vs. 10.7 glasses, respectively).

Participants got to know TMC mainly through social 
media (51.8%), television (39.7%) or through friends or 
family (27.1%). Main reasons to participate in TMC were 
‘wanting to know how it physically or mentally would feel 
like to refrain from alcohol during one month’ (respec-
tively 74.6% and 69.6% agreed or completely agreed). 
Several focus group participants saw participation as a 
challenge and wanted to find out whether they were able 
to say no to alcohol. Others indicated they already made 
plans to live healthier or had the intention to drink less 
alcohol. [Woman, 50 years old about reason to partici-
pate in TMC] “I saw it as a challenge for myself, because I 
felt I needed a glass of wine every day, I thought, and then 
maybe a glass of beer in the evening. Sometimes it started 
with an aperitif when I was cooking. And I thought no, I 
want to get rid of that. I want to see if I can do it.”.

Most participants (91.0%) aimed to totally refrain from 
alcohol during TMC, while some (9.0%) wanted to drink 
less alcohol. Most people (77.3%) participated in TMC on 
their own and 14.8% as part of a team. The focus groups 
revealed that participants were encouraged to participate 
after talking about TMC with family or friends or were 
stimulated to participate as a team through their work 
environment.

Experiences
Timing of TMC
Almost all participants (93.6%) were satisfied with the 
month February as timing for TMC. Most participants 
(77.3%) complied with the proposed dates of TMC (i.e. 
1–28 February). During the focus groups, participants 
stated that February is the ideal month to fulfil New 
Year’s resolutions and to ‘detox’ after a month with many 
festivities. Some focus group participants suggested that 
the campaign could be held twice a year (e.g. after New 
Year and after the summer months). Others thought one 
time a year was sufficient because otherwise it would not 
be ‘special’ anymore.

Campaign materials
Most campaign materials of TMC were considered useful 
and/or motivating (Supplementary File 6). Three quarter 
(73.3%) of the participants were satisfied with the number 
of received e-mails. The weekly motivational e-mail was 
read in detail by 55.0% of the participants. Focus group 
participants explained that the motivational emails were 
perceived as positive because they helped them to main-
tain the abstinence behavior, were a confirmation that 
they were doing well and included suggestions for non-
alcoholic recipes. However, one participant indicated 
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that the content of the e-mails could be more attractive, 
and another participant suggested to include a ‘tip of the 
day’. The TMC website was evaluated positively by most 
focus group participants: they found it professional, hip, 
fun and welcoming. They liked that different age catego-
ries were represented (e.g. the ‘grandmother’ in the pro-
motional video). Some participants suggested the website 
could vary more over time e.g. a daily non-alcohol drink. 
The online TMC badges were found silly or not appealing 
to some focus group participants, while others were posi-
tive about them. The campaign symbol of TMC, a droplet, 
often appeared on Instagram which was experienced as 
positive. During TMC (a limited number of ) wristbands 
and pins were distributed. Most participants did not see 
the wristband (90.2%) or pin (93.0%). Of those who did 
not see one (n = 2,350) respectively 61.8% and 46.5% indi-
cated they would have liked to receive one (see Supple-
mentary File 7 for reasons to (not) wear a wristband/pin). 
[Woman, 32 years old about not wearing a wristband or 
pin during TMC].”Someone asks ‘Do you need something 
to drink’ and you say: ‘No, because I participate in TMC’. 
Everyone knew the concept. That was so widely known. So, 
I didn’t really think it was necessary to have a band or a 
pin as everyone knows what you’re doing. Everyone knew 
that.”. Some participants indicated some disadvantages 
of the wristband (e.g. not a durable material). About the 
TMC pin, one focus group participant found it some-
thing strange, another thought wearing a pin provided a 
feeling of connection because friends and colleagues also 
wore it. [Woman, 30 years old about wearing a pin] “I 
also found it [wearing a pin] a support for me to remind 
myself of it every day: I am committed to that [abstain-
ing]. And I also found it helpful that other people saw that 
I was involved. […] Yes, I wore it with pride. The wrist-
band, I have very thin wrists so that was not practical, it 
fell out all the time. I thought that pin, that’s easy, that’s 
visible. That is psychological for me, I still participate in 
it, so I liked that pin, yes.”. One participant indicated that 
if it would have been possible to buy the wristband or 
pin to fund cancer research (one of the aims of TMC), he 
would have done this.

