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Abstract

Women (N = 171), distressed from their partners’ untreated alcoholism, received either coping
skills training (CST), 12-step facilitation (TSF), or delayed treatment (DTC). CST and TSF
resulted in lower depression levels than DTC but did not differ from one another. Skill acquisition
mediated the treatment effects of CST; Al-Anon attendance did not mediate the TSF effect. Lower
depression levels were maintained at 12 months with no differences between groups. Partner
drinking decreased from pretreatment to follow-up in the CST and TSF conditions. However, for
partners with a history of relationship violence, drinking improved across follow-up in the CST
condition but worsened in the TSF condition. Partner relationship violence was less in the CST
condition. CST may be particularly useful for women experiencing physical violence from a
partner with alcoholism.

Women who have a partner with alcoholism have been found to be at greater risk for
depression, trauma, and other stress-related disorders and to make greater use of health care
services than the general population (Roberts & Brent, 1982; Svenson, Forster, Woodhead,
& Platt, 1995). The distress seen in this population most recently has been conceptualized
from within a family stress and family interactional model (Hobfoll & Speilberger, 1992;
Moos, Finney, & Cronkite, 1990; Orford, 1986; Rychtarik & McGillicuddy, 1997). This
model proposes that stress brought on by the negative consequences of the partner’s
drinking largely accounts for the negative affect experienced in this population. The
woman’s negative affect, however, is also both directly and indirectly associated with her
own coping skills. More effective coping is associated with lower negative affect generally,
but it also is hypothesized to have an indirect effect through its negative influence on partner
drinking and the buffering (moderating) of partner negative drinking consequences. In this
interactive model, however, spouse negative affect is also thought to have a detrimental
effect on coping skills (e.g., greater negative affect may interfere with effective coping) and
to have a positive impact on the maintenance of the partner’s drinking (e.g., greater negative
affect in the spouse may increase or help maintain negative affect and continued drinking in
the partner).

Correspondence concerning this article should be addressed to Robert G. Rychtarik, Research Institute on Addictions, University at
Buffalo, The State University of New York, 1021 Main Street, Buffalo, NY 14203. rychtari@ria.buffalo.edu.
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The literature shows growing empirical support for several of the pathways proposed in this
model. The depression and marital distress experienced by women with a partner with
alcoholism appear directly related to stress, burden, or extent of problems brought on by
their partner’s drinking (Moos et al., 1990; Rychtarik & McGillicuddy, 1997; Zweben,
1986). Moreover, in ways consistent with the model, the manner in which individuals cope
with these problems appears to influence their own functioning (Moos et al., 1990; Moos,
Finney, & Gamble, 1982; Rychtarik & McGillicuddy, 1997), their partner’s drinking
(Orford et al., 1975; Rychtarik & McGillicuddy, 1997; Schaffer & Tyler, 1979), and their
partner’s recognition of a drinking problem (Rychtarik & McGillicuddy, 1997; Sobell,
Sobell, Toneatto, & Leo, 1993).

A direct implication of this stress and coping model is that individuals can be taught more
effective skills in coping with problems brought on by their partners’ drinking. These new
skills are hypothesized to result in improved functioning in the individual and to have a
positive effect on the partners’ drinking problem. To date, empirical evaluations of skill-
based interventions involving the spouse or intimate of persons with alcoholism have largely
been limited to studies of conjoint marital therapy in treatment populations. The findings of
these studies are consistent in demonstrating the effectiveness of marital therapy over
nonmarital treatment alone in improving relationship satisfaction and the partner’s drinking
(see Stanton & Shadish, 1997). Still, many persons with active alcoholism do not seek or are
not currently involved in treatment (Substance Abuse & Mental Health Services
Administration, 2003). A small but growing body of empirical research has emerged that
evaluates coping skill-based interventions designed specifically for the spouse or intimate of
this nontreatment population. Conceptually, these interventions can be grouped into two
broad but overlapping categories depending on the primary pathways targeted in the stress
and coping model: (a) those with the specific goal of teaching the spouse skills to motivate
the partner to change his or her drinking and (b) those focused predominantly on improving
the functioning of the spouse or intimate partner, regardless of the partner’s drinking. Often
these interventions are compared with the self-help Group Al-Anon or variations of the Al-
Anon, 12-Step approach. Al-Anon focuses on improving the well-being of participants by
offering support and encouraging the individual to detach from the partner’s drinking,
focusing instead on the individual’s own needs.

Interventions Targeting the Partner’s Drinking

Thomas, Yoshioka, Ager, and Adams (1990) reported that after 6 months 39% of
participants in a unilateral family therapy condition (treatment including only the spouse but
focused on training skills to engage the partner in treatment) indicated their partner had
sought help for the drinking problem compared to 10.5% and 15.2% in delayed treatment
and no treatment conditions, respectively. Even larger effects were noted at 12 months.
Barber and Gilbertson (1996) randomly assigned 48 individuals with partners who have
alcoholism to either an individualized skill-based pressures-to-change drinking program, a
group pressures-to-change program, a wait list control, or participation in Al-Anon. At the
end of treatment, the individual and group-based pressures-to-change conditions each had
33% of the partners seek treatment compared to none in either the wait list or Al-Anon
conditions. However, no change in overall well-being of study participants in any condition
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was observed. Miller, Meyers, and Tonigan (1999) followed up on the earlier pilot work of
Sisson and Azrin (1986) and randomly assigned 130 significant others (59% spouses or
intimates) to either (a) a behavioral skills training intervention specifically designed to
motivate the partner to seek help, (b) the Johnson & Johnson family intervention approach
(Johnson, 1986) to motivate the partner to seek help, or (c) a structured 12-step oriented
intervention designed to facilitate participation in Al-Anon. At a 12-month follow-up,
significantly more participants in the behavioral skills training intervention reported that the
person with alcoholism sought help (67%) than did participants in either the Johnson &
Johnson intervention (35%) or the Al-Anon facilitation (20%) conditions. Collapsed across
conditions, however, spouses, when compared to parents, were significantly less likely to
engage the person with alcoholism in treatment. Notably, individuals participating in all
conditions improved in their own psychological functioning regardless of whether the
person with alcoholism sought treatment and without any differences between groups. In
summary, interventions for the spouse or significant other with the stated goal of either
motivating the person with alcoholism to seek help or to stop or decrease alcohol use appear
to be more effective than no or alternate treatments in increasing treatment engagement,
although they may be relatively less effective in engaging the partner when the significant
other is a spouse. Their effect on the spouse or intimate’s functioning, however, has varied.

