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Abstract

Background and Objectives—A Stage II, two-site randomized clinical trial compared the 

manualized, single-gender Women’s Recovery Group (WRG) to mixed-gender group therapy 

(Group Drug Counseling; GDC) and demonstrated efficacy. Enhanced affiliation and support in 

the WRG is a hypothesized mechanism of efficacy. This study sought to extend results of the 

previous small Stage I trial that showed the rate of supportive affiliative statements occurred more 

frequently in WRG than GDC.

Methods—Participants (N=158; 100 women, 58 men) were 18 years or older, substance 

dependent, and had used substances within the past 60 days. Women were randomized to WRG 

(n=52) or GDC (n=48). Group therapy videos were coded by two independent raters; Rater 1 

coded 20% of videos (n=74); Rater 2 coded 25% of videos coded by Rater 1 (n=19).

Results—The number of affiliative statements made in WRG was 66% higher than in GDC. 

Three of eight affiliative statement categories occurred more frequently in WRG than GDC: 

supportive, shared experience, and strategy statements.
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Discussion and Conclusions—This larger Stage II trial provided a greater number of group 

therapy tapes available for analysis. Results extended our previous findings, demonstrating both 

greater frequency of all affiliative statements, as well as specific categories of statements, made in 

single-gender WRG than mixed-gender GDC.

Scientific Significance—Greater frequency of affiliative statements among group members 

may be one mechanism of enhanced support and efficacy in women-only WRG compared with 

standard mixed-gender group therapy for SUDs.

Group therapy has been associated with positive treatment outcomes for individuals with 

substance use disorders (SUDs),1 can be equally as effective as individual therapy,2,3 and 

continues to be the most common form of treatment for individuals with SUDs.1,3 In the 

United States, the majority of individuals receive treatment for SUDs in mixed-gender 

settings.4 However, gender differences in SUDs suggest a need for gender-specific 

treatment,5–7 especially for women who often cite preference for women-only treatment 

because they perceive it as more comfortable, open,8 honest and intimate.9 Few randomized 

trials have compared mixed-gender with single-gender SUD treatment for women.10 One 

study found that changing only the gender composition of a SUD residential treatment 

program from mixed-gender to single-gender did not result in improved treatment 

outcomes11 However, a number of studies 12–14 and one systematic review15 demonstrated 

that single-gender SUD treatment for women that focused on women’s specific needs (e.g. 

co-occurring psychiatric disorders, trauma histories, services for pregnancy or parenting 

women), had higher rates of treatment completion and improved outcomes.

The Women’s Recovery Group (WRG)16–18 was developed for women heterogeneous with 

respect to demographic and clinical characteristics, substance of use, and stage of life in 

order to reflect the diverse characteristics of treatment-seeking women with SUDs. The 

WRG is an efficacious manualized, weekly, 12-session, relapse-prevention group therapy 

that uses a cognitive behavioral approach and includes gender-specific content and single-

gender group composition.16–18 The all-women group composition of the WRG was 

hypothesized to enhance comfort and support for participants, facilitating group cohesion, 

while the women-focused content provided education specific to women with SUDs. These 

two components were hypothesized to synergize to enhance outcomes compared with a 

standard, mixed-gender recovery group. The WRG was compared to mixed-gender Group 

Drug Counseling (GDC) in a Stage I study17 and a larger Stage II trial.16 In both the Stage I 

and Stage II trials, women in the WRG and GDC demonstrated clinically relevant reductions 

in substance use after 12-weeks of group treatment.16,17 However, women in the WRG 

Stage I trial continued reductions in substance use at 6-months post treatment whereas GDC 

women did not.17 The Stage I trial was limited by its single site, small sample, and semi-

open group format. The larger, two-site Stage II trial compared WRG to GDC in an open 

enrollment (rolling admissions) group format, using a larger, more diverse sample. Results 

showed that the WRG was equally as effective as GDC16 in this format, demonstrating that 

