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Abstract

Aims: This study aimed to identify predictors of successful completion of a 1-month alcohol abstinence period (OMAAP) in Belgium and to assess
a potential rebound effect in alcohol consumption following the campaign (i.e. an increase in alcohol consumption relative to precampaign levels).
Additionally, it explored whether participants’ expectations regarding the benefits of OMAAP were met.

Methods: A short longitudinal study was conducted with participants of the Belgian OMAAR “La Tournée Minérale,” in 2023 and 2024. A total
of 128 participants completed guestionnaires assessing alcohol consumption, drinking refusal self-efficacy (DRSE), positive alcohol expectancies
(i.e. positive expectancies and beliefs about the effects of alcohol consumption), and expectations about OMAAP benefits at three time points:
before (N=172), immediately after (N =132), and 1-month post-campaign (N =128).

Results: Positive alcohol expectancies significantly predicted the likelihood of successfully completing OMAAR Participants with higher positive
alcohol expectancies were less likely to complete the abstinence period. Alcohol consumption decreased significantly 1 month after OMAAP for
all participants, with no evidence of a rebound effect. DRSE did not significantly change over time. Participants’ expectations regarding benefits
such as sleep improvement and weight loss were generally unmet, while expectations for alcohol dependency reduction and money savings
were exceeded.

Conclusions: Positive alcohol expectancies were significant predictors of OMAAP completion. The campaign effectively reduced alcohol
consumption without a rebound effect, highlighting its potential as a public health strategy. However, managing participants’ expectations about

the benefits of abstinence might enhance their experience and outcomes.

Keywords: alcohol; alcohol abstinence; 1-month abstinence; temporary abstinence

Introduction

Alcohol is one of the most widely consumed psychoactive
substances in the world (World Health Organization 2024).
Paradoxically, it was also classified by experts as one of
the most dangerous substances when considering harm to
both consumers and society (Nutt et al. 2010). According
to the World Health Organization, harmful alcohol use con-
tributed to 2.6 million deaths (4.7%) worldwide in 2019
(World Health Organization 2024). In Belgium, 77% of the
population consumed alcoholic beverages in 2018, with an
average weekly consumption of 9.4 glasses (Gisle et al. 2018).
Furthermore, harmful alcohol use caused 5% of deaths in
Belgium in 2018 (Gisle et al. 2018).

Given the widespread issues related to alcohol abuse,
numerous initiatives have been developed to prevent or reduce
alcohol consumption and abuse across various populations
(Gisle et al. 2018). In recent years, temporary alcohol
abstinence campaigns have gained popularity in several
countries (de Ternay et al. 2022). These campaigns target the
general population, including heavy drinkers, and encourage
participants to abstain from alcohol for a predefined period,
typically 1 month. The goal of these campaigns is to raise
participants’ awareness of their alcohol consumption levels,
help them experience the benefits of abstinence, and prompt
them to reflect on the role of alcohol in their lives and

society. Following the campaign, some participants adopt
long-term measures to reduce their alcohol consumption
(de Ternay et al. 2022). These campaigns are usually promoted
by public health organizations or associations. In the French-
speaking part of Belgium, the campaign (“Tournée Minérale”)
is promoted by “Univers Santé,” a nonprofit organization for
health promotion (de Ternay et al. 2022, Thienpondt et al.
2024).

Globally, most existing campaigns promote 1 month of
alcohol abstinence, although the specific timing varies by
country. For instance, these campaigns take place in January in
England (Ballard 2016) and France (Naassila 2019), February
in Belgium (Thienpondt et al. 2024), and November in Hun-
gary (Pados et al. 2020). In the Netherlands, participants can
choose the period and duration of their abstinence, as long as
it lasts at least 28 days (Bovens et al. 2022). Some campaigns
advocate for longer periods of abstinence, such as in Thailand,
where the abstinence period extends to 3 months (Saengow
2019).

Several positive outcomes were observed following a
1-month alcohol abstinence period (OMAAP). Studies
conducted in the context of these campaigns have reported
numerous benefits experienced by participants, including
improved well-being, weight loss, better sleep, money savings,
increased energy, and overall better health (Hillgrove and
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Thomson 2012, Yeomans 2019, de Visser and Piper 2020,
de Ternay et al. 2022). All participants, regardless of their
success in completing OMAAP, exhibited greater drinking
refusal self-efficacy (DRSE) and reduced their long-term
alcohol consumption. However, more significant changes
were observed among those who successfully completed the
abstinence period (de Visser et al. 2016, de Visser and Piper
2020, Thienpondt et al. 2024).

The successful completion of OMAAP was influenced by
several individual factors. Participants who successfully com-
pleted this abstinence period tended to have lower daily
alcohol consumption (fewer drinks per day), lower drinking
habits, less frequent drunkenness, higher DRSE, and better
mental well-being (de Visser et al. 2016, de Visser and Nicholls
2020, de Ternay et al. 2022). Moderate drinkers were more
likely to complete OMAAP, whereas heavier drinkers were
more likely to fail (de Visser et al. 2016). Additionally, being
male, having a lower score on the Alcohol Use Disorders
Identification Test (AUDIT), having higher emotional DRSE,
receiving supportive emails, and having a lower frequency of
drunkenness were all predictors of successful completion (de
Visser et al. 2016, de Visser and Nicholls 2020).