Interventions Targeting Negative Affect in the Spouse or Intimate

Fewer researchers have studied ways to improve the functioning of the spouse or intimate.
Dittrich and Trapold (1984) randomly assigned 23 spouses of persons with alcoholism to
either an 8-week experimental treatment provided in a group format or a wait list that
received only literature on reducing enabling behaviors. The experimental treatment
included education, identification of enabling behaviors, assertiveness training, setting of
personal goals, and a buddy system for participants. No significant differences were
observed between conditions in participant depression at the end of treatment, but
researchers found between-group differences favoring the experimental treatment on
measures of self-concept and anxiety. Collapsed across conditions, once the wait list
condition received treatment, participants significantly improved across all measures from
pretreatment to the end of treatment. In addition, by the end of a 12-month follow-up, 48%
of partners were reported to have sought help.

Halford, Price, Kelly, Bouma, and Young (2001) randomly assigned 61 women with
partners with alcoholism to one of three individually administered interventions to reduce
the woman’s stress: supportive counseling, stress management, or stress management plus
alcohol-focused couples therapy (if the partner subsequently engaged in treatment). All
treatments showed a reduction in the woman’s stress, but there were no significant
differences between conditions and no change in the partners’ drinking or partner
relationship violence.

Critique and the Current Study

Several factors appear to limit the findings of research to date on interventions for the
spouse or intimate of the person with alcoholism. Most notable is the exclusion of
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individuals with a history of partner physical violence. In fact, each of the two largest
studies of interventions to motivate the person with alcoholism to seek help appear to have
excluded individuals with a history of partner domestic violence (Miller et al., 1999;
Thomas et al., 1990). Moreover, only Halford et al. (2001) have reported the effects of the
interventions on partner violence. Spouses from physically violent relationships have been
excluded out of concern that a change in the coping or interactional pattern of the spouse
might precipitate a violent reaction in the partner (Thomas & Ager, 1993). Yet, the
exclusion of those from violent-partner relationships raises the concern that results may not
generalize to a potentially large percentage of individuals with a partner who has alcoholism
—more than 50% by some reports (e.g., Gondolf & Foster, 1991). A related limitation is
that studies to date have focused only on the main effects of treatment. No published study
has examined what spouse factors (e.g., history of partner violence) might moderate
treatment effects. Do some individuals benefit more from one treatment approach over
another?

Another limitation is that comparisons with other treatments have been confounded by
treatment goal. For example, Barber and Gilbertson (1996) and Miller et al. (1999)
compared their respective drinking reduction and treatment engagement conditions with Al-
Anon or an intervention designed to increase Al-Anon attendance. However, Al-Anon
focuses almost exclusively on improving the functioning of the individual without
alcoholism—encouraging the spouse to not actively intervene with the partner. Moreover,
Al-Anon and similar 12-step interventions rely heavily on the support of the group, yet in
Miller et al. the Al-Anon facilitation condition was individually based. Hence, it is not clear
whether differences in treatments reflect true differences or simply differences in treatment
goal-expectancy or format (or both). Finally, no study has systematically assessed the
proximal outcomes of these skill-based treatments to determine whether improvements in
skill actually occur, whether they are associated with outcome, and whether they mediate
any treatment differences observed.

In the current study we compared the immediate and long-term efficacy of an empirically
based coping skills training (CST) program and a theoretically distinct professionally
administered 12-step, Al-Anon facilitation condition for women whose partners’ have
alcoholism. The sample included women from both nonviolent and violent relationships.
Both treatments were group-based and shared the common goal of improving the spouse or
intimate’s own functioning—in this case depressive symptoms. We also evaluated the
presumed indirect effects of the treatments (through their effects on the woman) on partner
drinking, and we examined the mediating role of skill acquisition and Al-Anon attendance in
each respective treatment on primary participant and partner outcomes. Furthermore,
although not primary foci of the treatments, we assessed the secondary outcomes of partner
help-seeking and partner physical violence as secondary outcome measures. We then tested
three a priori hypothesized Client Attribute x Treatment interactions. Specifically, we
hypothesized that, because of the higher spiritual emphasis of Al-Anon, higher levels of
meaning seeking (spirituality) would be associated with better outcomes in 12-step
facilitation (TSF) than in the coping skills training condition. We also hypothesized that
women from more cohesive relationships would benefit more from skills training than 12-
step because the partner in a high cohesive relationship would be more responsive to the
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Method

Participants

woman’s change in skill than in a relationship with low cohesion. Our third a priori
hypothesis was that women with higher levels of interpersonal dependency would benefit
more from 12-step than skill training, whereas the opposite was hypothesized for those low
in interpersonal dependency. We hypothesized that women with higher levels of dependency
would identify more with the 12-step program, which aims to switch dependency from the
partner to dependency on the Al-Anon group. Finally, given concerns over the involvement
of spouses from violent relationships in skill training programs such as that studied here, we
explored whether a history of partner relationship violence moderates treatment effects.

Participants were recruited over a 2-year period through media advertisements offering a
program for women experiencing stress as a result of their partner’s drinking. Individuals
were eligible if they were (a) living with their partner; (b) married or cohabiting for at least 1
year; (c) free of a substance use disorder of their own by scoring less than 9 on the Alcohol
Use Disorders Identification Test (AUDIT; Babor, De la Fuente, Saunders, & Grant, 1989)
and less than 4 on the Drug Abuse Screening Test (DAST; Skinner, 1982); (d) inactive in
Al-Anon or another treatment program related to their partner’s drinking in the last 3
months; and (e) willing to participate. In addition, based on the woman’s report, the partner
had to obtain a score of 9 or more on the AUDIT, have been actively drinking in the last 3
months, and not have attended Alcoholics Anonymous (AA) or formal treatment for
substance abuse in that period. Participants also were asked to provide the name of an
individual familiar with both the participant’s and the partner’s drinking and other
functioning, who could serve as a corroborating source. Of 221 individuals attending an in-
person screening interview, 171 (77%) met eligibility criteria, consented to participation,
and attended a separate pretreatment assessment. The remaining 23% either did not meet
eligibility criteria, met eligibility criteria but declined participation, did not complete
additional pretreatment assessment requirements, or were judged to be in immediate danger
and in need of other services (i.e., a domestic violence shelter; n = 1). The final sample was
42.60 (SD =9.79) years of age, had 13.44 (SD = 2.09) years of education, was
predominantly white (84%), employed full or part time (85%), and married (87%). They
scored an average of 13.50 (SD = 8.51) on the Beck Depression Inventory—Version I,
Amended (BDI-IA; Beck & Steer, 1993); 47% reported experiencing partner physical
violence during the previous year. As reported by the women, partners averaged 23.48
(6.19) on the AUDIT and averaged 19.02 (SD = 10.72) years of problem drinking. More
detailed characteristics of the final sample are presented in Table 1. Treatment conditions
differed significantly only on participant employment stability (i.e., months employed over
the past 3 years), F(2, 33) =5.92, p < .01.

