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Abstract

Background—This Stage II trial builds on a Stage I trial comparing the single-gender Women’s

Recovery Group (WRG) to mixed-gender Group Drug Counseling (GDC) that demonstrated

preliminary support for the WRG in treating women with substance use disorders. The Stage II

trial aims were to (1) investigate effectiveness of the WRG relative to GDC in a sample of women

heterogeneous with respect to substance of abuse and co-occurring psychiatric disorders, and (2)

demonstrate the feasibility of implementing WRG in an open-enrollment group format at two

sites.
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Method—In this randomized clinical trial, participants were included if they were substance

dependent and had used substances within the past 60 days (n = 158). Women were randomized to

WRG (n = 52) or GDC (n = 48); men were assigned to GDC (n = 58). Substance use outcomes

were assessed at months 1–6 and 9.

Results—Women in both the WRG and GDC had reductions in mean number of substance use

days during treatment (12.7 vs 13.7 day reductions for WRG and GDC, respectively) and 6

months post-treatment (10.3 vs 12.7 day reductions); however, there were no significant

differences between groups.

Conclusions—The WRG demonstrated comparable effectiveness to standard mixed-gender

treatment (i.e., GDC) and is feasibly delivered in an open-group format typical of community

treatment. It provides a manual-based group therapy with women-focused content that can be

implemented in a variety of clinical settings for women who are heterogeneous with respect to

their substance of abuse, other co-occurring psychiatric disorders, and life-stage.
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1. INTRODUCTION

Substance use disorders (SUDs) are a growing health problem among women in the United

States (Substance Abuse and Mental Health Services Administration (SAMHSA), 2009).

For example, since the late 1980’s there has been a narrowing of the gender gap in the male

to female prevalence ratio of alcohol use disorders in the U.S., and levels of abstaining have

decreased in women in birth cohorts born after versus before World War II, while these rates

remained stable in men (Grucza et al., 2008). Gender-specific SUD treatment approaches for

women are informed by research highlighting the importance of co-occurring psychiatric

disorders, histories of trauma, and relationships with children and significant others that are

important in women’s recovery (Greenfield and Pirard, 2009). Nevertheless, there are few

therapies developed for women with SUDs, and fewer empirical studies on the relative

effectiveness of these therapies versus standard treatments for this population (Greenfield et

al., 2007a; Tang et al., 2012), or in comparison with mixed-gender SUD treatment (Bride,

2001; Greenfield et al., 2007a; Kaskutas et al., 2005; Orwin et al., 2001). Those that do exist

were designed for specific subpopulations of women with SUDs, such as pregnant women

(Reynolds et al., 1995), methadone maintained mothers (Luthar and Suchman, 2000),

women with co-occurring post-traumatic stress (Hien et al., 2004; Najavits et al., 1998),

women in correctional settings (Messina et al., 2010), among others (Greenfield et al.,

2007a; Kelly et al., 2000; Linehan et al., 1999). However, women in community treatment

programs often use multiple substances, have various co-occurring psychiatric disorders, are

of different ages and may or may not be pregnant or parenting (Greenfield et al., 2007a;

SAMHSA, 2012). Although SUD treatment is most frequently offered in groups (Hodgins et

al., 1997; Kominars and Dornheim, 2004; Morgan-Lopez and Fals-Stewart, 2006;

Stinchfield et al., 1994), there has been no manual-based, empirically-tested group therapy

designed for this heterogeneous population of treatment-seeking women with SUDs.
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Based on this treatment gap, we used the Stage Model of Behavioral Therapies research

(Rounsaville et al., 2001) to develop and test the Women’s Recovery Group (WRG). As

defined by Rounsaville and colleagues (2001), Stage I consists of manual writing and pilot

and feasibility testing, and Stage II involves randomized controlled trials to investigate the

efficacy of a manualized treatment that has shown promise in pilot testing. Therefore, in a

Stage I behavioral therapy development trial, we developed and tested the effectiveness of

the WRG compared with a standard mixed-gender group therapy (Greenfield et al., 2007b).