While many positive effects of OMAAP have been reported
in the literature, a frequently mentioned concern is the risk
of a rebound effect in alcohol consumption immediately after
the abstinence period (i.e. an increase in alcohol consumption
following OMAAP, relative to precampaign levels) (de Visser
et al. 2016). Anecdotal evidence suggests that some people
celebrate the end of their alcohol abstinence with binge
drinking, potentially indicating a rebound effect characterized
by increased alcohol consumption. In animal models, alcohol
deprivation is often used to increase subsequent voluntary
alcohol intake. The Alcohol Deprivation Effect (ADE) refers
to significant increases in voluntary alcohol consumption
compared to baseline levels following a period of alcohol
deprivation, whether short or long. The ADE has been
observed across various animal species (Spanagel 2000, Rodd
et al. 2004, Allen et al. 2018). However, in these animal
models, alcohol deprivation is involuntary and enforced,
whereas in OMAAP, alcohol abstinence is voluntary and
depends on the individual’s motivation to refuse alcohol
consumption. Furthermore, alcohol abstinence campaigns
incorporate psychological social and cultural factors that are
absent from animal models. For instance, previous studies
have shown that social support is a crucial factor for the
success of OMAAP (de Visser and Nicholls 2020). In humans,
conflicting results have been reported regarding the risk of a
rebound effect after alcohol abstinence. Some authors (Carey
et al. 1988) have found that voluntary temporary abstinence
had no impact on subsequent alcohol consumption levels.
In contrast, others (Burish et al. 1981) reported an increase
in alcohol consumption following a period of voluntary
abstinence, mimicking the ADE in animal models. During the
initial COVID-19 lockdown, participants aged 18-90 with
diverse drinking habits reduced their alcohol consumption.
However, some individuals, particularly young moderate
drinkers, experienced a subsequent rebound effect (Bollen
et al. 2021). After the British “Dry January” campaign, de
Visser et al. (2016) indicated that most participants reported
a reduction in the number of drinks consumed on a typical
drinking day 6 months after the end of OMAAP, with
only a minority experiencing a rebound effect. This pattern
was consistent among participants who successfully and
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unsuccessfully completed the alcohol abstinence period.
However, regarding the frequency of drunkenness, par-
ticipants who did not successfully complete the alcohol
abstinence period were more likely to report an increase
compared to those who were successful (de Visser et al.
2016).

The aim of the present short longitudinal study was to track
participants through OMAAP in Belgium, specifically during
the month of February, known as “La Tournée Minérale,”
and to include a 1-month follow-up period after the end of
OMAAP.

The first purpose of the present study was to examine
the effects of various factors believed to influence the suc-
cessful completion of OMAAP. As reported above, previous
research indicated that lower drinking habits and higher
DRSE are predictors of successful OMAAP outcomes. In this
study, we hypothesized that lower scores on the AUDIT and
higher scores on the Drinking Refusal Self-Efficacy Ques-
tionnaire-Revised (DRSEQ-R) would predict a higher likeli-
hood of successful OMAAP completion in the Belgium cam-
paign. Additionally, since positive alcohol expectancies (i.e.
positive expectancies and beliefs about the effects of alco-
hol consumption) are significant predictors of alcohol con-
sumption (Vilenne and Quertemont 2015), we also predicted
that higher scores on the Alcohol Expectancy Questionnaire
(AEQ) would be associated with a higher probability of failure
in OMAAP.

The second aim of this study was to determine whether
a rebound effect in alcohol consumption occurred in the
month following OMAAP, a period during which the ADE is
typically observed in animal models. Specifically, we examined
whether alcohol consumption increased or decreased relative
to precampaign levels and whether this effect differed between
those who successfully completed OMAAP and those who
did not. The presence of a rebound effect would be indicated
by a statistically significant increase in alcohol consumption
following OMAAP, compared to precampaign levels.

Finally, we conducted additional exploratory analyses to
determine if participants’ belief in the ability to resist drinking
alcohol had improved during and following the OMAAP
campaign compared to precampaign levels. This effect has
been reported in previous studies and is sometimes highlighted
as a benefit of OMAAP (de Visser et al. 2016, de Visser and
Piper 2020). We also assessed whether there were differences
between those who successfully completed the OMAAP pro-
gram and those who did not. Additionally, we examined if
participants’ precampaign expectations regarding the benefits
of OMAAP were met by the end of the campaign. In previous
studies, the benefits of OMAAP were generally assessed at the
end of the campaign without considering participants’ initial
expectations (de Ternay et al. 2022). However, participants’
satisfaction is likely more related to the fulfillment of their
own initial expectations rather than the perceived benefits at
the end of OMAAP.

Materials and methods
Participants

This study involved two cohorts of participants: one for
OMAAP in 2023 and the other for the same period in 2024.
Participants ranged in age from 18 to 76 years (mean=39.6).
In total, 172 participants completed the first part of the study,
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Table 1. Demographic and alcohol-related variables.