Design and Procedure

A 3 group (CST, TSF, or delayed treatment control [DTC]) longitudinal design was used.!
Each consecutive set of four to six eligible participants formed a cohort or therapy group.
After completing all pretreatment assessments, a cohort was randomly assigned to one of the
three treatment conditions.
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Assignment was random with the provision that an equal number of cohorts be assigned to
each condition.2 An assigned cohort then participated in 8 weeks of either CST, TSF, or no
treatment. Overall, 36 cohorts were randomized (12 in each condition). On completion of
the 8-week period, participants engaged in a posttreatment assessment. Cohorts whose
treatment had been delayed then were randomly assigned to either CST or TSF. On
completion of their treatment, these participants were again assessed. All participants
received telephone assessments at 3 and 9 months following treatment completion; in-person
interviews were conducted at 6 and 12 months. All assessments were conducted by research
assistants who were blind to treatment assignment.

Treatment Conditions

CST—Participants in the CST condition learned to conceptualize their distress from within
a family stress and coping perspective. According to this view, the participant’s depression
and other distress resulted from cumulative problems brought on by the partner’s drinking
and the inability of the participant’s usual ways of coping to deal with them. The group was
initially introduced to (a) the stress and coping model; (b) an explanation of the relationship
between thoughts, feelings, behavior, and how the consequences of behavior influenced how
they felt and acted and how their partner reacted; and (c) an introduction to a problem-
solving approach adapted from D’Zurilla and Goldfried (1971). Each session’s content then
focused on applying this approach to certain types of problematic drinking-related situations
experienced by women with partners with alcoholism (e.g., partner physical violence, effects
of drinking on the family; relationship and sexual functioning problems). The situations and
empirically derived scoring criteria of the Spouse Situation Inventory (SSI; Rychtarik &
McGillicuddy, 1997) served as program content (see the section Proximal outcomes). For
each SSI situation, the therapist led the group in problem solving and provided situation-
specific skill hints. Skill hints were compiled from the components of responses judged as
highly effective during SSI scale development. The therapist then modeled the
recommended response, group members role-played the situation, and the therapist and
group provided feedback. Participants kept a diary of personal problematic situations
encountered for subsequent discussion in the group. Al-Anon attendance was not
discouraged but was viewed as a problem-solving option.

TSF—Participants in the TSF condition learned to view their problem as one of
codependence; the 12 steps of Al-Anon then served as a blueprint to facilitate codependence

1A second design factor, Spouse Situation Inventory (SSI) form (Rychtarik & McGillicuddy, 1997; see the Proximal outcome section)
to which cohorts were randomized and on which they were initially assessed and exposed during treatment, also was included in the
design. However, preliminary analyses found no significant SSI form or SSI Form x Treatment interaction in any analyses. Thus, to
simplify analyses and reporting, the current report collapses across the SSI form factor.

The procedure worked as follows. Within the SSI form factor (see Footnote 1), the first cohort in each consecutive set of three
cohorts was randomly assigned to one of the three treatment conditions. The second cohort in the set was randomly assigned to one of
the two treatment conditions not yet assigned. The third cohort in the set was assigned to the remaining treatment condition. This
process then was repeated within each consecutive set of three cohort pairs. Randomization of a cohort to treatment condition only
occurred when the cohort was full and all participants had completed the pretreatment assessment. This randomization procedure
controlled for potential confounding because of seasonal differences in treatment populations, treatment condition sequence, and staff
changes. The design also allowed for treatment to occur within a controlled, closed group format. The design had the limitation that
once treatment assignments had been made in the first two cohorts, the assignment of treatment condition in the third cohort of the set
was known. However, treatment and research staff were kept blind to the randomization plan. Moreover, after a series of cohorts had
been assigned, staff lost track of the sequencing of treatments and essentially remained blind to the next treatment condition.
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recovery. Codependence was defined as preoccupation with and extreme social, emotional,
and possibly physical dependence on another person (in this case the partner with
alcoholism; Wegscheider-Cruse, 1989). Participants learned the symptoms of codependency
(i.e., denial, self-delusion), its consequences (e.g., low self-worth), and the 12 steps of Al-
Anon. Sessions focused on Al-Anon Steps 1-5, enabling behaviors and detachment,
codependency relapse, and briefly on Al-Anon Steps 6-12. To control for exposure to the
SSI situations, participants in TSF were presented the same situations and in the same order
as participants in CST. In TSF, however, situations were used to demonstrate and discuss
issues of codependency and application of the 12 steps. Other than discussion of enabling
behaviors, the therapist avoided specific instruction in effective behaviors and took the
approach advocated in Al-Anon that, whereas it is helpful to share similar experiences, it
can be harmful to advise another what she should do because she is the one who has to live
with the results of the decision. Instead, the therapist helped participants to recognize what
was manageable and unmanageable in the situations and used general advice such as “look
to your Higher Power for guidance” or “focus on yourself and what you can change in the
situation.” Participants were to attend Al-Anon weekly and were assigned Al-Anon reading
material.

DTC—After completion of the 8-week wait period, participant cohorts were randomly
assigned to receive either CST or TSF treatment identical to that above.