Participants indicated they lacked a forum or a space to 
talk with other participants about their (weekly) experi-
ences. [Woman, 46 years old about the (lack of a forum 
on) TMC website] “I think everyone should be able to talk 
about those moments [difficult moments during TMC]. 
There was also something [on the TMC website] about 
tips for difficult moments and they [organizers of TMC] 
should put some things in there, such as experiences of 
people who are participating: ‘I was at a cafe with friends 
and it has been very difficult [not to drink].’ Then you have 
the feeling that others also have difficult moments and 
you can learn how to deal with for example social pres-
sure.“. Several focus group participants felt the need for a 

TMC app. When focus group participants were asked to 
rate the campaign, in general, participation in TMC was 
experienced positive. Next, participants could give sug-
gestions for improvement or could explain what they par-
ticularly liked about the campaign.

Facilitators during TMC
Several factors facilitated refraining from alcohol. Most 
friends and family of participants were aware of TMC 
(84.1%), did not criticize participation (62.3%) and 39.0% 
of participants were encouraged to participate in TMC 
(Table 1).

A first facilitator mentioned during the focus groups 
was ‘stimulus control’ (i.e. removing cues for unhealthy 
habits and adding prompts for healthier alternatives). To 
make it easier for themselves, some participants spon-
taneously had removed all alcoholic drinks from their 
homes before the start of the campaign and made sure 
there was no alcohol in house during their participa-
tion. A second facilitator was ‘connectedness’. Participants 
experienced TMC as a widespread campaign: TMC was 
mentioned in the newspaper, discussed in TV programs 
and on the radio, it was talked about at work and when 
going out. The campaign was alive and the hype created 
a sense of togetherness. Also, the ‘social environment’ 
of participants played an important role as facilitator, 
although sometimes it was also an obstacle (see further). 
Some participants shared their TMC participation on 
social media or informed friends/family. Participants 
indicated this gave them support and stimulated them. 
[Woman, 54 years old about how social support helped 
during TMC]. “It also helps if… yes once people know, 
that supports you to continue, because they know you’re 
in on it. So they will automatically say ‘it’s right you’re not 
drinking this month’. They support you in that. If you did 
drink, they would say, ‘Have you failed?‘, ‘Have you given 
up?’ That gives you a bit of support to continue.”.

Finally, it was also mentioned that not drinking eventu-
ally also became a facilitator for not drinking: [Woman, 
30 years old on how drinking during TMC became easier]. 
“I found the first two weeks especially difficult. Especially 
the first week because you are so very aware of: I can’t 
do it, I can’t. And then the weeks after that it went easier 
and easier and I was actually not so busy thinking about 
it anymore and it was almost obvious that I didn’t drink 
anything. At first it was like: “Ah I’m going to have a drink 
with a friend, oh no it can’t be wine!” later it came sponta-
neously: “ah I’m taking part in TMC, so a glass of coke”. It 
got better and better as the month went on, I noticed. That 
it got easier, yes.”.
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Obstacles during TMC
Participants experienced the most difficulties for abstain-
ing during social occasions (45.2%) and when they had to 
change a habit (36.8%) (Table 1).

A first obstacle that was discussed during the focus 
groups was breaking the drinking habit. Several focus 
group participants indicated that it was mainly difficult 
to refrain from alcohol during weekends (e.g. a drink dur-
ing social activities), while other participants found it 
difficult to abstain during weekdays (e.g. a drink to relax 
after work or during a meal). [Men, 55 years old about 
obstacles of not drinking]. “Yes, it [alcohol beverages] 
tastes good and sometimes you eat something and then 
you think ‘with a glass of white wine that would be much 
better than with a glass of sparkling water’, so I think that’s 
the hardest part. I associate wine with food. Beer in a café 
is no problem, you can easily leave it.”