The WRG is a manual-based group therapy for women heterogeneous with respect to their

substance dependence, co-occurring psychiatric disorders, trauma history, and age and stage

of life. The WRG is a 12-session, structured relapse-prevention group therapy that utilizes a

cognitive behavioral approach and includes gender-specific content and single-gender group

composition. Individual session content was derived from research on gender-specific

substance abuse antecedents, consequences, and treatment outcomes (Greenfield et al.,

2007a; Grella, 2008; Hernandez-Avila et al., 2004; Piazza et al., 1989). The content areas

translated into 14 specific session topics (e.g., violence and abuse, partners and recovery,

caretaking and recovery, co-occurring disorders, women’s reproductive health, effects of

drugs on women’s health, disclosure) that could be flexibly implemented in any order for a

12-week sequence of groups.

In the Stage I trial (45), women were randomized to WRG (n =16) or a mixed-gender

control condition, Group Drug Counseling (GDC, n = 7; Crits-Christoph et al., 1999; Daley

et al., 2002). No significant differences in outcomes emerged between WRG and GDC

during the 12 week group sequence. However, in the 6 months post-treatment, WRG

participants showed a pattern of continued reductions in substance use while GDC

participants did not (Greenfield et al., 2007b).

While these results were promising, the Stage I trial utilized a small, relatively homogeneous

pilot sample and a Stage II trial was warranted to test the WRG in a larger, more diverse

sample. Moreover, the WRG and GDC groups in the Stage I trial were conducted in semi-

open format (i.e., enrollment continued until a maximum of 6–8 subjects were entered per

group and then enrollment was closed until the end of the sequence). The design of the Stage

I trial was essential for treatment development and testing (Carroll and Onken, 2005).

However, most group treatment is delivered in open enrollment (or “rolling”) group format

in which patients can enter at any time in the group sequence and exit the group after 12

weeks are completed (Morgan-Lopez and Fals-Stewart, 2006; Washton, 2005) rather than

starting and ending with a cohort of other participants. Because the WRG is intended to be a

manual-based treatment ready for dissemination into clinical practice if demonstrated to be

effective (Greenfield et al., 2014), the Stage II trial was designed to be implemented in an

open group format at two clinical sites. The aim of this clinical trial was to investigate the

effectiveness of the WRG relative to GDC in reducing days of use of any substance from

baseline in a sample of women heterogeneous with regard to drugs of abuse, co-occurring

disorders, trauma histories, and age and stage of life, as well as to demonstrate the feasibility

of implementing the WRG in open-enrollment group format.
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2. METHODS

2.1. Participant Recruitment

Participants were recruited through treatment programs and private practices, websites, and

advertisements (for detailed recruitment information see Greenfield et al., 2014). Inclusion

criteria were: 1) current DSM-IV diagnosis of substance dependence for at least one

substance besides nicotine; 2) age 18 years or older; 3) use of substances within the past 60

days; 4) available during the follow-up period; 5) interested in group treatment; 6) gave

consent for study personnel to communicate with their treatment providers; 7) providing two

individuals who could assist in locating the participant; 8) ability to attend group weekly;

and 9) signed informed consent. Exclusion criteria were: 1) current medical conditions that

would prevent regular group attendance; 2) mental retardation or organic mental disorder; 3)

diagnosis of certain Axis I psychiatric disorders (e.g., psychotic disorders) more likely to

respond to another form of treatment; 4) residential treatment in which substance use is

monitored and restricted during the treatment period; 5) current need for medical

detoxification (however, these participants could enter the study after detoxification); 6)

current use of intravenous drugs; or 7) active engagement in self-destructive behaviors or

other behaviors that would interfere with group participation (e.g., violence toward others).

Overall, 342 participants were deemed ineligible based on our criteria (see Figure 1). One

hundred fifty-eight participants (100 women and 58 men) were enrolled in the study.