Therapists and Therapist Compliance

Measures

Four female, masters-level certified alcoholism or rehabilitation counselors provided the
treatments. Therapists were open to both treatment approaches and received extensive
instruction in each. Therapists were randomly assigned to treatment group (one per cohort)
with the provision that each therapist conduct approximately equal numbers of CST and TSF
groups. There was no significant difference between therapists in the proportion of clients in
each treatment for whom they were responsible, y4(3, N = 171) = 2.95, ns. To ensure fidelity
of treatment administration and to avoid therapist drift, treatments were manualized, and
therapists used a session checklist and materials (e.g., demonstration posters) specific to the
treatment assigned. All sessions were videotaped and monitored for adherence by a clinical
supervisor; weekly therapist supervision was provided. In addition, a second rater, not
associated with the treatment, independently rated a random 25% sample of supervisor-
scored tapes using a checklist of primary session content for each session. Supervisor-rater
absolute agreement, intraclass correlation coefficients (ICCs) on percentage of primary
session content items completed were .96 and .84 for CST and TSF, respectively. On
average, 88% and 93% of primary session content were completed in the two respective
treatment conditions. A review indicated that noncompliance typically occurred when
heavier than usual discussion of client personal issues prevented the therapist from
completing all material planned for a session.

The primary participant outcome measure was depression (Beck & Steer, 1993; BDI-1A
range = 0-63). The BDI-IA was administered at pretreatment, posttreatment, and 6 and 12
months posttreatment. The primary partner outcome measures were percentage of days
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abstinent and number of standard drinks per drinking day in each follow-up month. Partner
drinking data were obtained from the participant and a secondary corroborating source using
the timeline-followback method (Sobell & Sobell, 1992) administered at pretreatment,
posttreatment, postdelay, and at each 90-day follow-up point.3 Missing follow-up interviews
were conducted, when possible, at the next interview. Abstinent days were coded as zero
drinks per drinking day. To reduce skew, a square root transformation was used for
participant follow-up depression and partner drinks per drinking day; an arcsine
transformation was used for percentage of abstinent days.4

Secondary follow-up outcome measures of participant-reported partner functioning included
incidence (0 = No; 1 = Yes) of partner help seeking (through AA or formal treatment) during
the treatment, treatment-delay, and 90-day follow-up periods; and the incidence (0 = No; 1 =
Yes) and frequency (inverse transformed) of physical violence in the year pretreatment and
in each 6-month follow-up period, as measured by the physical violence subscale of the
Conflict Tactics Scale (CTS; Straus, 1979). The total physical violence score was used
because factor analytic work has found that the partner’s physical violence as reported by
the female spouse loads on a single CTS violence factor, irrespective of severity (Pan,
Neidig, & O’Leary, 1994).

A priori hypotheses measures—Meaning seeking was measured with a composite
index of the 20-item Purpose in Life Test (PIL; Crumbaugh & Maholick, 1976) and the 20-
item Seeking of Noetic Goals Scale (SONG; Crumbaugh,1977). The PIL measures the
extent to which an individual has found purpose and meaning in life. The SONG is a
complementary scale that measures the extent to which an individual seeks to obtain
meaning and life purpose. Items on each are scored on a 1-7 scale and summed. The
difference score between the SONG and the PIL (i.e., SONG - PIL) was used to define
readiness for spiritual growth (Tonigan, Miller, & Connors, 2001; range = =120 to 120).
High scores on this measure represent individuals who are strongly seeking meaning in life
when their life is not meaningful to them. Low scores are indicative of individuals who have
found meaning in life and are not actively looking for it. The measure has shown acceptable
reliability and construct validity (Crumbaugh, 1977). Relationship cohesion was measured
with the Dyadic Adjustment Scale’s (DAS; Spanier, 1989) Dyadic Cohesion subscale (range
= 0-22). Items assess the extent to which the couple engages in outside interests together,
have a stimulating exchange of ideas, work together on a project, and so forth. The
Interpersonal Dependency Inventory (IDI; Hirschfeld et al. (1977) measured dependency. A
total dependency score (range = —22-122) was derived from the sum of the Emotional

3We also collected participant and corroborating timeline reports of the participant’s drinking but, because screening procedures
eliminated participants with a drinking problem, these data showed low levels of drinking and are not reported here.

Three participants reported pretreatment or follow-up levels of monthly partner drinks per drinking day that, although clinically
feasible, were determined to be distribution outliers using the Generalized Extreme Studentized Deviate Many-Outlier Procedure
discussed in Iglewicz and Hoaglin (1993). To further reduce distributional skew and the potential influence of these outliers on study
findings, we used the procedure discussed in Tabachnik and Fidell (2001) whereby the lowest outlier raw score was assigned a level
one unit larger than the next most extreme (but nonoutlier) raw score in the distribution, the next highest outlier was assigned a score
two units larger, and the highest outlier was assigned a score three units larger. This procedure further improved skew on these
measures, but the primary results of analyses with these accommodations did not vary from those conducted either without the
accommodations or without the outliers.
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Reliance on Another Person and Lack of Self-Confidence subscales minus the Assertion of
Autonomy subscale (Bornstein, 1994; Bornstein, Rossner, & Hill, 1994).

Treatment expectancies and treatment received—RParticipants completed a 6-item
Feelings About Your Scheduled Treatment Scale (coefficient a = .91) at the end of Session
1. On this scale, the participant rated the treatment along a 10-point scale (1 = Not at all; 10
= Extremely) with respect to its reasonableness, their confidence that it would be helpful,
whether they would recommend it to others, how similar it was to that expected, the
expected ease of participating, and their overall satisfaction with the treatment as scheduled.
Expectancies were high, overall, but CST participants had slightly higher mean item
expectancy scores (M = 8.02, SD = 1.28) than those in TSF (7.31, SD = 2.00), F(1, 34) =
4.33, p < .05, proportion of variance accounted for (PV) = .03. However, no significant
effect of treatment, F(1, 32) = .23, ns, PV = .00; delayed treatment status, F(1, 32) = .09, ns,
PV =.00; or Treatment x Delayed Status interaction, F(1, 32) = 2.26, ns, PV = .01, was
found on percentage of sessions attended. Collapsed across delayed status condition, 77%
attended 6 or more sessions; 32% attended all eight sessions.

Follow-up rates—At the end of the 8-week treatment or treatment-delay period, data were
available from 96% of participants (95% CST, 93% TSF, and 100% DTC). Ninety-eight
percent of DTC participants also were followed at the end of their treatment (97% CST;
100% TSF). At least one in-person follow-up assessment was conducted with 87% of
participants in each treatment condition; 73% completed all posttreatment and follow-up in-
person assessments. For partner drinking variables, data from at least one monthly follow-up
point was available from 95% of the sample (in each treatment condition); complete follow-
up partner drinking data were available from 81%. Data from the secondary, corroborating
source for at least one follow-up point were available from 78% and 71% of the sample for
partner percentage of days abstinent and drinks per drinking day, respectively. Among these
secondary sources, 33% were friends of the participant and partner; 33% were a parent or
sibling; 28% were grown children or other relatives; and 5% were other. Participant-
corroborator ICCs were .64 (SD = .05) and .54 (SD = .10), for the two respective partner
drinking measures.