A second obstacle during TMC was the social environ-
ment of participants. Participants were told things like: 
‘are you really crazy?‘, ‘are you one of those [TMC par-
ticipants]’ or even ‘TMC wuss’. The social environment 
of some participants wondered whether the participant 

might drink too much or have an alcohol problem. A 
participant told how drinking alcohol is ingrained in 
our culture: drinking is social and not drinking is anti-
social for some. Some participants indicated that the 
goal of the campaign was not enthusiastically received 
everywhere with statements such as: ‘Another thing you 
should participate in’ or ‘we are doing a Tournée Genérale 
[counter movement to drink more alcohol]’. Finally, find-
ing alternative beverages was an obstacle. Many partici-
pants indicated that there were very few non-alcoholic 
alternatives available at cafes/restaurants. Also during 
a reception it was difficult for participants to find good, 
tasty alternatives to the standard alcoholic beverages. 
Some participants indicated that they would expect at 
least one mocktail (i.e. non-alcohol cocktail). Most par-
ticipants were quickly tired of some of the frequently 
offered alternatives, such as fruit juice. One participant 
found it difficult to pay for water and preferred to buy 
something with more fizz or more flavour. [Woman, 32 
years old about (lack of ) non-alcoholic alternatives.]. “[…] 
the waiter stands there and asks what it might be for an 
aperitif. And we ask: ‘What do you have?‘. Hup, a laundry 

Table 1  Social environment, difficulties for drinking less or abstaining during TMC and perceived benefits of participation in TMC 
(n = 15,769)
Social environment (missing) Completely 

disagree or 
disagree

Some-
times 
agree

Com-
pletely 
agree or 
agree

When I explained to my friends and/or family about my participation in TMC, the majority knew the campaign 4.9% 10.9% 84.1%
During my participation in TMC, I had more conversations about alcohol with friends and/or family than I nor-
mally had

24.5% 20.3% 55.2%

My friends and/or family have encouraged me to continue my participation in TMC 29.1% 31.9% 39.0%
My friends and/or family criticized my participation in TMC 62.3% 25.9% 11.8%
It was difficult to drink less or refrain from alcohol…
…during social events (e.g. receptions, family dinners, parties) 28.9% 25.9% 45.2%
…because it was difficult to change certain habit(s) (e.g. glass of wine during the meal,…) 42.8% 20.4% 36.8%
…because it was difficult to find tasty non-alcohol alternatives at café or restaurant 47.4% 19.6% 32.9%
…because I like the taste 42.5% 26.8% 30.7%
…because I enjoy drinking alcohol 49.4% 24.2% 26.4%
…because alcohol was offered to me 49.2% 23.4% 27.5%
…because I had to deal with stress or wanted to relax 60.8% 17.3% 21.9%
…because I didn’t get support from my friends/family 79.0% 12.9% 8.1%
Perceived benefits of participation in TMC
I was more aware of my usual alcohol consumption 8.4% 9.7% 82.0%
I felt better about myself 29.8% 30.0% 40.2%
I slept better 29.0% 31.6% 39.5%
I had more energy during my free time 32.4% 30.3% 37.4%
My general health was improved 32.8% 33.4% 33.9%
I ate healthier 40.2% 30.9% 28.9%
I was more productive (at work) 44.6% 31.8% 23.6%
I exercised more 56.5% 23.6% 19.9%
I had a more beautiful and smoother skin 52.2% 29.5% 18.2%
I was more pleasant to deal with 49.5% 33.6% 16.9%
I had more time for leisure activities/hobbies 60.0% 26.1% 13.9%
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list of alcoholic drinks. We all happened to be taking part 
in TMC, except for two of that table. And you can already 
see that the waiter is like ‘yeah, that will be a nice evening 
here with that table’. <<sigh > > The following week you are 
in another restaurant and it is immediately clear from the 
blackboard: ‘TMC cocktail 7.50 euros’. So yeah, not cheap 
either. There were only 4 of us at the time. Two who partic-
ipated, two who did not participate. And even those who 
did not participate, also tasted. I think that makes a big 
difference in how that cafe or restaurant approaches it.”

Perceived effectiveness
Perceived effects of participation in TMC on alcohol 
consumption.