N (%) Mean (SD) Min-Max
First part of the study (first questionnaire) N=172
Age 39.6 (14.1) 18-76
Gender (M/F/O) 54 (31.4)/117 (68)/1 (.6)
Education (years) 15.7 (2.38) 9-23
TLFB score 10.3 (12.7) 0-91
AUDIT score 8.31 (5.68) 0-28
DRSEQ-R score 84.7 (16.9) 29-114
AEQ score 213 (103) 0-469
Second part of the study (second questionnaire) N=132
TLFB score 2.76 (6.23) 0-39
DRSEQ-R score 87.8 (17.4) 19-114
Completion (successful/unsuccessful) 64 (48.5)/68 (51.5)
Number of days without alcohol consumption 12.9 (8.27) 0-28
(for unsuccessful completion, N = 66)
Third part of the study (third questionnaire) N=128
TLFB score 6.75(7.27) 0-41
DRSEQ-R score 84.2 (19.3) 19-113

Note. N, number of participants; %, percentage of participants; SD, standard deviation; Min, minimum; Max, maximum; M, male; F, female; O, other; TLFB,
Alcohol Timeline Follow-back; AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ,

Alcohol Expectancy Questionnaire.

with 94 participants in 2023 and 78 participants in 2024 (see
Table 1 for a description of the participants).

This study was designed as a short longitudinal survey
conducted in three parts at distinct points in time to assess
the evolution of participants over time. Each part included
different questionnaires, which are detailed below.

Some participants did not complete all three parts of the
study. Participation was considered valid if the participant
completed all the questionnaires in the first part of the study.
Consequently, some included participants did not complete
the second and/or third parts of the study. For each of the
three parts, participants were required to answer all questions,
ensuring that there were no missing data in the questionnaires
of the valid participants.

The eligibility criteria for participating in the study included
being at least 18 years old and planning to participate in
OMAAP in Belgium (“La Tournée Minérale”) in 2023 or
2024. In Belgium, the legal drinking age is 16 for wine and
beer and 18 for spirits.

Procedure and materials

This study was approved by the Ethics Committee of the Fac-
ulty of Psychology, Speech and Language Therapy, and Edu-
cation Sciences at the University of Liége and was conducted
in accordance with the ethical standards of the Helsinki Dec-
laration. Individuals who intended to engage in OMAAP in
Belgium (“La Tournée Minérale”—February) were recruited
via the social network Facebook and through word of mouth
from the authors, their acquaintances and colleagues, and
students involved in the data collection process. Recruitment
took place in January 2023 and January 2024.

The first stage of the study involved completing a recruit-
ment questionnaire in January, which provided participants
with information about the study. Participants were asked
to provide their informed consent and their email address to
receive the subsequent questionnaires.

Three questionnaires (corresponding to the first, second,
and third parts of the study, respectively) were sent to the
participants who completed the recruitment questionnaire.
The first questionnaire was sent just before the beginning of

OMAAP (the last week of January). The second questionnaire
was sent at the end of OMAAP (the first week of March).
The third questionnaire was sent 1 month after the end of
OMAAP (the first week of April). To minimize attrition, sev-
eral reminders were sent by email for all three questionnaires.
Participants’ data were anonymized for all the questionnaires.

Demographic data

These questions aimed to gather demographic information
from participants, including their age, gender, nationality,
education, and occupation.

Daily alcohol consumption

The Alcohol Timeline Follow-back (TLFB) questionnaire
(Sobell and Sobell 1992) measures participants’ daily alcohol
consumption over a week. A French translation of the
questionnaire was produced for this study. Participants were
asked to recall their alcohol consumption for the week
preceding the distribution of the questionnaire, specifying
the number of standard drinks consumed per day. To assist
them, a visual representation of a calendar for the week was
provided, along with an illustration of one standard drink
per type of alcohol. Participants were allowed to report
zero consumption. This questionnaire was administered at
three different times: the first questionnaire was given just
before OMAAP (the last week of January), the second at
the end of OMAAP (the first week of March), and the
third 1 month after OMAAP (the first week of April). Thus,
the recalled consumption corresponds to the week before
OMAAP (first questionnaire), the last week of OMAAP
(second questionnaire), and the week 1 month after OMAAP
(third questionnaire). The data from one participant for
the first questionnaire were excluded due to an ambiguous
answer.

Drinking habits

The AUDIT (Saunders et al. 1993) is a 10-item multiple-
choice questionnaire that assesses alcohol consumption and
identifies problem drinking. Higher scores indicate potentially
problematic alcohol consumption. The French version of the
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questionnaire (Gache et al. 2005) was used in this study. This
questionnaire was administered once (first part of the study).
The Cronbach’s alpha value was .81, indicating very good
internal consistency.

Drinking refusal self-efficacy

The Drinking Refusal Self-Efficacy Questionnaire-Revised
(DRSEQ-R) (Oei et al. 2005) consists of 19 items rated on a
six-point Likert scale (1 =1 am certain I would drink to 6 =1
am certain I would not drink) to assess participants’ beliefs
about their ability to resist drinking alcohol in various situ-
ations. Higher scores indicate a stronger belief in the ability
to resist drinking alcohol. For this study, a French translation
of the questionnaire was produced. The questionnaire was
administered three times (first, second, and third parts of the
study). Cronbach’s alpha values for the three administrations
(first part =.91; second part =.93; third part =.94) indicated
excellent internal consistency.