Proximal outcomes: Skill acquisition and Al-Anon attendance—Skill acquisition
during treatment was measured using the SSI (Rychtarik & McGillicuddy, 1997)
administered at pretreatment and, with the alternate SSI form (to which participants had not
been exposed during treatment), at the end of the treatment or treatment delay. Each SSI
form consists of 24 representative alcohol-related problem-situation vignettes commonly
experienced by women with partners with alcoholism (e.g., dealing with partner
drunkenness, violence, and dereliction of duties). The role-played response to each situation
is videotaped and scored for effectiveness on a 6-point scale (1 = Not effective at all; 6 =
Extremely effective). The mean SSI situation score served as the measure of coping
skillfulness. The SSI shows good levels of generalizability, alternate form reliability, and is
associated negatively with partner drinking and positively with partner recognition of a
problem. A rater blind to treatment condition scored all SSI responses. A second rater
independently scored SSI responses from pretreatment, posttreatment, postdelay, or
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postdelayed treatment administrations on a random 20% sample of participants (i.e., only
one administration was rated per participant). The interrater ICC for this sample combined
was .92. At the end of the treatment or delay period CST participants were significantly
more skillful than those in either TSF or DTC (see Table 2). The skill difference between
TSF and DTC only approached the Bonferroni adjusted significance criterion (p < .10).

Self-reported Al-Anon attendance in days (inverse transformed to reduce skew) was
recorded for the year pretreatment, the 8-week treatment period, and for each 90-day follow-
up interval. As expected, during treatment, participants in TSF had significantly more Al-
Anon days than either CST or DTC,; the latter not differing from one another (see Table 2).
Collapsed across delay condition, 71% attended at least one Al-Anon meeting in TSF; only
2% attended Al-Anon in CST. The low Al-Anon attendance did not change across follow-up
in CST, t(158) = -.37, ns, PV = .00. However, a significant decline occurred in TSF, t(158)
=-5.37, p<.0001, PV =.15. CST participants had significantly less Al-Anon attendance (M
= .55, SD = 2.40) than TSF (M = 3.39, SD = 4.94), in months 1-3, t(34) = -6.33, p < .0001,
PV =.22; but a smaller, yet still significant difference, between CST (M = .41, SD = 1.93)
and TSF (M = 1.18, SD = 2.93) existed at months 9-12, t(34) = -2.24, p < .05, PV = .04.

Data Analysis Plan

End-of-treatment or treatment-delay comparisons—Differences between
conditions at the end of the treatment or delay period were examined in a two-level mixed
effects model with treatment condition as a fixed effect, cohort as a random effect (nested
within treatment condition), and person as a random effect (nested within cohort and
treatment). The pretreatment value of the dependent variable served as a covariate.
Participant employment stability also was covaried in these analyses because of pretreatment
differences between conditions on this variable. Significant treatment condition effects were
probed with two-tailed, pairwise multiple comparison t tests on adjusted least square means
using the Bonferroni correction for the three contrasts (i.e., p < .05/3). Pretreatment to
posttreatment change patterns in participant and partner primary outcome variables were
examined using three-level mixed effects models with time period as a random effect nested
within participant, participant as a random effect nested within cohort, and cohort as a
random effect nested within treatment. All CST-TSF comparisons were repeated in DTC
once treated. Results of the latter analyses mirrored CST-TSF findings among those without
a treatment delay and are not reported here. To test whether differences in skill level and Al-
Anon attendance mediated observed treatment effects, we first tested the association of each
with the primary outcome measures on which significant treatment effects occurred. If
significant, outcome analyses were repeated controlling for pretreatment and end-of-
treatment or delay skill level and Al-Anon attendance, respectively. Mediation was
considered present if, in these models, the treatment effect was reduced or no longer
significant and the proximal outcome measure continued to predict outcome (Judd & Kenny,
1981).

Follow-up analyses—Preliminary analyses included treatment delay status (0 = Not

delayed; 1 = Delayed) as a variable in the model with cohorts then nested within delayed
status and treatment condition. In no case was inclusion of this variable found to influence
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the results. Thus, follow-up analyses collapsed across treatment delay status.® Analyses of
main effects for treatment, follow-up period (time), and the Treatment x Time interaction
used a three-level, mixed effects model that assumed a random intercept and random linear
time effects. Time was treated as a continuous variable centered at the midpoint of the
follow-up period. Unless noted otherwise, analyses of participant functioning and partner
violence measures used two time periods (i.e., 6-month, and 12-month follow-ups); analyses
of partner drinking variables, for which monthly data were available, included 12 monthly
follow-up periods. Pretreatment-to-follow-up change analyses and follow-up a priori and
exploratory Attribute x Treatment Interaction effects also were examined in three-level
mixed effects models. The latter models included the baseline dependent variable, the
standardized client attribute (e.g., interpersonal dependence), treatment, time, and the
Attribute x Treatment, Attribute X Time, Treatment x Time, and Attribute x Treatment x
Time interactions. Significant interactions were probed by testing the slope of the
moderating attribute-dependent measure relationship within each treatment condition using
two-tailed, multiple comparison t tests, Bonferroni-corrected for the number of slopes or
slope contrasts tested. All results reported are from final reduced models in which variance
components accounting for 0% of the variance and nonsignificant, higher order interaction
terms are eliminated. Study analyses were conducted using SAS PROC MIXED and, for
point prevalence data, the PROC MIXED GLIMMIX macro (Littell, Milliken, Stroup, &
Wolfinger, 1996). The Kenward and Rodgers (1997) method was used to provide estimated
standard errors and associated F and t values. The denominator degrees of freedom (ddfs)
used to obtain p values were calculated directly on the basis of the final reduced model used.
6 Effect sizes are presented in the form of PV. For continuous measures, PV values were
calculated using procedures outlined by Snijders and Bosker (1999).7 To obtain PV for
effects within individual treatment condition, simple effects modeling was used. At the end
of the treatment or delay period, effect sizes of mean differences between treatment
condition pairs were calculated by computing the standard deviation from the standard error
estimates: SD = SE X (sgrt[n]), computing the number of standard deviation units between
estimated least square means and converting this to PV according to Cohen (1988). For point
prevalence measures, effect sizes are computed from differences between estimated
proportions in the GLIMMIX models using methods outlined by Cohen and then converted
to the PV scale. PVs of .01, .06, and .14 are comparable to small, medium, and large effects,
respectively, as defined by Cohen. All analyses used the intent-to-treat sample.

