Additional File 6. Assessment in the certainty of evidence for each outcome included in the meta-analysis using the GRADE Approach (1)
	Outcome description
	Type of studies included in the meta-analyses
	Number of participants in each condition (studies)
	Statistical findings
	Risk of bias
	Consistency of effect
	Imprecision
	Indirectness
	Certainty of the evidence (high, moderate, low, or very low)

	Odds of alcohol abstinence during remainder of pregnancy (Fig 2)
	RCTs + Quasi-experimental
	2,070 intervention; 1,561 control (10 studies) (2-11)
	OR=1.86, 95% CI=1.15 – 2.13, moderate heterogeneity = 46.75%, p=0.00
	Moderate

Comments: 
6 of 10 studies have methodological concerns with respect to randomization, blinding, participant follow-up/analysis and/or blinding/use of objective measures.

	Consistent 

Comments: 95% CIs of all included studies overlap and heterogeneity might not be important
 

	Modest precision

Comments:
95% CI satisfactorily narrow; sample size large (OIS calculated as 859) and event rate satisfactory

	Indirect

Comments: Studies included BI and control groups who were not comparable at baseline (e.g., alcohol use behaviour); outcome measurements and BI/control comparisons are direct in 6 studies.
	Low

	
	RCTs and C-RCT
	642 intervention; 698 control=1340 (8 studies) (2-5, 7, 8, 10, 11)








	OR=1.86, 95% CI=1.39 – 2.49, heterogeneity might not be important= 16.76%, p=0.00


	Moderate

Comments: 
8/8 studies randomized and had no selective reporting; 5/8 allocation concealment; 3/8: blinding of out outcome assessor or statistical analyst; 6/8: accounted for the loss to follow up and adhered to intention to treat analysis; 5/8: studies showed that the BI and control groups had comparable baseline characteristics.  
	Consistent 

Comments: 95% CIs of all included studies over-lap and heterogeneity might not be important

	Modest precision

Comments:
95% CI satisfactorily narrow; sample size large (OIS calculated as 225) and event rate satisfactory

	Indirect

Comments: The population of interest across these studies differed in their baseline alcohol use, biological age; difference in the components of the intervention and control groups, and gestational age at which the intervention was conducted; outcome measurement is direct; intervention and control comparisons are direct (12)
	Low

	Reduction in mean AUDIT scores (Fig 3)
	RCTs + Quasi-experimental
	308 intervention; 302 control (3 studies) (13-15)
	Hedge’s g = 0.10, 95% CI= - 0.06 to 0.26, heterogeneity that can be ignored=0.0%, p=0.17
	High

Comments: 3 of 3 studies did not use blinding and/or objective measures. 2 of 3 studies used intervention and control groups who were not similar at baseline.

	Consistent

Comments: 95% CIs of all included studies overlap and heterogeneity can be ignored

	Low precision

Comments: Imprecision: The 95% CI includes 0, sample size is > 400 (as is recommended for continuous outcome measures) (12); not sure about the minimum difference one expects to detect

	Direct

Comments: Studies included BI and control groups who were not comparable at baseline (e.g., alcohol use behaviour); outcome measurements and BI/control comparisons are direct
	Low

	
	RCTs
	294 intervention; 293 control=587 (2 studies) (13)
	Hedge’s g = 0.07, 95% CI= - 0.09 to 0.23, heterogeneity might not be important =0.0%, p=0.87
	High

Comments:
Risk of bias: 2/2 studies were randomized; 1/2 allocation concealment; 0/2: blinding of out outcome assessor or statistical analyst; 2/2: accounted for the loss to follow up and adhered to intention to treat analysis, and 1/2 studies showed that the BI and control groups had comparable baseline characteristics  
	Consistent

Comments:
95% CIs of all included studies over-lap and heterogeneity might not be important

	Low precision

Comments: Imprecision: The 95% CI includes 0, sample size is > 400 (as is recommended for continuous outcome measures) (12); not sure about the minimum difference one expects to detect

	Direct

Comments:
The population of interest across these studies differed in their baseline alcohol use, biological age; difference in the components of the intervention and control groups, and gestational age at which the intervention was conducted; outcome measurement is direct; intervention and control comparisons are direct
	Low

	Reduction in mean drinks per week (Fig 4)
	 C-RCT
	58 intervention; 108 control (1 study with two arms) (5)
	Cohen’s d= - 0.21, 95%CI = - 0.78 to 0.36, substantial heterogeneity =67.24%; p=0.47
	High