Positive alcohol expectancies

The Alcohol Expectancy Questionnaire (AEQ) (Goldman
et al. 1997) consists of 55 items on an 11-point scale
(0 =strongly disagree to 10 =strongly agree) and assesses
participants’ positive expectancies and beliefs about the effects
of alcohol consumption. Higher scores indicate more positive
expectancies regarding the effects of alcohol consumption.
The French version of the questionnaire (Vautier and
Moncany 2008) was used in this study. This questionnaire was
administered once (first part of the study). The Cronbach’s
alpha value was .97, indicating excellent internal consistency.

Expectations regarding the benefits of 1-month alcohol
abstinence period

This study-specific questionnaire assessed participants’
expectations regarding the benefits of their involvement in
the OMAAP and whether these expectations were met at
the end of OMAAP. Participants were presented with a list
of seven potential benefits and asked to indicate if each
benefit matched their expectations (first questionnaire) and if
these expectations were fulfilled (second questionnaire). The
benefits included: sleep improvement, weight loss, well-being
improvement, alcohol dependency reduction, money savings,
health improvement, and energy improvement. To determine
which benefits to include, we selected those frequently
observed in other studies (Hamilton and Gilmore 2016, de
Ternay et al. 2022). Participants rated their expectations and
the fulfillment of these benefits on a scale from 0 to 100 (not at
all to completely). Higher scores indicate greater expectations
(first part of the study) or higher fulfillment (second part
of the study) for a specific benefit. This questionnaire was
administered twice (first and second parts of the study).

Successful completion of 1-month alcohol abstinence
period

Participants were asked whether they had successfully com-
pleted the OMAAP (i.e. refraining from alcohol consumption
during the whole month of February). Those who did not
successfully complete this abstinence period were asked to
specify the date on which they resumed drinking and to pro-
vide the reason for doing so. The data from two participants
were excluded due to the lack of precision in their responses.
This questionnaire was administered once (second part of the
study).

Paulis and Quertemont

Statistical analysis

Statistical analyses were conducted using Jamovi (The Jamovi
Project. Jamouvi (Version 2.5) 2024). The alpha level for sta-
tistical significance was set at .05 for all analyses.

First, a logistic regression analysis was conducted to exam-
ine the effects of drinking habits (AUDIT), drinking refusal
self-efficacy (DRSEQ-R), and positive alcohol expectancies
(AEQ) on the completion of OMAAP, with successful or
unsuccessful completion of OMAAP as the dependent vari-
able. To improve the interpretability of the odds ratio, the
mean AEQ score was used as a predictor instead of the total
score in the logistic regression analysis. Since the AEQ consists
of 55 items scored from 0 to 10, the mean score ranges
from 0 to 10, providing a narrower and more intuitive scale.
Additionally, a multiple regression analysis was performed to
assess the influence of these three variables on the number
of alcohol-free days (i.e. the number of days participants
abstained from alcohol during OMAAP, applicable only to
participants who did not complete the period).

To test for an alcohol consumption rebound effect, a mixed-
model analysis of variance (ANOVA) was employed. The anal-
ysis used successful or unsuccessful completion of OMAAP
as the between-subjects factor and two measures (before and
1 month after OMAAP—first part and third part of the
study) of the TLFB as the within-subjects factor. A rebound
effect would be indicated by a significant increase in alcohol
consumption 1 month after OMAAP (third part of the study)
compared to precampaign levels (first part of the study).

To determine whether drinking refusal self-efficacy (DRSEQ-
R) increased compared to precampaign levels and whether
there was a difference between successful and unsuccessful
completion of OMAAP, a mixed ANOVA was employed.
Successful or unsuccessful completion of OMAAP served
as the between-subjects factor, and the three measures of
DRSEQ-R (taken at three different times) served as the
within-subjects factor. An increase in drinking refusal self-
efficacy (DRSEQ-R) would be indicated by higher scores for
the second part of the study (during OMAAP) and/or the
third part (1 month after OMAAP) compared to the first part
(before OMAAP).

Given the deviation from normality observed in certain
dependent variables, we complemented the two mixed
ANOVAs with two generalized linear mixed models using
a gamma distribution. This alternative modeling approach
served to assess the robustness of our findings, which were
consistent with those obtained from the ANOVAs. For the
sake of clarity and conciseness, and since both methods
yielded comparable conclusions, only the ANOVA results are
reported below.

To examine whether participants’ expectations regarding
the benefits of OMAAP were met by the end of the cam-
paign, we conducted a comparison using Student’s ¢-tests or
Wilcoxon signed-rank tests, depending on the normal distri-
bution of the data. The mean levels of participants’ expec-
tations for each specific benefit of OMAAP were compared
before the campaign began with their mean levels of perceived
fulfillment of these benefits at the campaign’s completion.

Results

Table 1 provides a summary of the demographic and alcohol-
related variables for all participants across the three parts
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Table 2. Results of the logistic regression analysis with successful completion of OMAAP as the dependent variable.