The majority of TMC participants (86.5%) did not 
drink alcohol during the month February, 9.0% drank less 
and 4.5% did not succeed. Of those consuming alcohol 
during TMC (n = 2.846), about three-quarters (78.7%) of 
participants who drank alcohol reported drinking on four 
days or less and 32% reported drinking on only one day. 
Lastly, we added the denominators in the tables. Partici-
pants drank alcohol mainly in the third and fourth week 
of the campaign. Most (71.2%) drank on average one or 
two glasses on these days and only 2.9% drank more than 
four glasses. Refraining from alcohol for one month was 
perceived (very) easy for most participants (65.9%).

In the focus groups, most participants told that their 
TMC participation made them more aware of their alco-
hol consumption and had broken the habit of drinking 
alcohol (e.g., having an aperitif before dinner, a glass of 
wine or a beer while cooking/eating, when taking a bath, 
in front of the television or after a leisure time activity).

Perceived benefits of participating in TMC
Most frequently perceived benefits of not drinking alco-
hol were ‘feeling better about themselves’ (40.2%), ‘sleep-
ing better’ (39.5%) and ‘having more energy during free 
time’ (Table 1). Also, 82.0% indicated to be more aware of 
their usual alcohol consumption. Participants also drank 
(a lot) more water (56.2%), mocktails (43.1%) and tea 
(28.8%), and ate more fruits and vegetables (21.3%) dur-
ing TMC.

Focus group participants felt (physically) better by not 
drinking alcohol for a month, even those who did not 
expect this. Participants reported feeling fresher or less 
tired during TMC (i.e., being more alert and sharper of 
mind), which was experienced as pleasant. For example, a 
participating student indicated to have more energy after 
a night out when not consuming alcohol, which made 
studying or working for school more successful. Another 
participant indicated that he recovered faster when not 
consuming alcohol after a sports performance compared 
to when he drank beer afterwards. Another benefit that 

regularly came up during the focus group discussions was 
sleep: sleeping more deeply, better or falling asleep faster.

A participant realized that there are alternatives to 
cope with negative emotions. He gained insight into why 
he drank (frustration, pressure or stress) and because 
of his participation he no longer automatically reached 
for a glass of wine after an exhausting day, but tried to 
deal with these feelings in a different way, e.g., by exer-
cising. Some participants also indicated that they had 
done more sports during their participation in TMC. 
They mentioned that if you are motivated to refraining 
from alcohol, you are motivated for several other health 
behaviors as well, e.g., one participant stopped smoking 
because of his participation in TMC. Other experienced 
benefits were: better fitness, better taste, more volumi-
nous hair, less cracked tongue, better sexual experience 
and clearer skin.

Although many participants experienced positive 
effects it remains a personal experience. For example, 
one participant mentioned that against her expectations, 
participation in TMC had no positive effects except for 
drinking more water.

Perceived adverse effects of TMC
Some TMC participants compensated refraining from 
alcohol with unhealthy behaviors such as drinking more 
diet and sugared soft drinks (resp. 36.8% and 27.7%), 
using more stimulant medication (23.9%) or illegal drugs 
(23.9%) (supplementary file 8). More than one third 
(36.6%) went (a lot) less to a bar, restaurant or party dur-
ing TMC.

Some focus group participants indicated deliberately 
avoiding social contacts or going to a bar in February 
because the temptation was too strong to drink. Other 
participants were tired sooner during a night out and 
wanted to go to sleep instead of ordering another glass. 
However, most participants had not adapted their social 
activities during their participation in TMC.

Participants mentioned some disadvantages of drink-
ing non-alcoholic beverages. For example, some reported 
feeling bloated if they drank soft drinks and water all eve-
ning or were worried about gaining weight when drink-
ing unhealthy alternatives containing a lot of sugar. Some 
participants indicated that participating in TMC does 
not save money as non-alcoholic cocktails were equally 
expensive. Some participants said it did not feel right 
not being able to drink just like their friends (who drank 
alcohol).

Perceived maintenance of the effect after TMC
Alcohol consumption after TMC
In the first week after TMC, one out of five partici-
pants (21.2%) did not drink alcohol and most partici-
pants (93.0%) did not drank more than usual to reward 
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themselves for abstaining during one month. Further-
more, participants indicated to drink a maximum of 
2.6 ± 3.0 glasses within 24 h, with 76.6% drinking less than 
3 glasses within 24 h in the first week after TMC.