SThe pooling of data across delay status condition eliminated pretreatment differences on employment stability.

The Kenward-Rodgers (KR) method for computing standard errors of estimators and ddfs has been found to reduce Type | error rates
relative to other procedures (Schaalje, McBride, & Fellingham, 2001). However, in complex covariance structures the KR method
may still produce inflated Type | error rates and estimates of ddfs may not accurately portray those in the model. Hence, to further
reduce Type | error, we manually calculated ddfs on the basis of the nested model used and as recommended by Murray and
Wolfinger (1994). We subsequently used these ddfs to obtain significance values of F and t statistics produced by the KR method. The
nested design yields ddfs of 33 and 34 at the cohort level in within treatment and follow-up analyses, respectively (i.e., p [g—1], where
p equals the number of treatment conditions and g equals the number of cohorts per condition). At the individual level, ddfs are
computed with the following formula: N - [p (q—1)] -r =1 where N equals the total sample size in the analysis and r equals the
number of terms in the model.

For analyses involving random time slopes, variances in outcome can vary somewhat over time. To simplify the reporting of effect
sizes here, we report the highest effect size occurring among the follow-up points. Effect sizes are not reported for lower order effects
in models where a higher order interaction involving the effect is significant.
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Results

What Were the Effects of Treatment on Participant Depression?

At the end of the treatment or delay period, depression was significantly less in CST and
TSF relative to DTC; CST and TSF did not differ from one another (see Table 2). Analyses
of change from pretreatment-to-end of treatment or delay indicated a significant Treatment x
Time interaction, F(1, 34) = 14.03, p < .001, PV = .14, with a large decline in depressive
symptoms among those treated, t(34) = —7.20, p < .0001, PV = .24, but no significant change
in those yet to be treated, t(34) = —0.63, ns, PV = .00. Following treatment, participants in
DTC also showed a large and significant improvement in depressive symptoms, F(1, 11) =
11.34,p < .01, PV =.23.

During follow-up, CST and TSF also did not differ significantly in depressive
symptomatology (see Table 3). Nevertheless, depression at the 12 month follow-up
continued to be significantly lower than at pretreatment, F(1, 35) = 74.37, p <.0001, PV =.
28. Mean pretreatment and 12-month follow-up depression levels for participants with
complete follow-up data were 13.19 (SD = 8.14) and 7.88 (SD = 7.98), respectively. This
change appeared to be clinically significant. At pretreatment, 38%, 27%, 32%, and 3% of
the sample fell, respectively, within minimal (0-9), mild (10-16), moderate (17-29), and
severe (30-63) BDI-1A diagnostic levels (score ranges). At the end of the follow-up period,
68%, 20%, 8%, and 4% were so classified, respectively.

What Were the Effects of the Treatments on Partner Drinking?

No differences between treatment conditions in partner drinking were observed during the
treatment or delay period (see Table 2). When conditions were combined (after DTC
participants had received treatment), only a relatively small respective increase and decrease
in percentage of days abstinent, F(1, 35) = 3.73, p = .061, PV =.02, and drinks per drinking
day, F(1, 35) = 11.32, p < .01, PV =.02, occurred from the 8 weeks before treatment to the
8-week treatment period.

During follow-up, no significant effects of treatment were observed on partner drinking (See
Table 3). A Treatment x Time interaction on partner drinks per drinking day approached
significance (p = .0527). This interaction suggested that drinks per drinking day declined
across follow-up to a relatively small but significant degree in CST, t(155) = -2.46, p < .05,
PV =.03, but not in TSF, t(155) = 0.28, ns, PV = .00. Despite the lack of treatment
differences, participants reported a moderate significant increase in partner percentage of
days abstinent from pretreatment (raw M = 26, SD = 30) to the end of the 12-month follow-
up (raw M =41, SD =41), F(1, 35) = 19.22, p <.0001, PV =.07. Similarly, participants
reported a large significant decrease in partner drinks per drinking day from the year
pretreatment (raw M = 10.02, SD = 6.88) to the last month of the follow-up period (raw M =
6.63, SD = 6.90), F(1, 35) = 32.01, p <.0001, PV = .21.
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Did Changes in Proximal Skill Level and Al-Anon Attendance Account for Treatment
Effects Observed on Participant Depression and Partner Drinking?

Both posttreatment skill level, t(124) = -3.23, p < .01, PV = .05, and within treatment Al-
Anon attendance, t(124) = —2.84, p < .05, PV = .05, alone had significant negative
associations with end-of-treatment depression. Controlling for treatment condition
differences in skill, the prior difference in depression observed between CST and DTC was
no longer significant, t(34) = -1.60, ns, PV = .00, but skill level continued to contribute
significantly to the model F (1,125) = 5.74, p < .05—indicative of a mediation effect. TSF
and DTC, however, still differed significantly, t(33) = -3.14, p <.01, PV = .09; CST and
TSF were still not different from one another, t(33) = 1.34, ns, PV = .01. Controlling for Al-
Anon attendance differences, the prior difference in depression between TSF and DTC only
approached the corrected significance level, t(33) = -2.32, p = .072, PV = .06, but Al-Anon
also did not contribute significantly to the full model, F (1, 125) = .51, ns, suggesting little
or no mediation effect. CST and DTC were still significantly different from one another,
t(33) = -2.81, p < .05, PV =.07; the CST-TSF difference remained nonsignificant, t(33) =
0.22, ns, PV =.00. Overall, relative to DTC, differences in skill level appeared to mediate
end-of-treatment improvement in depression in CST; differences in Al-Anon attendance did
not appear to mediate improvement in TSF.