Estimate SE V4 P Odds ratio 95% CI lower 95% CI upper
Intercept 2.22 1.34 1.65 .098 9.201 0.663 127.723
AUDIT —0.04 0.04 -0.91 361 0.964 0.891 1.043
DRSEQ-R —0.01 0.01 -0.90 .366 0.988 0.964 1.014
AEQ —-0.26 0.12 —-2.27 .023* 0.769 0.613 0.965

Note. AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ, Alcohol Expectancy

Questionnaire; SE, standard error; CI, confidence interval. *P <.03.

Table 3. Results of the multiple regression analysis with the number of alcohol-free days as the dependent variable.

Estimate SE t P n’p
Intercept 15.38 8.32 1.85 .069
AUDIT —0.15 0.21 -0.73 467 0.09
DRSEQ-R 0.009 0.08 0.11 911 0.0002
AEQ —0.008 0.01 -0.57 572 0.005

Note. AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ, Alcohol Expectancy

Questionnaire; SE, standard error.

of the study. The mean AUDIT score suggests hazardous
alcohol consumption. However, considerable variation was
observed among participants, with some exhibiting low lev-
els of alcohol consumption, while others were problematic
drinkers. Specifically, 54.6% of participants were moderate
drinkers (AUDIT scores below 8), 32.1% were hazardous
drinkers (AUDIT scores between 8 and 14), and 13.3% were
problematic drinkers (AUDIT scores above 14). Additionally,
Table A in the appendix shows that all alcohol-related vari-
ables were significantly intercorrelated, generally exhibiting
medium-sized correlations.

Successful completion of 1-month alcohol
abstinence period

Among the 132 participants who completed the second part
of the study, 64 (48.5%) successfully maintained alcohol
abstinence for 1 month. Table 2 presents the results of the
logistic regression analysis predicting the likelihood of suc-
cessfully completing OMAARP. The overall model was statisti-
cally significant, x% (3)=9.31, P=.025 and correctly classi-
fied 64.4% of the participants as successful or unsuccessful.
Among the three predictors included, only the AEQ score was
statistically significant (P =.023, OR =.769). Consequently,
a successful completion of OMAAP was predicted by lower
positive alcohol expectancies.

Based on these findings, Student’s ¢-test was conducted to
compare AEQ scores between participants who successfully
completed OMAAP and those who did not. The results
revealed that participants who did not successfully complete
OMAAP had significantly higher positive alcohol expectan-
cies (M =235.9, SD=288.82) compared to those who did
(M=186.97, SD=105.94), #(130)=2.88, P=.005. This
effect was of medium size (d=0.5). Therefore, successful
completion was associated with lower positive alcohol
expectancies. For completeness, Table B in the appendix also
presents the results of the same analysis for AUDIT and
DRSEQ-R scores.

In the subsample of participants who did not maintain
alcohol abstinence, the same three factors did not significantly
predict the number of alcohol-free days. The regression model
explained only 3.18% of the total variance: F(3,62)=0.68,
P =.569, adjusted RZ =0 (Table 3).

Further analyses were conducted to investigate whether
attrition could account for the observed results (see Tables C
and D in the appendix). A comparison between participants
who were lost to follow-up (no data were obtained for the
second part of the study) and those who completed the
second part revealed no statistically significant differences
between these groups. There was no evidence indicating
that the lost participants differed in terms of alcohol-
related variables. However, when the lost participants were
considered as having failed OMAAP, statistically significant
differences were found in AUDIT and AEQ scores, with
higher mean scores in participants who failed to complete
OMAAP.

Changes in alcohol consumption and rebound
effect

The mixed-model ANOVA computed on TLFB scores
showed a statistically significant main effect of the time
of measurement (before vs. 1 month after OMAAP):
F(1,114)=8.81, P=.004, n*=0.019. In contrast, there
were no significant main effects of the completion group,
F(1,114)=1.13, P=.289, % =0.007, and no significant
interaction, F(1,114)=1.22, P=.271, n* =0.003. As shown
in Fig. 1, the mean number of alcoholic drinks per week
decreased in all participants 1 month after the end of
OMAAP, regardless of whether they were able to maintain
abstinence for the full duration of OMAAP. For participants
who successfully completed OMAAP, the mean number of
drinks per week decreased from 9.3 before OMAAP to
6.19 1 month after the end of the campaign. For those
who failed to maintain alcohol abstinence during OMAAP,
these mean numbers of drinks per week were 11 and 6.78,
respectively.