WRG is an effective gender-specific group therapy for women with SUDs heterogeneous 

with respect to substance of use, co-occurring psychiatric disorders and stage of life. In 

addition, the WRG can be delivered effectively in an open enrollment format typical of 

community practice.
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Several attributes and mechanisms have been identified that may contribute to the 

effectiveness of group therapies, including duration and content of sessions19,20; however, 

newer research focuses on evaluating in-session factors.21,22 Yalom23 identified 11 factors in 

the in-session group therapy process that may contribute to group treatment efficacy, one of 

which is group cohesion. Cohesion is defined as “the feeling that one belongs and fits in 

with the group,”23 and is considered an essential therapeutic factor24 due to the positive 

association between group cohesion and therapeutic outcome among a variety of clinical 

populations.25–29 Cohesion can enhance the opportunity in the group setting for connection 

as well as support of empathic peers.30 This may be particularly important for individuals 

with SUDs who often need to repair social networks and may need assistance in establishing 

and maintaining attachments. 31 Moreover, group cohesion has been shown to be influenced 

by the gender of group members, such that cohesion ratings are higher when the percentage 

of women in the group increases.32 Furthermore, all-women groups have higher average 

ratings of cohesion compared to all-men groups.33 High cohesion ratings in all-women 

groups are associated with increased group attendance34,35 and improved psychiatric and 

health outcomes.34–36

There is significant complexity in operationalizing and measuring cohesion within a 

group.27 Past studies have examined group size,37 setting,28 participant attendance,38 and 

relied on self-report questionnaires.29 Despite the usefulness of these measures, researchers 

have highlighted the need to identify in-session factors that can be used to assess group 

cohesion.39 In the Stage I WRG study, we developed a coding manual to examine 

observable, in-session group cohesion by measuring the frequency of affiliative statements 

made by group members in each treatment condition (i.e., WRG and GDC).40 Affiliative 

statements were defined as supportive, positive, or empathic comments among members of 

the group and categorized into five types: (1) agreement statements, (2) supportive 

statements, (3) positive statements about the group, (4) therapeutic statements, and (5) 

completing another member’s thought. We hypothesized that affiliative statements would 

occur more frequently in WRG compared to GDC as a result of the supportive and cohesive 

experience of an all-women’s group, which is considered an essential therapeutic component 

of WRG. Due to the high correlations among three statement categories (completing a 

thought, agreement, and supportive statements), these were combined into one composite 

affiliative scale. Examination of this composite scale demonstrated that a greater number of 

affiliative statements were made in the single-gender WRG compared to mixed-gender GDC 

with a large effect size, although these frequencies were not significantly different. There 

were no statistically significant differences or effects for the other two categories 

(therapeutic response and positive statement). In the mixed-gender GDC group, women were 

significantly more likely to offer an affiliative statement to a male participant than any other 

combination (female to female, male to female, male to male).40 This was the first study to 

measure and compare cohesion in single-gender and mixed-gender group therapies for 

SUDs by examining observable, in-session elements.

Although the Stage I results provide some insight into in-session processes in group therapy 

for SUDs and suggest a possible mechanism of action for the WRG, there were a number of 

limitations to the Stage I study. First, the study included a small sample (n = 45 total coded 

videos, 17 of which were mixed-gender groups), which may have limited the statistical 
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power. Second, the quality of the coded audio was poor, eliminating some portions of the 

tapes from coding. Additionally, some categories were overly inclusive of distinctly different 

statements which may have accounted for lack of differences in individual categories. In 

order to investigate further the in-session processes that occur during group sessions and 

gain insight into potentially effective components of the WRG, we sought both to replicate 

and extend these preliminary results by examining in-session affiliation in the larger, Stage II 

trial. The current study aimed to (1) revise the coding manual to improve discrimination 

between types of affiliative statements, (2) assess the frequency and type of affiliative 

statements made by participants in WRG compared to GDC, and (3) examine gender 

differences in the frequency and directionality of statements in GDC. Based on the results of 

the Stage I study,40 we hypothesized that: (1) the frequency of the total number of affiliative 

statements would be higher in WRG compared to GDC; (2) in GDC, women would more 

often be the provider of an affiliative statement compared to men; and (3) in GDC, the 

direction of female to male affiliative statements would be more frequent than any other 

direction (male to male; male to female; female to female).

Methods

Group Treatments

Group sessions for GDC and WRG comprise 12 weekly 90-minute sessions (see Greenfield 

et al., 200717 and Greenfield et al. 201416 for detailed information). Groups were led by 

eight female therapists with the requirements of master’s level training in psychopathology, 

two years’ experience in SUD treatment, and at least one year of experience leading group 

therapy sessions. In order to examine group process and therapist adherence to the treatment 

manual, groups were both audio and videotaped. Participants signed consent for audio and 

videotaping of sessions and to ensure confidentiality and privacy of participants, only 

therapists were visible in videotaped recordings.