In follow-up, end of treatment skill level continued to have a significant negative association
with participant depression, F(1, 123) = 4.29, p < .05, PV = .03, but did not vary with
treatment, time, or Treatment x Time. For partner drinking variables, skill level had no main
or interactive effect with time on percentage of days abstinent. A significant Treatment x
Skill Level interaction did emerge for drinks per drinking day, F(1, 149) =7.06, p < .01, PV
=.03. Skill level had a negative association with drinks per drinking day in CST, which
approached the Bonferonni-corrected significance level, t(151) = -2.07, p < .07, PV = .03,
but not in TSF, t(151) = 1.54, ns, PV = .01. Al-Anon attendance within treatment was not
associated with any primary outcome measure during follow-up. Furthermore, follow-up Al-
Anon attendance in TSF was not associated with follow-up depression, F(1, 72) = .00, ns,
PV = .00, partner percentage of days abstinent, F(1, 79) = 1.32, ns, PV = .01, or partner
drinks per drinking day, F(1, 77) = .14, ns, PV = .00, and these effects did not vary with
time.

What Were Treatment Effects on Partner Help Seeking and Physical Violence?

The percentage of partners seeking help during any one 6-month follow-up period did not
differ between treatments (see Table 3), nor did the percentage of partners seeking help at
any time during the 12-month follow-up differ between CST (34%) and TSF (27%), F(1,
34) =.99, ns, PV = .00. With respect to violence, CST participants reported a significantly
lower incidence of partner physical violence per 6-month follow-up period (see Table 3).8
Similarly, among those with full follow-up data, analysis of pretreatment-to-follow-up
change in the prevalence of violence found a Treatment x Time interaction, F(1, 34) = 9.14,

8Analyses of the prevalence of partner physical violence did not converge when a random linear time effect was included at the
individual subject level (possibly because we had only two time points). As a result, all analyses of partner violence prevalence
assumed a fixed time effect at the individual (but not the cohort) level.
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p <.01. CST declined significantly from 50% to 37%, t(124) = -2.74, p < .05, PV = .14; but
TSF showed a nonsignificant increase from 44% to 51%, t(124) = 1.50, ns, PV = .05.
Notably, among those experiencing violence at pretreatment, 63% experienced violence
during follow-up in CST, whereas 85% of those in TSF did.

Did Meaning Seeking, Couple Cohesion, Interpersonal Dependency, or History of Partner
Physical Violence Moderate Treatment Effects on Participant Depression and Partner

Drinking?

Results of Attribute x Treatment interaction analyses are presented in Table 4. No support
was found for any a priori hypothesis. With respect to relationship violence, the incidence of
partner violence in the pretreatment year did not moderate the effects of treatments on
depression. However, a significant Violence History x Treatment x Time interaction was
found for both percentage of abstinent days and drinks per drinking day. Specifically, a
significant Treatment x Time interaction occurred in the violent but not the nonviolent group
for each drinking measure. In the violent group, a significant increase in abstinent days from
the beginning to the end of the 12-month follow-up occurred in CST, whereas no significant
time slope was observed in TSF (see Figure 1). Probing indicated no significant treatment
difference at the first follow-up month, t(153) = —0.06, ns, but by Month 12, there was a
significant difference between conditions, t(153) = 3.09, p < .01, with CST reporting a
higher percentage of days abstinent than TSF. For drinks per drinking day, a negative
association between time and drinks per drinking day occurred in CST, whereas a significant
positive association occurred in TSF. Mean treatment differences at follow-up Month 1 were
significant, t(153) = 2.35, p < .05, with greater drinking intensity in CST than TSF. By
Month 12 of the follow-up, the pattern is reversed with CST having less drinking intensity
than TSF, t(153) = —2.20, p < .05. Treatment expectancies, attendance, posttreatment SSI
skillfulness, days separated, Al-Anon attendance, and partner help seeking were not
differentially associated with partner violence history in the two treatments and could not
account for the interaction effects observed.

Having identified differences between treatments in the incidence of violence during follow-
up and, in the violent group, the rate of change in abstinent days and drinking intensity
across follow-up, we explored the proximal relationship and change in relationship between
drinking and violence in the follow-up year. These analyses were driven by converging
evidence that alcohol use appears to facilitate relationship violence, at least in certain marital
relationships (Fals-Stewart, 2003), and questions about whether this drinking-violence
relationship had been affected differentially by treatment condition in the present study. For
these analyses, average monthly percentage of days abstinent and drinks per drinking day in
each of the two 6-month periods of follow-up (for which violence data were available) were
included (along with all possible interactions) as a time-varying parameter in respective
models of follow-up partner violence prevalence. Consistent with the literature, the
percentage of days abstinent was negatively related to the incidence of violence during
follow-up, F(1, 141) = 17.01, p < .001, PV = .16, and did not vary by treatment, violence
group, or time. For drinks per drinking day, however, a significant Treatment x Drinks Per
Drinking Day interaction emerged, F(1, 133) = 5.23, p < .05. Probing indicated that,
whereas the incidence of violence was low at low levels of drinking for both conditions, as
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drinking intensity increased there was a significant increase in the incidence of violence in
TSF, t(133) = 3.29, p < .01, PV = .58, but not CST, t(133) = 0.51, ns, PV = .02.
Participation in CST appeared to buffer the effects of drinking intensity on the incidence of
violence during follow-up, whereas TSF did not.

Discussion

The stress and coping model of functioning in spouses of persons with alcoholism posits that
more effective skills in coping with problems arising from the partner’s drinking will result
in better functioning in the spouse and, indirectly, in the partner with alcoholism. We found
support for this notion in that higher skill level was associated with less depression and, at
least in CST (where posttreatment skill level was higher), a tendency for less drinking
intensity in the partner. Moreover, CST’s effect relative to no treatment was mediated by
skill differences across conditions. Still, skill level differences between CST and TSF did
not translate into main differences between these treatments in either participant depression
or partner drinking, even though moderate to large reductions in both outcome measures
occurred from pretreatment to follow-up. The results suggest that, although coping skill
level may be an important pathway to improving spouse functioning, as defined here it is not
the only avenue to change. Al-Anon attendance, at least during treatment, did not appear to
mediate differences in participant depression between TSF and DTC. Other factors, not
measured, may be active in initiating and maintaining change in TSF. In fact, Al-Anon itself
can be conceptualized as training certain cognitive coping skills such as recognizing that one
cannot control the partner’s drinking, relying on a higher power, and so forth. These skills,
not measured in the current study, may have been avenues for change observed in TSF.
Furthermore, the effects of coping skillfulness were modest at best, suggesting that other
mediating factors may be present in CST as well. Future research may benefit from
assessing and, in the case of CST, evaluating whether cognitive changes in both 12-step and
coping skill interventions mediate the maintenance of change in depressive symptoms.