Most focus group participants had chosen something 
tasty as their first alcoholic drink after TMC. Some par-
ticipants followed the rule of 10 [Belgian guideline to 
drink a maximum of 10 standard glasses of alcohol per 
week] after TMC. One participant thought alcohol had a 
strange taste, another participant felt guilty about start-
ing again and alternated a glass of wine with water. Most 
participants drank less (during the week), indicated that 
they knew their limits better and drank less on each 
occasion.

Willingness to participate again and suggestions for next 
edition
Most participants (85.7%) indicated they would (most 
likely) participate in TMC again next year. Those who 
would not or were not sure mentioned they had experi-
enced too few benefits (53.5%) or participation was no 
longer necessary (41.7%) (Supplementary File 9).

During the focus groups, participants provided advice 
for future TMC campaigns. They recommended a stron-
ger focus on the guideline to drink a maximum of ten 
glasses a week. This can be done, for example, by trying 
to drink a maximum of ten glasses in one month (e.g. 
February) as a new challenge. Some participants would 
have liked to see more scientific evidence of the physi-
cal effect of the campaign e.g. by taking blood samples. 
Additionally, some participants suggested a stronger 
focus on other health aspects during TMC: drink more 
water, eat more fruit, stop smoking or exercise more.

Another suggestion was to give the hotel and cater-
ing industry a ‘label’ if they served a minimum num-
ber of non-alcoholic beverages or to hang a banner at 
the entrance of participating TMC cafes (e.g. indicating 
there is an equal number of non-alcoholic and alcoholic 
choices). Another suggestion was to have ready-made 
non-alcoholic alternatives (e.g. with fruit) in grocery 
stores. Participants also indicated that the presentation of 
a drink is important, e.g. using a festive, beautiful glass. 
It is important to be able to toast with the non-alcoholic 
beverage, so the atmosphere and cosiness is not lost and 
someone who does not drink alcohol is also part of the 
festivities.

Discussion
This paper describes a comprehensive process evaluation 
of TMC examining reach, experience, perceived effec-
tiveness and maintenance. Moreover, subcomponents of 
TAC evaluations i.e. the channels to reach participants, 
representativeness of participants and reasons for not 
participating (reach); participants’ use and response to 

all intervention components and materials (experiences); 
perceived impact of the intervention (including both 
desired and adverse effects) (effectiveness); and perceived 
maintenance of behavior change after the intervention 
(maintenance). Investigating these key elements in a pro-
cess evaluation helps us to better understand the inter-
vention effects and can inform future TACs.

This study revealed that most participants participated 
in the challenge because they wanted to know how it 
felt to abstain for one month. Comparable results were 
found among Dry January participants (TAC in England). 
‘Health reasons’ and ‘to take on the challenge’ were indi-
cated as the main motives to participate in Dry January 
[17]. From the current study, we could not derive how 
many Belgian adults exactly knew the campaign and how 
many participated in total. One year after the first TMC 
(on which the current study focused), a market research 
firm (Indiville) estimated that 18% of Belgian adults par-
ticipated in the second edition of TMC [28].

Overall, participants experienced and evaluated TMC 
as positive. Most participants indicated they would par-
ticipate again in a next edition of TMC. Most campaign 
materials of TMC were found to be useful and motivat-
ing, especially the motivational weekly e-mails and web-
site of TMC. A previous study showed that greater use 
of email support was correlated with completing the Dry 
January challenge [6]. In the TAC Dry January, the web-
site and app were positively evaluated but participants 
would like it to be more customized to their needs for 
support [17]. In the current study, focus group partici-
pants also indicated the importance of support (e.g. need 
for a forum to share experiences). Other comparable TAC 
studies [17, 19] showed that campaign materials present-
ing the benefits of taking part in the challenge, stories 
from other participants and tips to resist cravings or 
temptations were seen as valuable. Future studies should 
investigate whether the effect of TMC is moderated by 
satisfaction with or exposure to campaign materials.