Participants

After obtaining study approval from the McLean Hospital Institutional Review Board, 

written informed consent was obtained from all study participants. Participants were eligible 

if they were 18 years or older, met DSM-IV criteria for substance dependence for at least 

one substance besides nicotine, and used substances in the 60 days prior to enrollment. One 

hundred and fifty-eight participants were enrolled (100 women, 58 men). Women were 

randomized to WRG (n = 52) or GDC (n = 48) and men were assigned to GDC. Baseline 

characteristics of the women were previously reported in Greenfield et al. 2014.16 The most 

common SUD diagnoses were alcohol (89%), cocaine (18%), and opioids (17%). 

Participants were predominately white (94%), non-Hispanic (99%), with a mean age of 47 

years (SD = 12.1; range of 23 – 79 years).

Coding Manual

A coding manual was developed for the Stage I study to identify affiliative statements.9 In 

consultation with a group process expert (MSR), we revised the coding manual for the Stage 

II study to include additional categories that more fully represent and discriminate the 
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content of participants’ statements. The number of affiliative statement categories increased 

from five to eight (see Table 1).

Agreement statements were further categorized into two separate types of statements: shared 
experience and agreement statements. Therapeutic responses were re-conceptualized as three 

discrete statement types. Questions or statements that focused on a member’s recovery or 

provided insight were coded as therapeutic statements, statements that provided helpful 

strategies were coded as strategy statements, and statements that included general questions 

demonstrating interest in another participant were coded as engaging questions. Three 

categories were retained from the previous coding taxonomy: supportive statements, 
completing another member’s thought, and positive statements about the group. In order to 

meet criteria as an affiliative statement, statements needed to be positive in nature, made by 
a participant in the group, and made to other participants in the group. A statement could be 

coded in more than one category if it contained separate phrases that independently met the 

criteria for each category.

Coding Process

Two research assistants (RAs; SBW, EYH) received extensive training from a doctoral-level 

researcher with experience in coding (DES) and the developer of the WRG who supervised 

the Stage I coding process (SFG). The RAs initially coded four tapes and discussed all 

coding questions with the trainers. Next, they coded eight tapes to establish inter-rater 

reliability (measured by achieving a Cohen’s kappa of at least .70 on five consecutive 

videos). The group sessions were coded using Noldus Observer XT,41 a professional 

software package for coding and analyzing observational data in real time. There were a 

total of 446 sessions throughout the study. Group videos were excluded if they only included 

one participant (n = 58), and GDC groups that included only men or only women (n = 26) 

were also excluded. This left 362 eligible videos, and one in five (20%; n = 74) of these 

were included in the analyses; 37 of these videos were WRG sessions and 37 were GDC 

sessions. Twenty-five percent of the 74 videos (n = 19) were coded by a second rater. The 

proportion of tapes chosen for Raters 1 and 2 to code was determined in consultation with 

our group process expert (MSR) and based on his previous work in this area.42 In order to 

obtain a representative set of videos, videos were randomly ordered based on therapist, and 

approximately the same number of videos from each of the eight therapists was coded. The 

designated first rater and second rater were randomly assigned. The detailed coding 

procedure is described in Table 2.

Data Analysis

Interrater reliability was assessed with a kappa coefficient using Noldus XT to measure the 

agreement in coding between the two raters. Comparisons of the rates of affiliative 

statements (per hour) between the two treatment groups (WRG versus GDC) were made 

using generalized linear mixed effect models (GLMMs). Specifically, counts of the number 

of statements for each category were analyzed using loglinear (negative binomial) regression 

models, via maximum likelihood estimation by adaptive Gaussian quadrature. The loglinear 

regression models included the effect of treatment group and an offset for the log of the 

length of the therapy session; the models also adjusted for number of participants in the 
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group and included a random therapist effect. The models appropriately accounted for the 

correlation among counts of statements from the multiple sessions within a specific group 

and also adjusted for potential overdispersion of the counts. Results of the loglinear 

regression analyses, when exponentiated, are presented in terms of relative rate ratios (RR) 

and their 99% confidence intervals (CI). In analyses restricted to those in the GDC group, a 

similar analytic approach was used to compare rates of affiliative statements made by 

women compared to men. These loglinear (negative binomial) regression models included 

the effect of gender and an offset for the log of the length of the therapy session; the models 

also adjusted for the number of participants in the group, the ratio of men to women in the 

group, and the effect of therapist (i.e., potential individual differences among therapists). 