2.2. Procedure

The study was conducted in outpatient clinics at an academic teaching hospital (McLean

Hospital, Belmont, MA) and a community treatment program (Stanley Street Treatment and

Resources, or SSTAR, Fall River, MA). Eighty-three participants were enrolled at McLean,

and 75 at SSTAR. The protocol was listed in clinicaltrials.gov (Identifier: NCT01318538),

approved by the McLean Hospital Institutional Review Board, and written informed consent

was obtained from all participants.

Participants who met prescreen inclusion criteria completed baseline assessments. Eligible

women were randomly assigned either to the experimental (WRG; n = 52) or control

condition (GDC; n = 48), and all men (n = 58) were assigned to GDC. Participants could

attend other outpatient treatment (e.g., individual psychotherapy, pharmacotherapy, self-help

meetings, etc.) except other clinician-led SUD group therapy during their 12 weeks in study

groups.

2.3. Treatments

2.3.1. The Women’s Recovery Group (WRG)—The WRG is an empirically-supported

(Greenfield et al., 2007b) group therapy consisting of twelve 90-minute sessions that include

a brief check-in, review of the previous week’s skill practice, topic presentation, open

discussion among participants of the session topic and other recovery-related subjects,

review of take-home messages and upcoming week’s skill practice, and check-out. The

WRG is a relapse-prevention group therapy, based on a cognitive behavioral approach. The

WRG provides education about gender-specific topics in addiction and recovery. It also
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provides, a safe and supportive atmosphere for open discussion of these topics to help

women identify triggers to relapse and obstacles to recovery that are frequently encountered

by women with SUDs, as well as skill practices to assist women in formulating strategies for

relapse prevention and recovery. A central principle underlying the WRG is that the all-

women group composition and the women-focused content combine to enhance outcomes

for the participants. The WRG emphasizes commonalities rather than differences among

participants, the need for self-care, and focuses on relapse prevention (e.g., developing skills

to stay abstinent from substances) and repair work (e.g., finding balance, repairing

relationships, overcoming shame and stigma) in recovery. See Greenfield et al. (2007b) for

specific details and content areas of the WRG.

2.3.2. Control Group: Group Drug Counseling (GDC)—GDC (Daley et al., 2002) is

a 12-session, evidence-supported group therapy (Crits-Christoph et al., 1999). GDC consists

of 90-minute sessions that include the following: a check-in on substance use and craving,

education and discussion on a substance-related topic, check-out, and group recitation of the

serenity prayer. GDC is designed to educate patients about addiction and recovery, facilitate

abstinence, encourage participation in self-help groups, and teach new mechanisms to cope

with substance-related problems. GDC has a mixed-gender composition and session topics

do not explicitly cover gender-specific issues.

2.4. Therapists

Eight therapists, who were all female in order to eliminate any therapist-patient gender

matching effects (Fiorentine and Hillhouse, 1999; Sterling et al., 1998), were trained and

randomly assigned to lead either WRG or GDC. Study therapists were required to have a

master’s degree in an area that included training in psychopathology, at least two years of

experience with SUD treatment, and one year of group therapy experience. Study therapists

worked within the two treatment settings and were randomly assigned to provide either

GDC or WRG. Group sessions were videotaped and therapists were supervised weekly by

their respective supervisors (SFG for WRG; JR for GDC). Two independent raters

completed adherence scales for a random selection of 20% of WRG and 10% of GDC

sessions. For both groups, the extensiveness to which the therapist engaged in a behavior

during the session was rated with a 5-point Likert scale (0 = not at all; 4 = extensively).

2.5. Assessments

Participants completed assessments at baseline, and follow-up assessments were conducted

monthly during treatment (Months 1–3) and three months after treatment (Months 4–6), and

at six months post-treatment (Month 9). Participants were compensated either $25 or $50 for

participation in each research assessment, depending on the visit length.