Drinking refusal self-efficacy

The mixed-model ANOVA conducted on DRSEQ-R scores
revealed no statistically significant effects. There were no sig-
nificant main effects for either the time of measurement (three
parts of the study): F(2,230)=2.4, P=.093, n>=0.011, or
the completion group: F(1,115)=0.9, P =.344, n%=0.004.
Additionally, there was no significant interaction between the
two factors: F(2,230)=0.94, P=.391, 172 =0.004.
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Figure 1 Mean numbers (and standard errors of the mean) of alcoholic drinks per week before, during, and 1 month after OMAAR for successful or
unsuccessful completion. Note: All time points are shown in the figure to provide a comprehensive presentation. However, for the statistical analyses,
only two time points were included (“before OMAAP" and “one month after OMAAP") to test for a possible rebound effect, as all successful

participants have a score of 0 for the time point “during OMAAR"

Expectations regarding the benefits of 1-month
alcohol abstinence period

Table 4 presents the mean levels on a 100-point scale of
participants’ expectations for each specific benefit of OMAAP
before the campaign began and their mean levels of perceived
fulfillment of these benefits at the campaign’s completion.
As shown in Table 4, the difference between the levels of
expectation and fulfillment was statistically significant for
all benefits. However, for some benefits (?), such as alcohol
dependency reduction and money savings, the levels of per-
ceived fulfillment exceeded the levels of expectation. Con-
versely, for other benefits (), including sleep improvement,
weight loss, well-being improvement, health improvement,
and energy improvement, the levels of fulfillment were lower
than expected.

Discussion
Successful completion of 1-month alcohol
abstinence period

In accordance with our hypothesis, positive alcohol expectan-
cies (as measured by AEQ scores) were found to predict the
success or failure of completing OMAAP in this study. Further
analysis revealed that participants who did not complete the
abstinence period had significantly higher positive alcohol
expectancies compared to those who successfully completed
it. These findings align with previous research indicating
that positive alcohol expectancies predict current levels of
alcohol consumption (Lee et al. 1999, Kreusch et al. 2013,
Vilenne and Quertemont 2015). Additionally, earlier studies
have demonstrated that positive alcohol expectancies increase
the risk of relapse in individuals with alcohol use disorders
(Sliedrecht et al. 2019). Notably, our results also indicated
that positive alcohol expectancies are better predictors of

OMAAP success than drinking habits (measured by AUDIT
scores) or drinking refusal self-efficacy (measured by DRSEQ-
R scores). This underscores the importance of considering the
role of alcohol expectancies in temporary alcohol abstinence
campaigns. For instance, these campaigns could include infor-
mation or prevention strategies addressing these expectancies.

Contrary to the findings of de Visser and Nicholls (2020),
our study did not identify drinking habits (measured by
AUDIT scores) as a statistically significant predictor of
OMAAP success. This discrepancy is likely due to our
smaller sample size compared to their study. In our sample,
participants who did not complete OMAAP exhibited
higher average AUDIT scores. The difference between these
participants and those who successfully completed OMAAP
was nearly statistically significant and demonstrated a
medium effect size (d =0.32; see Table B in the appendix).
Furthermore, the relationship between OMAAP completion
and drinking habits may have been underestimated due to
the higher dropout rate among participants with elevated
AUDIT scores. When considering those who did not complete
the second part of the study as having failed OMAAP, a
significant difference in drinking habits emerged (see Table D
in the appendix), with lower mean AUDIT scores observed in
participants who successfully completed OMAAP.

In our study, no significant predictors for the number of
alcohol-free days were identified. However, it is important
to note that the analysis only included participants who did
not complete OMAARP, resulting in a smaller sample size with
likely insufficient statistical power. To our knowledge, no pre-
vious studies have examined predictors from the perspective
of the number of alcohol-free days during a temporary alcohol
abstinence period. Methodologically, our results suggested
that it is more powerful to study the successful completion of
OMAAP as a binary yes/no outcome, rather than the number
of alcohol-free days, which would require larger sample sizes.
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Table 4. Mean levels (and standard deviations) of expectations and perceived fulfilment of OMAAP benefits.
Expectation of the benefit Fulfilment of the benefit Difference
before OMAAP after OMAAP
Sleep improvementb 54.3 (37.2) 45.7 (35.1) t(131)=2.24
P=.027*
d=0.2
Weight loss P 56.5(39.1) 31.7 (34.8) W =15449
P = <.001***
d=0.54
Well-being improvement b 64.8 (35.2) 45.8 (32.1) t(131)=5.41
P=<.001***
d=0.47
Alcohol dependency reduction ? 31.8 (36.3) 44 (35.6) W =2002
P = <.001***
d=0.31
Money savings ? 38.2 (38.4) 50.3 (36.8) W =2269
P=.001**
d=0.29
Health improvement P 58.3(38.1) 45 (34.5) W =4485
P = <.001***
d=0.31
Energy improvement b 57.9 (37.9) 42.5 (34.5) t(131)=4.49
P =<.001***
d=0.39

Note. Mean levels of expectations and fulfillment were calculated on 100-point scales for the 132 participants who completed the questionnaires for both
the first and second parts of the study. Benefits marked with superscript “a” indicate higher levels of perceived fulfillment than expected, whereas benefits
marked with superscript “b” indicate lower levels of perceived fulfillment than expected. *P < .05, **P < .01, ***P < .001.

This study aimed to identify predictors of OMAAP success
related to alcohol consumption. However, it is evident that
other factors not included in this study also influence the like-
lihood of success. For instance, mental well-being and social
support during OMAAP have been shown to aid participants
in successfully completing the period (de Visser and Nicholls
2020). The participants’ social environment, especially, was
reported to be crucial. Previous studies have found that some
participants attempting temporary alcohol abstinence faced
negative reactions from others, difficulties remaining absti-
nent during social events, and unsuccessful completion due
to social factors such as social pressure (Pennay et al. 2018,
Pados et al. 2020).