Most participants completed TMC without drinking 
(86.7%). Comparable to the Dry January study (62.4% 
reported staying dry) [4], TMC participants who did 
drink during the challenge only consumed a few alcoholic 
beverages. We identified several facilitators and barriers 
towards abstinence during TMC. First, the abstinence 
experience during the beginning of TMC was perceived 
to be a facilitator to continue this behavior. In-depth 
interviews with FebFast participants (TAC in Australia) 
also showed that participants perceived not drinking for 
a month to be a self-discovery as it stimulated to create 
new beliefs which, in turn, facilitated abstinence [18]. 
However, our quantitative process evaluation showed 
that participants who failed the challenge (and did drink 
during February) mainly did this in the third and fourth 
week of the campaign. Second, participants indicated 
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that they removed cues during the challenge (e.g. remov-
ing alcoholic beverages at home) to help themselves to 
stay abstinent. This is in line with several studies show-
ing the importance of contextual cues in setting (healthy) 
behaviors [29–31]. In line with previous findings, the 
social environment showed to be both a facilitator and 
a barrier during the abstinence challenge. Some stud-
ies show that positive social support is associated with 
changes in the desired behavior (i.e. less alcohol con-
sumption) [32–34]. However, Dry January participants 
who registered with another person were not more likely 
to complete the abstinence challenge [35]. Research on 
Hello Sunday Morning (TAC in Australia) showed that 
negative reactions from others were a barrier in achieving 
temporary abstinence [7]. In addition, habits were found 
to pose a barrier towards abstinence: breaking habits 
such as drinking a glass of wine during the preparation 
of a meal was found to be difficult for participants. The 
aim of a TAC is to make people reflect on their drinking 
behavior by making them aware of their drinking context. 
This reflection on habit (which is an automatic behav-
ioral response) [36] makes drinking alcohol again a con-
scious behavior. However, although perceived as difficult, 
many participants succeeded in breaking these habits as 
the effect evaluation of TMC showed a change in drink-
ing habit after participation [8]. Finally, another barrier 
appeared to be finding worthy alternatives for alcohol 
beverages during the abstinence challenge. Health con-
cerns (e.g. calorie uptake) regarding non-alcohol bev-
erages have to be taken into account when promoting 
alternative non-alcohol beverages [37]. In addition, the 
price, availability and visibility of non-alcohol bever-
ages is important to give and stimulate healthy choices 
(e.g. non-alcohol alternatives) [38, 39]. To conclude, the 
impact of perceived facilitators and obstacles during a 
TAC on (sustaining) the effect of the campaign should be 
further investigated to identify the main facilitators and 
obstacles future TACs should focus on.

Several perceived benefits of participating in TMC 
were observed: feeling better, sleeping better and hav-
ing more energy during free time. Several studies [16, 17, 
19] described similar benefits perceived by Dry January 
participants: improved physical and psychological well-
being, sleep quality, concentration, energy levels, skin, 
losing weight and saving money. An added value of our 
study was that, perceived adverse effects of participation 
were also investigated. There was a possible economic 
impact of the campaign (e.g. one third went (a lot) less 
to a bar, restaurant or party during TMC). In addition, 
some participants compensated refraining from alcohol 
with unhealthy behavior (e.g. drinking more sugared soft 
drinks or using more drugs). When alcohol consump-
tion is used as coping mechanism (e.g. in case of stress) 
and this use is discontinued, it is possible that other 

substances are used [40, 41]. To limit the consumption of 
sugared non-alcoholic beverages and drugs and to avoid 
a decrease in spending’s, future TACs could promote 
healthy coping mechanisms to deal with stress (e.g. per-
forming physical activity) and could work together with 
the hospitality sector to provide a wider range of healthy 
and attractive alternatives.