Comments: Risk of bias: was randomized; had allocation concealment; No blinding to outcome assessor or statistical analyst; did not account for loss-to follow-up; conducted intention to treat analysis; no selective reporting; although baseline characteristics for BI and controls differed- they were accounted for in the analysis (DD’s comment: 	Findings based on one publication, in which the intervention and control groups were not comparable at baseline and not all participants were accounted for in the analysis) 
	Cannot ascertain (only 1 study)
	Very low precision

Comments: Imprecision: The 95%CI includes 0, sample size is < 400; not sure about the minimum difference one expects to detect
	Cannot ascertain (only one study)
	Low

	Increase in mean birthweight (Fig 6)
	RCTs + Quasi-experimental
	191 intervention; 215 control (3 studies) (15-17)
	Cohen’s d=0.16, 95%CI= -0.36 to 0.68, with considerable – substantial heterogeneity = 81.40%; p=0.54
	Moderate

Comments: Studies did not use blinding and/or objective measures. 1 of 3 studies included intervention and control groups who were not similar at baseline
	Inconsistent

Comments: 95% CIs of all 3 included studies do not over-lap, and has substantial heterogeneity
	Very low precision

Comments: The 95%CI includes 0, sample size is < 400; not sure about the minimum difference one expects to detect

	Indirect

Comments: 2 of 3 studies included groups who were comparable at baseline; outcome measurement is direct; intervention and control comparisons are direct
	Low

	
	RCTs
	150 intervention; 149=299 control (2 studies) (16, 17)
	Cohen’s d=0.131      
(95%CI= -0.74, 1.01), with considerable – substantial heterogeneity = 87.43%; p=0.00
	Moderate

Comments:
2/2 studies randomized; 2/2: allocation concealment; 1/2: Binding to accessor;  2/2 accounted for loss to follow-up; ½ : conducted intention to treat; 2/2: accounted for baseline characteristics or adjusted for them when not comparable
	Inconsistent

Comments: 95% CIs of all 2 included studies do not over-lap, and has substantial heterogeneity
	Very low precision

Comments: The 95%CI includes 0, sample size is < 400; not sure about the minimum difference one expects to detect

	Indirect

Comments: The population of interest across these studies differed in their baseline alcohol use, biological age; difference in the components of the intervention and control groups, and gestational age at which the intervention was conducted; outcome measurement is direct; intervention and control comparisons are direct
	Low

	Decreased odds of low birthweight (Fig 7)
	RCT and C-RCT
	28 intervention; 33 control (2 studies) (11, 18)
	OR=1.02, 95%CI=0.44 to 2.40, moderate heterogeneity=59.03%; p=0.96
	Moderate

Comments: 2/2 randomized; ½: Allocation concealment; 0/2: Blinded to assessor or statistical analyst; 1/2: accounted for lost to follow-up and conducted intention to treat analysis; 0/2: did not adjust for baseline characteristics 
(DD: 2 of 2 studies have no or unknown comparability of treatment and control groups. One study also does not use randomization at the individual level (C-RCT), does not use blinding and/or objective measures, and does not account for all participants in the analysis.
)

	Inconsistent

Comments: The 95% CIs of all the 3 studies overlap, but the heterogeneity is moderate

	Very low precision

Comments:
The 95%CI includes 1.
	Indirect

Comments: The population of interest across these studies differed in their baseline alcohol use, biological age; difference in the components of the intervention and control groups, and gestational age at which the intervention was conducted; outcome measurement is direct; intervention and control comparisons are direct

	Low

	Decreased odds of preterm birth (Fig 8)
	RCT, C-RCT
	47 intervention; 79 control (2 studies) (11, 18)
	OR=0.67, 95%CI= 0.46 to 0.98, small heterogeneity that can be ignored = 0.00%; p=0.04
	Moderate

Comments: 2/2 randomized; ½: Allocation concealment; 0/2: Blinded to assessor or statistical analyst; 1/2: accounted for lost to follow-up and conducted intention to treat analysis; 0/2: did not adjust for baseline characteristics (DD: 2 of 2 studies have no or unknown comparability of treatment and control groups and no or known blinding of participants and use of objective measures. One study also does not use randomization at the individual level (C-RCT) and does not account for all participants in the analysis.)


	Consistent

Comments:
The 95%CIs of two studies are consistent, and the heterogeneity might not be important
	Low precision

Comments: Although 95% CIs does not encompass 1 but it is close to no effect 
	Indirect

Comments: The population of interest across these studies differed in their baseline alcohol use, biological age; difference in the components of the intervention and control groups, and gestational age at which the intervention was conducted; outcome measurement is direct; intervention and control comparisons are direct
	Low


Publication bias not assessed since there were not enough studies. 
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