Changes in alcohol consumption and rebound
effect

Alcohol consumption among all participants decreased fol-
lowing the OMAAP. Specifically, their consumption was sig-
nificantly lower 1 month after the OMAAP compared to
before the campaign. There was no difference between those
who successfully completed the abstinence period and those
who did not, nor was there any interaction effect. Contrary
to concerns, no rebound effect was observed in the month
following the OMAAP. The alcohol deprivation effect seen
in animal studies (Spanagel 2000, Rodd et al. 2004, Allen
et al. 2018) did not appear to apply to the human OMAAP.
On the contrary, the OMAAP proved beneficial in reducing
alcohol consumption for both those who succeeded and those
who did not complete the challenge. Several factors might
explain the differences between animal and human studies.
In the OMAAP, participants are volunteers, and the cam-
paign includes prevention messages about the negative effects
of alcohol consumption. Previous studies also showed that
participation in the OMAAP, regardless of success, led to
reductions in alcohol consumption over a longer period, up

to 6 months after the OMAAP (de Visser et al. 2016). These
findings suggest that such campaigns are effective public
health strategies for promoting reduced alcohol consumption.

Drinking refusal self-efficacy

At first glance, drinking refusal self-efficacy should be one of
the best predictors of success in the OMAAP, as the ability
to refuse alcohol consumption was expected to be challenged
during the OMAAP. Additionally, DRSE was expected to
improve during the OMAAP, especially in participants who
successfully completed OMAAP, as their ability to refuse
alcohol consumption was effectively trained. This has been
demonstrated in previous studies (de Visser et al. 2016, de
Visser and Nicholls 2020, de Visser and Piper 2020), which
showed that drinking refusal self-efficacy scores increased for
participants who successfully completed OMAAP. Further-
more, temporary alcohol abstinence is generally reported to
increase drinking refusal self-efficacy (Wood et al. 2023).

Contrary to these expectations, drinking refusal self-
efficacy was not a significant predictor of successful comple-
tion in the present study. Additionally, no significant increases
were observed in DRSE for all participants, including those
who successfully completed the OMAAP. Further analyses
indicated that selective dropout rates were unlikely to explain
this lack of effects (see Tables C and D in the appendix).
Further studies are required to explain these discrepancies,
which might be related to methodological features such
as the different timing of measurements. Another possible
explanation is that the DRSE questionnaire used in the
present study was a different version, as we chose the revised
questionnaire comprising 19 items (DRSEQ-R) (Oei et al.
2005). Additionally, it is plausible that some participants
avoided social events to prevent alcohol consumption or
negative comments, further impacting their perceived self-
efficacy (Pennay et al. 2018, Pados et al. 2020).
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Expectations regarding the benefits of 1-month
alcohol abstinence period

To our knowledge, this study was the first to assess
participants’ expectations of the benefits of participating
in OMAAP and whether these benefits were met after the
1-month period, using a scale measurement. In contrast,
other studies typically reported the percentage of participants
having specific expectations or the percentage experiencing
benefits (Hillgrove and Thomson 2012, de Ternay et al. 2022).
The results indicated that while expectations were generally
high before OMAAP, only the levels of perceived fulfilment
related to alcohol dependency reduction and money savings
were significantly greater after the OMAAP than initially
expected. Interestingly, for several expectations, participants
reported that the benefits did not meet their expectations.
It would be valuable to investigate whether providing a
more realistic message about the OMAAP might enhance
participants’ experiences.

Limits and perspectives

This study had several limitations that must be acknowledged.
Firstly, we observed a loss of participants between the first
and third questionnaires, which is not unusual in longitudinal
studies but has detrimental effects on sample size and induces
potential attrition biases.

Secondly, regarding our sample, the participants repre-
sented only a small subset of individuals who participated
in the OMAAP in Belgium. The recruitment process was not
conducted directly through the organization responsible for
promoting and organizing the event, as is done in some other
studies. Additionally, the voluntary nature of participation in
both the OMAAP and the study itself might have attracted a
specific subset of the population for whom abstaining from
alcohol for 1 month seemed manageable and who had a pos-
itive perception of OMAAP (Hamilton and Gilmore 2016).
Moreover, the sample consisted exclusively of participants
from the French-speaking region of Belgium. Given that
Belgium is a multilingual country, this regional homogeneity
might have influenced the results and might not have fully
captured the experiences of the entire population living in
Belgium (Thienpondt et al. 2024). All these factors might have
introduced a selection bias, limiting the generalizability of the
findings.

Since our recruitment process was not conducted directly
through the organization responsible for promoting and
organizing the event, we did not know if our participants
received any supportive emails. This information was not
collected, as it was not among the main objectives of the
present study. Moreover, it is likely that some participants
engaged in the OMAAP informally, without registering
for the official campaign, and therefore did not receive
supportive emails. As mentioned above, support is linked
with the successful completion of OMAAP (de Visser
et al. 2017, de Visser and Nicholls 2020). Consequently,
our participants might have lacked support, which could
explain the differences in the results compared to previous
studies.