The loglinear (negative binomial) regression models were fit to the data using PROC 

GLIMMIX in SAS 9.4.43 Finally, due to the number of statement categories analyzed, we 

chose to use a more conservative significance level of α = 0.01 for determining statistical 

significance and reporting confidence intervals.

Results

Interrater Reliability

The average kappa coefficient across the 19 dually coded videos was .80, suggesting 

moderate to high interrater reliability. Eighteen kappa coefficients were between .72 and .94, 

with one outlier value of .52.

Frequency of Statements

As shown in Table 3, there was a higher frequency of total number of affiliative statements 

in WRG compared to GDC (66% higher, p = .0038). In addition, three out of eight statement 

categories occurred significantly more frequently in WRG compared to GDC: shared 

experience statements (64% higher, p = .0010), supportive statements (more than twice as 

high, p = .0004), and strategy statements (more than twice as high, p = .0015). There was a 

higher frequency of affiliative statements in WRG in the other five categories, although 

differences between groups did not reach statistical significance.

Gender Differences in Affiliative Statements in GDC groups

As demonstrated in Table 4, the overall rate of total statements made by women was not 

significantly greater than for men in GDC (adjusted rate ratio = 1.18, 99% CI: 0.76, 1.83; p 
= .3282). For seven of eight categories, women made more statements than men; however, 

these differences were not statistically significant.

Directionality of Affiliative Statements in GDC groups

Out of the 37 total coded GDC videos, 9 videos (24.3%) met criteria for all four directions 

of statements (i.e., woman to man; man to man; man to woman; woman to woman) and were 

included in analyses of directionality. These videos included at least 2 men and 2 women. 

The other 28 videos were excluded for the following reasons: 7 videos (18.9%) had only one 

woman and one man; 13 videos (35.1%) had one woman and two or more men; and 8 videos 

(21.6%) had one man and two or more women.

Sugarman et al. Page 6

Am J Addict. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Analyses of the directionality of statements revealed significant results for total number of 

statements made (F(3,28) = 7.52, p = 0.0008) as well as a single statement category: 

therapeutic statements (F(3,28) = 5.74, p = 0.0034). For total number of statements, the 

frequency of statements made by a woman to a man occurred significantly more than man to 

man (adjusted rate ratio = 4.16, 99% CI: 1.70, 10.16; p = .0001), but not more frequently 

than woman to woman (adjusted rate ratio = 1.11, 99% CI: 0.49, 2.56; p = .72) or man to 

woman (adjusted rate ratio = 1.67, 99% CI: 0.73, 3.82; p = .096). A similar pattern emerged 

for therapeutic statements, where the direction of woman to man occurred significantly more 

frequently than man to man (with adjusted rate ratio = 6.53, 99% CI: 1.78, 23.92; p = .0004), 

but not more frequently than the woman to woman (adjusted rate ratio = 1.63, 99% CI: 0.58, 

4.61; p = 0.206) or man to woman (adjusted rate ratio = 2.46, 99% CI: 0.84, 7.21; p = 0.029) 

directions.

Discussion

This study demonstrated that there was significantly greater frequency of total affiliative 

statements made by participants in the women-only WRG compared with mixed-gender 

GDC. More specifically, supportive, shared experience, and strategy statements occurred 

significantly more frequently in WRG than in GDC. The high frequency of affiliative 

statements made by women in the all-women’s WRG group, including statements that 

provide encouragement and potential problem-solving strategies, represents an in-session 

mechanism by which women derive enhanced support from the WRG. In combination with 

findings from the Stage I trial, these results provide evidence that verbal affiliation among 

women participants in the WRG may be a key component of the WRG and may comprise a 

critical therapeutic element in its effectiveness as a group treatment for women with SUDs. 

Qualitative analyses of exit interviews of participants in the Stage I trial showed that when 

compared with women in the GDC, women in WRG expressed appreciation for both 

educational content relevant to women with SUDs as well as a sense of enhanced comfort, 

support, and intimacy.9 Other group therapy studies have demonstrated that psychoeducation 

is a powerful intervention even when compared with cognitive behavioral group therapy.44 

Thus, the gender-specific education women receive in the WRG is likely one effective 

component of the group. However, in development of the WRG, both the educational 

component and enhanced affiliation of the all-women’s group composition were postulated 

to be key, synergistic effective components of the WRG. The results of the current study 

provide detailed observational data of in-session verbal affiliation among women in the 

WRG that demonstrates a group process by which women in the WRG can experience 

enhanced comfort and support. In previous studies, women have often endorsed preferences 

for women-only groups as they perceive them as more supportive and comforting.8,9 This is 

the first observational study of in-session group process analyzing verbal affiliation as a 

mechanism of group cohesion and comparing this affiliative mechanism between all-

women’s and mixed-gender group therapy.