A notable finding was that CST reduced the incidence of partner relationship violence; TSF
did not. Instead of being excluded from skill training interventions, women who experience
partner violence may particularly benefit from them. Not only was the incidence of partner
physical violence reduced in CST, but violent partners’ drinking was reduced over time as
well. Moreover, CST appeared to, at least partially, break the proximal association between
drinking and violence, whereas TSF did not. The mechanisms accounting for these treatment
differences are not clear. Reflecting differences in the two general approaches, CST
incorporated some specific training in dealing with partner violence, whereas TSF did not.
Moreover, CST participants were trained to avoid engaging in violent behaviors (e.g.,
slapping, hitting partner) as a coping mechanism. Unfortunately, we only collected violence
data on the partner, but in response to a single question at pretreatment, 59% of participants
indicated that they themselves had been violent toward their partner. It may be that a
reduction in the woman’s own violence toward the partner itself contributed to a reduction

in the incidence of partner violence. Integrating negative affect and self-regulation models of
abusive drinking (e.g., Sher, Trull, Bartholow, & Vieth, 1999) and marital discord (e.g.,
Bradbury, Cohan, & Karney, 1998), we speculate that the greater reduction in the incidence
of violence in CST relative to TSF may (over time) reduce the level of tension and negative
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affect in the violent relationship and in the partner himself. A greater reduction in the
partner’s negative affect in CST relative to TSF may then account for the reduction in the
frequency and intensity of his drinking. Additional research exploring the nature of these
complex relationships is needed.

On a cautionary note, whereas drinking intensity was greater in TSF than CST among
violent partners by the end of the follow-up period, the reverse was true early in follow-up.
It may be that, when drinking, partners of those in CST drank heavier initially, relative to
those in the TSF condition, in response to the change in contingencies placed on their
drinking behavior (as in a classical extinction paradigm). We further caution that these
findings with respect to partner violence may not be applicable to all violent relationships
affected by alcohol nor to all types of violent partners with alcoholism. Future research is
needed in this area.

To ensure safety, privacy, and recruitment of a representative sample, participants were not
required to tell or involve their partner. In fact, many, if not most, participants chose not to
tell the partner of their participation, and follow-up assessments were conducted discretely.
In the absence of drinking reports directly from the partner, we relied on the woman’s report
as a surrogate. Research has generally found fair-to-good correspondence between the
drinking reports of significant others and the reports of persons with alcoholism (Connors &
Maisto, 2003), with better correspondence occurring when the significant other is a spouse
or live-in intimate partner (Sobell, Agrawal, & Sobell, 1997). Babor, Steinberg, Anton, and
Del Boca (2000) found that drinking outcome results of analyses using significant other
reports corresponded well to those using reports of the persons with alcoholism. Such
research, however, has focused on treatment populations or populations in which the report
of the person with alcoholism also is available. Little is known about the validity of spouse
or intimate reports when the person with alcoholism is not in treatment and not available. In
the current study, to place more confidence in the woman’s report, we obtained independent
corroboration from a second surrogate. Agreement between participants and these second
surrogates was moderate-to-good. Still, little is known about such secondary surrogate
reports, and agreement between surrogates does not necessarily mean that the reports are
valid. Further research is needed on factors affecting surrogate drinking measures, and in
adjusting for potential measurement error in mixed effects models when surrogate reports
are used. We also relied on participant reports of their partner’s relationship violence, but we
consider reports of partner physical violence to be based on dyadic behavior about which the
spouse has direct knowledge.

We also should note that TSF was a structured, professionally administered 12-step
treatment that encouraged Al-Anon engagement; our findings cannot extend to Al-Anon
participation alone. Similarly, for methodological reasons focused on the evaluation of the
skill training program, TSF presented the 12-steps and related concepts within the context of
the SSI situations. Expert 12-step consultants who reviewed the TSF manual prior to the
study viewed this situational approach as a strength. Yet it is different from typical 12-step
approaches and may limit generalizations. Our findings also may not extend to the smaller
population of individuals with female or same-gender partners with alcoholism. Moreover,
we found the treatments to be administered as planned, but we did not formally assess
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whether the treatments were actually differentiable in their defining characteristics and
implementation (see Carroll et al., 1998). Still, proximal treatment outcomes were treatment
specific and provide strong treatment discriminability support. We also relied here on
depressive symptoms as the sole measure of participant distress, in large part because of the
high degree of overlap between depression and other negative affect measures (e.g.,
anxiety). Recent advances in the measurement of negative affect, however, appear to more
clearly discriminate between depression, anxiety, and general stress (Lovibond & Lovibond,
1995) and may be most applicable for future research with this population.
Methodologically, our use of the treatment group as the unit of randomization may also have
reduced statistical power—particularly in the more complex exploratory analyses.

Finally, we did not find treatment differences in partner help seeking, as has been reported
elsewhere (e.g., Miller et al., 1999). However, study differences (e.g., in treatment focus
[spouse functioning vs. partner treatment engagement], populations, treatment length [8
weeks vs. 6 months], and modality [group vs. individual]) make comparisons difficult.

To summarize, CST and TSF were equally effective in reducing depressive symptomatology
in women whose partner has alcoholism. Drinking in the partner also was significantly
reduced from pretreatment to follow-up. The results suggest that potentially important health
benefits resulted for both the woman and the partner with alcoholism. However, CST may
be particularly useful for those with physically violent partners both with respect to reducing
the incidence of partner relationship violence and partner drinking. The behaviors targeted
by each treatment appear to be independent of one another and, in the case of CST,
important in the initiation of change, at least with respect to the woman’s depression.
Researchers should replicate these findings, extend assessment of coping skills to the
cognitive arena, assess other negative affect outcomes, conduct detailed analyses of
relationship violence, study combined CST and TSF approaches, and evaluate their relative
efficacy in other populations of individuals experiencing distress from a partner’s substance
abuse.
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Figure 1.
Interaction between treatment condition and time on partner (A) percentage of days

abstinent and (B) drinks per drinking day in women experiencing pretreatment partner
physical violence. Data points are predicted adjusted arcsine least square means (for
percentage of abstinent days) and square root least square means (for drinks per drinking
day), which have been transformed back to percentage and standard drink units,
respectively. CST = coping skills training; TSF = 12-step facilitation.
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