Substance use was assessed using the Addiction Severity Index-Lite (ASI-L; McLellan et

al., 1992b) and the Timeline Follow-Back (TLFB; Sobell et al., 1992). The ASI is a

multidimensional assessment of substance-related problems which yields composite scores

for alcohol use, drug use, psychiatric status, medical status, legal status, family/social

relationships, and employment status. Composite scores range from 0 to 1, with higher

scores indicating more significant problems. The TLFB uses a calendar method to calculate:

Greenfield et al. Page 5

Drug Alcohol Depend. Author manuscript; available in PMC 2015 September 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



days of alcohol use, days of any drug use including alcohol, days of drug use excluding

alcohol, days of primary substance use, heavy drinking days, and drinks per drinking day.

Urine toxicology screens were obtained at group sessions and monthly assessments to

validate self-reported drug use.

The Composite International Diagnostic Interview (CIDI; World Health Organization, 1997)

and the Diagnostic Interview for Personality Disorders (DIPD-IV; Zanarini et al., 1996)

were administered at baseline to assess additional Axis I and Axis II psychological

disorders. Use of other treatment services were assessed using the Treatment Services

Review (TSR; McLellan et al., 1992a) and the Monthly Self-Help Questionnaire (MSHQ;

Weiss et al., 1996). Participants were asked to report on their experiences in the “past 30

days” for the TSR and in the “last month” for the MSHQ.

2.6. Power and Statistical Analysis

The study was powered for the primary analysis concerning treatment group differences in

the degree of improvement in the number of days of any substance use and in the Addiction

Severity Index (ASI) composite scores. Specifically, with a total of 100 women (50 in each

treatment group), the study was adequately powered to detect a minimum 5 day benefit in

the number of days of any substance use (power = 83%) and a 0.2 benefit in the ASI drug

and alcohol composite scores (power = 94%).

All analyses focus on comparison between women enrolled in WRG and women enrolled in

GDC; men were excluded from these analyses. Background characteristics of participants

were compared by treatment group (and study site), using chi-square tests for categorical

variables and independent t-tests for continuous variables. Our primary substance use

outcomes were the number of days of any substance use and the ASI drug and alcohol

composite scores. Secondary outcomes included number of days of alcohol use, number of

days of drug use, number of heavy drinking days, and number of drinks per drinking day.

In longitudinal regression analyses, changes in outcomes were compared between treatment

groups; quantitative outcomes (e.g., ASI composite scores) were analyzed using linear

mixed effect models, discrete outcomes (e.g., number of days of any substance use) were

analyzed using loglinear (negative binomial) regression models with estimation via

generalized estimating equations (GEE). These analyses focused on the changes from

baseline (month 0) during the treatment phase (months 1–3), and two post-treatment phases

(months 4–6, and months 7–9). The models included the effects of treatment group, phase (3

levels), and the treatment group by phase interaction. Comparison of treatment groups in

terms of changes in outcomes were based on the test of interaction. The regression models

accounted for the correlation among repeated measures of the outcomes over time and also

adjusted for study site. We used an intent-to-treat outcome analysis, which includes all

available data from all randomized participants.

For ease of interpretation, results of these analyses are presented in terms of mean changes

from baseline to the end of the treatment and the two post-treatment follow-up phases,

respectively; the formal comparison of these changes is based on the test for treatment group

by phase interaction (see Table 3). Results from the linear mixed model analyses are
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presented in terms of absolute changes in the mean outcome from baseline; results from the

loglinear regression model analyses are presented in terms of relative changes (percent

change).

3. RESULTS

3.1. Baseline Statistics

Demographic, substance use, psychiatric diagnoses, and other clinical data for the women

randomized to treatment are represented in Table 1. There were no significant baseline

differences between women randomized to WRG and GDC in sociodemographic

characteristics, Axis I or Axis II diagnoses, days in a controlled environment, or ASI alcohol

and drug composite scores. However, there were statistically significant differences between

women in WRG and GDC with regard to two of the substance use variables: number of

heavy drinking days and drinks per drinking day. Specifically, GDC women reported more

heaving drinking days and more drinks per drinking day than WRG women (see Table 1).