Most participants indicated to know the campaign 
through mass media channels (e.g. social media, tele-
vision) or through family or friends and we can ten-
tatively say that TMC was a widespread, well-known 
campaign in Belgium. Therefore, future TACs may 
also use these channels to disseminate their cam-
paign to the general public. We also advise to keep 
the campaign message light e.g. by focusing on “doing 
a challenge” as this was perceived as positive (i.e. not 
pointing fingers about drinking too much). Research 
on two Australian TACs found that the effectiveness is 
greater when participants are portrayed positively (e.g. 
hero, fundraiser) than negatively (e.g. being a drinker 
or must do a detox) [42]. Since social support appears 
to be an important factor, future TACs are advised to 
focus on the social environment of participants by, for 
example, strongly emphasizing on a sense of belonging 
to a group or trying to create some sort of ‘we are in 
this together’ feeling. This can be done by using social 
media channels (e.g. encourage participants to share 
messages of their participation) or providing a plat-
form on the campaign website where participants can 
find and interact with like-minded people. Providing 
participants with knowledge and skills on how to break 
habits seems important, but developers are advised to 
be aware that participants often only become aware of 
their habits by participating in the campaign. To break 
alcohol habits, several tips can be given to partici-
pants such as removing cues (e.g. no alcohol beverages 
at home) or thinking about or making arrangements 
around drinking in advance (e.g. providing non-alco-
holic alternatives when hosting a home party). Finally, 
the accessibility, attractiveness and healthiness of 
non-alcoholic beverages should be improved. This 
recommendation will require collaboration with the 
hospitality sector and a general shift in perspective in 
our ‘pouring out’ habits.

A strength of this study was the use of a mixed-meth-
ods approach: combining quantitative and qualitative 
data increases the integrity and applicability of find-
ings [43]. The qualitative data (1) confirmed some of the 
quantitative findings (e.g. almost all participants were 
satisfied with the month of February (quantitative data)), 
(2) gave more in-depth insight (e.g. gives some reasons 
why participants liked the month February (qualita-
tive data)) or (3) refuted some of the quantitative find-
ings (e.g. more than one third went (a lot) less to a bar 
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or restaurant during TMC (quantitative data), while most 
focus group participants did not adapt their social activi-
ties (qualitative data)). Another strength was that impor-
tant indicators (e.g. reach, experiences, effectiveness and 
maintenance) for process evaluation research were exam-
ined [44]. However, this resulted in recommendations 
that can only improve participants’ experiences. Future 
research should also assess the experiences of adopters 
and/or implementers of TACs. Assessing their needs and 
experiences could improve future (implementation of ) 
TACs and possibly even the impact on TAC participants.

Although this study provided valuable insights into the 
process of TMC, there were also some limitations. TMC 
participants were self-selected resulting in a non-repre-
sentative sample of the Belgian population. Compared to 
the general Belgian population, TMC participants in the 
present study were older, more likely to be female and 
higher educated, but had a similar weekly alcohol con-
sumption [8]. These socio-demographic differences limit 
the generalizability of the findings of the present study to 
the general Belgian population. In addition, we should 
take into account that not all TMC participants took part 
in the current study. Therefore, it is possible that TMC 
participants included in this study were more willing to 
change their alcohol consumption and were more con-
vinced about TMC (materials), leading to a more positive 
evaluation of TMC. This participation bias is not uncom-
mon in (TAC) research [4, 45]. In addition, the character-
istics of focus group participants differed from those who 
took part in the questionnaires. However, the purpose 
of the focus groups was mainly to gain in-depth insights 
and not to recruit a representative sample. Neverthe-
less, the results should be viewed critically since some 
subgroups were underrepresented in the focus groups 
(e.g., the less educated, those with a lower general health 
status and heavy drinkers) who could have had different 
opinions on TMC (materials). Another limitation was 
the non-random drop-out between complete and non-
complete cases. We used inverse probability weighting to 
correct for the non-random drop-out. However, weight-
ing can only take into account the variables that were 
measured [46], so it is possible that, despite this correc-
tion, there is still an over- or underestimation of certain 
subgroups of TMC participants. Another limitation is 
the possibility of socially desirable answers [47]. Finally, 
this study was conducted in Belgium which consists of 
different language communities (Dutch-, French-, and 
German-speaking) [48]. Although TMC was a nation-
wide campaign, focus groups were only conducted with 
Dutch speaking participants and we could not take into 
account any cultural differences between different coun-
try regions.

Conclusion
In conclusion, TMC was experienced positively by par-
ticipants. Future TACs could use its methods and further 
improve it by including for example a social support net-
work during the campaign (e.g. forum to share experi-
ences) or collaborate with the hospitality sector to create 
a shift on the presentation and availability of non-alco-
holic beverages.
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