Given that the OMAARP varies significantly across different
countries, it is crucial to consider these differences in both the
campaigns and the populations when interpreting and com-
paring results. Currently, there is considerable heterogeneity

Paulis and Quertemont

among the studies conducted, with variations in the period
chosen and the duration of the campaign. Standardizing and
generalizing these elements could enhance observations, com-
parisons of the populations involved, and the overall effective-
ness of the campaigns (de Ternay et al. 2022).

Conclusion

The present study provided insights into the factors influenc-
ing the success of OMAAP and detailed the overall reduction
in alcohol consumption following this period in Belgium.
Positive alcohol expectancies, as measured by AEQ scores,
were a significant predictor of the completion of OMAAP.
Participants with higher positive alcohol expectancies were
less likely to complete OMAAP, highlighting the importance
of considering this factor to improve abstinence outcomes.
Furthermore, a significant reduction in alcohol consumption
was observed among all participants, regardless of whether
they successfully completed OMAAP. This finding under-
scored the beneficial impact of temporary alcohol abstinence
campaigns in reducing alcohol consumption, even when not
entirely successful.
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Appendix

Participants who failed to abstain from alcohol consumption
might have been more likely to drop out of the study. As part
of a worst-case analysis, participants who did not complete the
questionnaires for the second part of the study were classified as
having failed the OMAAP. The two groups were then compared
on the three variables included in the logistic regression (AUDIT,
DRSEQ-R, and AEQ) using Student’s #-test or a Mann—Whitney
U test. Statistically significant differences were found in AUDIT
and AEQ scores when comparing these two groups.

Gz0z 1snbny || uo Jasn abarT Jo Ausieaiun Aq GE 111 Z8/yr01ebe/S/09/2101e/o1e0le/woo dno olwapede//:sdiy Woll papeojumoc]


https://doi.org/10.58119/ULG/IYFHNS
https://doi.org/10.58119/ULG/IYFHNS
https://doi.org/10.58119/ULG/IYFHNS
https://doi.org/10.58119/ULG/IYFHNS
https://doi.org/10.58119/ULG/IYFHNS

One-month alcohol abstinence in Belgium 9

Table A. Spearman correlation matrix for alcohol-related variables measured in the first part of the study.

TLFB AUDIT DRSEQ-R AEQ
TLFB
AUDIT 0.59
<0.001***
DRSEQ-R —0.51 —0.51
<0.001*** <0.001***
AEQ 0.22 0.49 —0.41
0.004** <0.001*** <.001***

Note. The matrix shows Spearman correlation coefficients and P-values. TLFB, Alcohol Timeline Follow-back; AUDIT, Alcohol Use Disorders Identification
Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ, Alcohol Expectancy Questionnaire. **P < .01, ***P < .001.

Table B. Mean scores (and standard deviations) for the AUDIT, DRSEQ-R, and AEQ in the groups of participants who successfully completed OMAAP and
those who did not.

Successful Unsuccessful Statistic P d
completion completion
AUDIT 7.13 (5.29) 8.91 (5.89) U=1762 .059 0.32
DRSEQ-R 84.55 (18.63) 83.88 (14.71) U=2028 502 0.04
AEQ 186.97 (105.94) 235.9 (88.82) t=-—2.88 .005** 0.50

Note. AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ, Alcohol Expectancy
Questionnaire. To determine whether the lost participants had different profiles on their TLFB, AUDIT, DRSEQ-R, and AEQ scores, those who did not
complete the second part of the study were compared to those who did (Table C). The two groups were analyzed using Student’s #-test or a Mann-Whitney U
test for the four variables. No statistically significant differences were observed between these groups, indicating that the lost participants did not significantly
differ in terms of alcohol-related variables. **P < .01.

Table C. Mean scores (and standard deviations) for the TLFB, AUDIT, DRSEQ-R, and AEQ in the groups of participants who did not complete the second
part of the study and those who did.

No data for the Data for the Statistic P d
second part second part
TLFB 10.88 (10.31) 10.16 (13.41) U=2305 249 0.06
AUDIT 9.20 (5.73) 8.05 (5.66) U=2253 .160 0.20
DRSEQ-R 86.13 (17.69) 84.20 (16.66) U=2365 .320 0.11
AEQ 213.85 (113.52) 212.17 (1.17) t=0.09 929 0.02

Note. TLFB, Alcohol Timeline Follow-back; AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire—
Revised; AEQ, Alcohol Expectancy Questionnaire.

Table D. Mean scores (and standard deviation) for the AUDIT, DRSEQ-R, and AEQ in the groups of participants who successfully completed OMAAP and
those who did not, in the worst-case scenario.

Successful Unsuccessful Statistic P d
completion completion
AUDIT 7.13 (5.29) 9.02 (5.81) U=2734 .022* 0.34
DRSEQ-R 84.55 (18.63) 84.71 (15.83) U=3393 .843 0.01
AEQ 186.97 (105.94) 227.73 t=-2.55 .012* 0.40
(98.75)

Note. AUDIT, Alcohol Use Disorders Identification Test; DRSEQ-R, Drinking Refusal Self-Efficacy Questionnaire-Revised; AEQ, Alcohol Expectancy
Questionnaire. *P < .0S.
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