There were several statistically significant baseline differences in clinical characteristics of

women participants between the two study sites (see Table 2). At baseline, the following

additional treatment services were reported: 61% utilized individual psychotherapy; 67%

attended at least one self-help group (e.g., AA) in the past month; 4% attended a visit with a

substance abuse counselor; 17% used naltrexone; and 14% used acamprosate. There were no

baseline group differences in additional treatment services use. Examination of group

differences at end of treatment and 6 months post-treatment revealed only that naltrexone

was used more by women in GDC (n = 9, 22.0%) compared to women in WRG (n = 2,

4.4%), (Fisher’s exact p < 0.05); however, the number of women using naltrexone in both

groups was very low.

3.2. Substance Use Outcomes

3.2.1. Primary Outcomes—We found no significant differences between the WRG and

GDC groups in terms of their reduction in mean days of any substance use, and reductions in

mean ASI alcohol and drug composite scores (see Table 3). Overall, mean days of substance

use decreased significantly from baseline during the in-treatment phase for both groups, with

a 76.5% reduction in both groups (WRG versus GDC rate ratio = 1.00; 95% CI: 0.55, 1.80);

these reductions correspond to 12.7 (χ2=56.4, d=1, p<0.0001) and 13.7 (χ2=39.3, df=1,

p<0.0001) day reductions for the WRG and GDC groups, respectively (See Figure 2). For

both groups, mean days of any substance use also decreased significantly from baseline

during the two post-treatment phases. Specifically, there were 68.4% and 73.3% reductions

during the 3 month post-treatment phase for the WRG and GDC groups, respectively (rate

ratio = 0.85; 95% CI: 0.49, 1.47); these reductions correspond to 11.3 (χ2=51.6, df=1,

p<0.0001) and 13.2 (χ2=33.0, df=1, p<0.0001) day reductions for the WRG and GDC

groups, respectively. Similarly, there were 62.2% and 70.8% reductions during the 6 month

post-treatment phase for the WRG and GDC groups, respectively (rate ratio = 0.77; 95% CI:

0.43, 1.37); these reductions correspond to 10.3 (χ2=21.8, df=1, p<0.0001) and 12.7

(χ2=35.2, df=1, p<0.0001) day reductions.
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For both treatment groups, the mean ASI alcohol composite scores also declined (improved)

during the in-treatment phase and the two post-treatment phases. During the in-treatment

phase, the mean ASI alcohol composite declined by 0.27 (χ2=107.3, df=1, p<0.0001) and

0.33 (χ2=143.5, df=1, p<0.0001) for the WRG and GDC groups, respectively (WRG versus

GDC difference = −0.057; 95% CI: −0.134, 0.020). During the 6 month post-treatment

phase, the mean ASI alcohol composite declined by 0.30 (χ2=46.0, df=1, p<0.0001) and

0.35 (χ2=58.5, df=1, p<0.0001) for the WRG and GDC groups, respectively (difference =

−0.054; 95% CI: −0.180, 0.072). For both treatment groups, there were very modest declines

of 0.03 (χ2=16.2, df=1, p<0.0001; χ2=13.7, df=1, p<0.0005, for WRG and GDC groups,

respectively) in the mean ASI drug composite scores during the in-treatment phase (see

Table 3; difference = 0.0; 95% CI: −0.022, 0.025); the declines were not significant during

the 6 month post-treatment phase (χ2=0.8, df=1, p>0.3; χ2=3.8, df=1, p>0.05, for WRG and

GDC groups, respectively).

3.2.2. Secondary Outcomes—We found no significant differences between the WRG

and GDC groups in terms of their reduction in mean number of alcohol use days and mean

number of drug use days during the in-treatment and post-treatment phases. In addition, no

significant differences between WRG and GDC groups were found in heavy drinking days

or drinks per drinking day.

Overall, women in both the WRG and GDC groups had significant (p<0.0001) reductions in

mean number of alcohol use days during treatment (9.9 and 12.4 day reductions for WRG

and GDC, respectively) and at 6 months post-treatment (8.3 and 12.2 day reductions).