Group affiliation and cohesion are important elements of group treatment and are highly 

correlated with positive therapeutic and health outcomes25–28 and this is particularly true for 

women.34–36 The findings from this study demonstrate further support for higher ratings of 

cohesion in all-women’s group therapy. Moreover, the types of affiliative statements that 
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occur more frequently in WRG show that women are likely experiencing this support 

through sharing similar experiences, and by offering advice, guidance, and support. Open 

enrollment groups are the most frequent format of group therapy for SUDs in community 

practice, but may also have diminished inter-participant support due to instability of group 

member attendance. It is, therefore, noteworthy that in spite of the open enrollment format 

of the Stage II trial, whereby participants were less likely to have a consistent cohort of 

group members, there were still significantly more affiliative statements in WRG compared 

to GDC.16,45 It is, therefore, possible that the single-gender format of the WRG may be an 

especially critical element of open-enrollment groups in providing enhanced affiliation and 

support.

The results of this study also extend the literature by using in-session observable phenomena 

to measure group cohesion. Prior studies have measured cohesion by administering self-

report questionnaires to participants29,46 or therapists29 thereby relying on therapist or 

participants’ perceptions of cohesion, and in some studies only at a single time point.46 To 

our knowledge, this is the first study to use in-session observational data to measure one 

critical aspect of group cohesion, verbal affiliation among group members. The present 

study refined the taxonomy of affiliative statements that was developed for the Stage I trial. 

The revised coding manual enabled us to more distinctly discriminate among eight types of 

affiliative statements. In the present study, we were also able to examine an equivalent and 

larger number of group sessions for both WRG and GDC than were available in the Stage I 

trial, providing greater confidence in these data.

Based on results of the Stage I trial, we hypothesized that women were more likely to 

provide affiliative statements than men, and these would be more frequently directed to men. 

Results only partially supported this hypothesis. Although women in GDC provided 

affiliative statements more frequently than men, the differences were not statistically 

discernible. Similar to the findings of the Stage I trial the rate of all affiliative statements, 

and one category of statements (therapeutic), occurred more frequently in the direction of 

woman to man than man to man. However, due to the limited number of tapes available to 

analyze directionality of statements (i.e., only those GDC sessions with at least two men and 

two women), we may have had reduced statistical power to detect other differences in 

statement directionality.

While the study sample was heterogeneous with respect to clinical characteristics, this study 

was limited by the homogeneity of race and ethnicity (predominately white and non-

Hispanic), as well as educational attainment (predominantly high school and college 

educated), thus potentially limiting the generalizability. All group therapists were women 

and it is, therefore, not possible to know from this study whether group process and cohesion 

would differ with a male therapist.

This study is the first to use in-session group process ratings to assess group cohesion in all-

women versus mixed-gender group therapy for any psychiatric disorder including SUDs. 

The study extends previous research in non-clinical groups that show higher ratings of 

cohesion for all-women groups.33 In developing the WRG, it was hypothesized that the 

gender-specific topics would provide education and the all-women composition would 
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increase comfort, support, and openness among members, and that both of these components 

would be critical for the effectiveness of the WRG. The results of this study support this 

hypothesis and suggest that the single-gender WRG may enhance cohesion through greater 

frequency of affiliative statements of support and strategy among participants. Verbal 

affiliative support in group treatment may be especially important for women in increasing 

comfort and satisfaction and enhancing support. More broadly, this study highlights the 

importance of affiliation and connection between members of any group treatment, as 

originally stated by Yalom.23 The relationship of group members’ affiliation with longer-

term clinical and functional outcomes is another critical area for future treatment efficacy 

research. The findings, as well as the novel, in-session methods used to measure cohesion, 

can be extended and utilized in future research on group process and cohesion, including 

both single-gender and mixed-gender group treatments.
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Table 1

Summary of Affiliative Statement Categories

Statement Category Description Examples

 1. Shared Experience Statements that demonstrate that the 
participant can relate to the other member 
through a similar experience, thought, 
feeling, etc. by referencing the self.