Similarly, women in both the WRG and GDC groups had significant (p<0.05) reductions in

mean number of drug use days during treatment (3.0 and 1.5 day reductions for WRG and

GDC, respectively); however, at 6 months post-treatment, the reductions were significant for

WRG (2.8 day reduction; p<0.05) but not for GDC (1.6 day reduction; p>0.1). In addition,

women in both the WRG and GDC groups had significant (p<0.0001) reductions in mean

number of heavy drinking days during treatment (8.6 and 12.1 day reductions for WRG and

GDC, respectively) and at 6 months post-treatment (8.0 and 11.8 day reductions). Finally,

women in both the WRG and GDC groups had significant (p<0.05) reductions in mean

number of drinks per drinking day only during the in-treatment phase (2.0 and 2.9

reductions for WRG and GDC, respectively).

3.2.3. Quality Assurance—We compared participants’ self-report of substance use to

urine toxicology screens. Of the self-reported weekly and monthly data, 78.1% were

concordant with urine screens, 19.8% were cases of reported substance use that was not

detected by urine screen, and 2.1% were considered discordant (i.e., a positive urine screen

when no use was self-reported). Thus, 97.9% of all self-reports were either consistent with

urine screens or reported use undetected by urine screens.

3.3. Therapist Adherence

Percent agreement between the independent raters for each item of the two scales was

calculated to assess inter-rater reliability. For WRG, percent agreement scores ranged from

66–100%, with an average agreement score of 86%. For GDC, percent agreement scores
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ranged from 61–100%, with an average agreement score of 81%. An overall mean score for

each scale was calculated to assess therapist adherence. The mean for WRG therapist

adherence was 3.8 (SD=0.13) and the mean for GDC therapist adherence was 3.6 (SD=0.28).

3.4. Group Stability and Attendance

We also compared treatment attendance rates and the stability of group membership across

WRG and GDC women. Treatment attendance was calculated by summing the number of

treatment sessions attended; there were no differences between WRG (M=7.64, SD=1.36)

and GDC (M=7.69, SD=1.36). Treatment group stability was calculated using the

Percentage of Group Change Index (Morgan-Lopez and Fals-Stewart, 2008) which captures

change in group membership composition from session-to-session separately for each

individual within each group (specific to the calendar period that each person was in the

group). The value can range from 0 (i.e., the exact same membership from one session to the

next) to 1 (i.e., complete turnover in membership). The average values across all sessions

were taken to get an overall sense of the amount of turnover each person experienced in the

group during the period in calendar time they were in treatment. There were no significant

differences between WRG (M=.386, SD=.07) and GDC (M=.356, SD=.07) in the proportion

of members that “turned over” from session-to-session.

4. DISCUSSION

In this Stage II trial, women in both the WRG and the GDC conditions had significant

reductions of approximately 75% fewer days of substance use during the 12-week group

treatment and these reductions were sustained during the 6-month post-treatment follow-up

period. This study provides evidence that women with alcohol and drug dependence, with or

without co-occurring other psychiatric disorders, can have significant reductions in their

substance use through treatment in weekly outpatient group therapy and maintain these

reductions 6 months after treatment ends.

This Stage II trial of the WRG did not replicate the findings of the Stage I trial that

demonstrated sustained reductions in days of substance use for the WRG but not for GDC

(Greenfield et al., 2007b). However, the Stage II trial demonstrated that the WRG is

comparable to standard mixed-gender GDC treatment even when implemented in an open

enrollment group format that is typical of community treatment settings. The theoretical

model of WRG posits the synergism between women-focused group session content and the

all-women group composition (Greenfield et al., 2007b). Our qualitative studies of the Stage

I WRG (Greenfield et al., 2013a, 2013b) demonstrated that women participants in WRG

found the support of other women in the group to be an essential component of the WRG

(Greenfield et al., 2013a), and we documented a greater number of supportive statements

made in WRG than GDC (Greenfield et al., 2013b). Although in this Stage II trial there were

no differences between WRG and GDC in average number of participants per group session,

treatment attendance, and turn-over, similar to other open enrollment group therapy studies,

the Stage II trial of WRG was challenged to provide a robust and stable group attendance

(average group ≤ 3 participants for both WRG and GDC; Greenfield et al., 2014). It is

possible that differences between the Stage I and Stage II trial results may in part be due to

fewer average participants per group and lower stability of attendance in the Stage II trial.

Greenfield et al. Page 9

Drug Alcohol Depend. Author manuscript; available in PMC 2015 September 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



The smaller average group size and lack of participant stability in the Stage II versus Stage I

trials may have affected the WRG women’s experience of mutual support that is a major

effective component of the WRG (Greenfield et al., 2013a). Even with this change,

outcomes of the WRG implemented in the open enrollment group format were comparable

to GDC.

The Stage II trial demonstrates that the WRG was comparable to mixed-gender GDC in an

open-enrollment format delivered in two community-based clinical settings (Greenfield et

al., 2014). Our sample differs in certain demographic characteristics typical of some women

seeking treatment in the community (SAMHSA, 2012), insofar as our participants were

predominately white, attained higher educational status, and were more affluent. However, it

is important to note that this is the first empirically supported group therapy for women with

substance use disorders who have a range of other co-occurring psychiatric disorders, with

or without trauma histories, who are at diverse stages of life with respect to age, parenting

and marital status (Greenfield et al., 2007a). These clinical and demographic characteristics

are also typical characteristics of women seeking treatment in the community (SAMHSA,

2012). Group therapy in outpatient community settings can provide cost-effective treatment

for women with SUDs (Weiss et al., 2004). The results of this study provide evidence that

the manual-driven WRG can be replicated and disseminated as a single-gender group

therapy for women in substance abuse treatment programs. It is notable that therapists

delivering both treatments were provided weekly supervision and were highly adherent to

each treatment model. Consideration of enhancing provider training and supervision in

routine practice may be warranted to deliver adherent and effective group behavioral

treatments (Carroll et al., 2010).

Qualitative studies of women with SUDs indicate that women often prefer all-women’s

treatment (Kauffman et al., 1995; Nelson-Zlupko et al., 1996) and patient preference has

been demonstrated to be strongly correlated with clinical outcomes in a range of treatments

(Swift and Callahan, 2009). In this study, we did not assess women’s preference for single-

gender treatment pre-randomization. In fact, the study was advertised as an “investigational

group therapy” with no mention of single-gender treatment so that preference for single-

gender treatment would not be a factor in subject recruitment or study inclusion. However,

we administered a group overview questionnaire at the end of treatment to assess

satisfaction. Women were asked about the helpfulness of having only women in the group

and covering women-specific issues on a scale of 0 to 4 (0 = “not at all helpful”; 4 =

“extremely helpful”). Women in the WRG reported scores between “extremely helpful” and

“very helpful” with regard to having a single-gender group composition (M = 3.3, SD = 0.8)

and covering gender-specific issues in the group (M = 3.4, SD = 0.8). They also rated the

coverage in the WRG of women’s issues and substance abuse issues as equally important.

The WRG provides education, discussion of relapse prevention, and skills practices to help

women identify the way in which clinically significant issues for women with SUDs such as

domestic violence and abuse, reproductive health, and family and partner concerns play a

role in relapse risk and to problem-solve managing these risks in the course of recovery. The

WRG provides an effective single-gender, women-focused group therapy component of

treatment that can be delivered in the context of mixed-gender outpatient, partial, or
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residential treatment. The WRG increases the therapeutic options for women with SUDs; it

is a replicable, manual-based group therapy for women with women-focused content that

can be implemented in an open-enrollment format in a variety of clinical settings for women

who are heterogeneous with respect to their substance of abuse, other co-occurring

psychiatric disorders, and life-stage.
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Figure 1.
CONSORT diagram of study participation
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Figure 2.
Time Plot of Mean Days of Any Substance Use
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