• “I also get anxious when I have too much 
time on my hands.”

• “I do that too.”

• “That’s exactly how I feel.”

• “I can relate to that.”

 2. Agreement Must follow or be connected to a statement 
made by another group member, and 
expresses an agreement with what another 
group member is saying.

• “That’s true, it isn’t easy.”

• “You’re right.”

• “Exactly.”

• “That must be hard.”

 3. Therapeutic Statements or questions that are aimed at 
gathering more information about 
someone’s recovery or are an attempt to 
help another group member gain insight.

• “How do you plan to stay sober when you 
go away on vacation?”

• “One day at a time.”

• “Does your family understand the 
disease?”

• “Do you feel guilty?”

 4. Strategy Must provide advice or guidance 
concerning the issue presented by the other 
group member. This may involve sharing of 
strategies that a group member found 
helpful under similar circumstances, or 
providing a new way of approaching/
thinking about a situation.

• “You can try taking your walks 
somewhere else.”

• “You know what I do, speaking of that, I 
leave the situation.”

• “Just remember to say, this too shall 
pass.”

 5. Engaging question Questions asked of another participant that 
demonstrate interest in the other participant 
and social connectedness responsive to an 
active discussion.

• “Where are you going on vacation?”

• “Who is going to be at the dinner?”

 6. Supportive Provide encouragement or positive 
feedback to a group member or the group 
as a whole.

• “That’s great, congratulations!”

• “That’s a good strategy.”

• “That’s huge.”

• “Good for you!”

 7. Completing another 
member’s thought

An interruption which completes another 
person’s thought/sentence. Typically 
demonstrates that the group member is on 
the same page as the other group member 
and is following along with what he/she is 
saying.

Participant A:“ I’m getting old, my body…”
Participant B:“… doesn’t tolerate it anymore.”

 8. Positive statements 
regarding the group

Must reference the group as a whole, rather 
than individual members or a subset of 
members. Must be related to the 
information presented, the group process, 
or the group support.

• “This group is very safe and I can say 
anything.”

• “I’ve found this group very helpful.”

• “This program is very encouraging.”

• “I missed you guys last week.”
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Table 2

Coding Procedure for Affiliative Statements

Step # Procedure

1 • Rater 1 coded the video first.

• Affiliative statements were coded at the time at which they were heard in the video.

• The gender of the speaker and recipient of affiliative statements was also coded for GDC videos.

– When an affiliative statement was directed at two or more recipients, only the gender of 
the speaker was coded.

• Additionally, Rater 1 coded 10 non-affiliative statements that did not meet criteria for an affiliative statement 
at random times throughout the video.

– Non-affiliative statements were coded to demonstrate that the raters could discriminate 
between affiliative and non-affiliative statements.

2 • Rater 1 printed a timesheet that indicated the times when she coded a statement.

– No other information was included on the timesheet.

3 • Rater 2 then coded the same video using the timesheet provided by Rater 1.

• Rater 2 listened to the entire video and coded statements based on the times at which Rater 1 had coded 
statements.

• Rater 2 also coded any additional affiliative statements missed by Rater 1, but did not add any non-affiliative 
statements.

4 • If Rater 2 identified any additional affiliative statements, Rater 1 revisited the video and listened to the 
statements made during the times when Rater 2 coded the extra statements.

• Rater 1 coded these statements if she agreed that the statements met criteria for an affiliative statement.

5 • The raters discussed any disagreements in coding until they reached 100% agreement on appropriate coding 
of statements.
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Table 4

Gender comparison of the rates of statements made in GDC

Type of Statement Adjusted Relative Rate of statements made by Females vs. Males (99% C.I.) t-value p-value

Total Statements 1.18 (0.76, 1.83) 0.99 .3282

Shared Experience 1.07 (0.66, 1.75) 0.39 .6959

Agreement 1.12 (0.70, 1.81) 0.65 .5201

Supportive 1.11 (0.51, 2.43) 0.36 .7166

Completing a thought 1.31 (0.61, 2.81) 0.94 .3484

Strategy 1.22 (0.59, 2.52) 0.73 .4700

Therapeutic 1.17 (0.66, 2.08) 0.72 .4717

Positive statement about the group 0.90 (0.21, 3.83) −0.20 .8437

Engaging Question 2.26 (0.90, 5.68) 2.34 .0224

Note: The Adjusted Relative Rate of statements control for the number of participants in the group, the ratio of males to females, and the therapist.
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