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Abstract
Aims—This study examined the rates and predictors of 3-year remission, and subsequent 16-year
relapse, among initially untreated individuals with alcohol use disorders who did not obtain help or
who participated in treatment and/or Alcoholics Anonymous in the first year after recognizing their
need for help.

Design and measures—A sample of individuals (n = 461) who initiated help-seeking was
surveyed at baseline and 1 year, 3 years, 8 years and 16 years later. Participants provided information
on their life history of drinking, alcohol-related functioning and life context and coping.

Findings—Compared to individuals who obtained help, those who did not were less likely to
achieve 3-year remission and subsequently were more likely to relapse. Less alcohol consumption
and fewer drinking problems, more self-efficacy and less reliance on avoidance coping at baseline
predicted 3-year remission; this was especially true of individuals who remitted without help. Among
individuals who were remitted at 3 years, those who consumed more alcohol but were less likely to
see their drinking as a significant problem, had less self-efficacy, and relied more on avoidance
coping, were more likely to relapse by 16 years. These findings held for individuals who initially
obtained help and for those who did not.

Conclusions—Natural remission may be followed by a high likelihood of relapse; thus, preventive
interventions may be indicated to forestall future alcohol problems among individuals who cut down
temporarily on drinking on their own.

Keywords
Alcoholics Anonymous; alcohol use disorder; relapse; remission; treatment

INTRODUCTION
There is considerable information about short-term remission rates among individuals who
have been treated for alcohol use disorders, but much less is known about prospectively
ascertained natural remission rates. Moreover, we have virtually no information about relapse
rates following remission among untreated individuals, or how they compare with relapse rates
following remission among treated individuals. Two important related issues involve
identification of predictors of short-term remission and subsequent relapse among remitted
individuals, and specification of differential predictors of remission and relapse for treated
versus untreated individuals.
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We address these issues here in a 16-year prospective study of initially untreated individuals
with alcohol use disorders and focus on four questions:

1. What are the short-term (3-year) remission rates among initially untreated
individuals? Do individuals who obtain no help or who obtain help by entering
treatment and/or Alcoholics Anonymous (AA) in the first year after they initiate help-
seeking have higher short-term remission rates than individuals who obtain no help?

2. What are the long-term (16-year) relapse rates among helped and non-helped
individuals who achieve short-term remission? Do individuals who remit without
obtaining help have higher relapse rates than individuals who remit after participation
in treatment and/or AA?

3. What are the demographic and life history, alcohol-related and life context and coping
predictors of short-term remission; do they differ between individuals who do versus
those who do not obtain help in the first year after they initiate help-seeking?

4. What are the demographic and life history, alcohol-related and life context and coping
predictors of subsequent relapse among individuals who achieve short-term
remission; do these predictors differ between individuals who do versus those who
do not obtain help in the first year after they initiate help-seeking?

Rates of short-term remission and subsequent relapse
Among treated individuals, short-term remission rates vary between 20 and 50%, depending
on the severity of the disorder and the criteria for remission [1,2]. Initial studies suggested that
between 5 and 45% of untreated individuals with alcohol use disorders may achieve some
improvement or remission [3,4]. Subsequent studies estimated untreated remission rates to
range from 50 to 80% or more, depending on the severity of alcohol problems. However, these
studies focused primarily on general population or media-recruited samples; that is, on
individuals who had not initiated help-seeking and who may have had less severe and as yet
unrecognized problems [5,6].

In a meta-analysis of alcoholism treatment outcome studies, average short-term abstinence
rates were 21% for untreated individuals in waiting-list, no-treatment or placebo conditions,
compared to 43% for treated individuals [2,7]. Similarly, Weisner, Matzger & Kaskutas [8]
found that treated alcohol-dependent individuals had higher 1-year non-problem use outcomes
(40% versus 23%) than did untreated individuals. Overall, these studies suggest that, especially
among individuals who recognize their alcohol problems, treated individuals achieve higher
remission rates than do untreated individuals.

Much less attention has been paid to relapse rates among individuals who achieve short-term
remission. In treated samples, estimated long-term relapse rates have varied between 20 and
80% [9,10]. However, as far as we know there is no prospective information about relapse rates
for individuals who achieve short-term remission without obtaining help. In earlier work on
the sample we focus on here, obtaining help relatively quickly was associated with more
improvement in drinking patterns and problems [11]. Here, we compare 3-year remission rates
and subsequent 16-year relapse rates for individuals who did versus those who did not enter
treatment or Alcoholics Anonymous (AA) in the first year after seeking help. We also estimate
the proportion of individuals who do not obtain help in the first year but enter treatment or AA
subsequently, and examine whether obtaining help affects their remission or relapse rates.
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Predictors of short-term remission
Three sets of factors have been associated with short-term remission among treated and
untreated individuals: (1) demographic and life history factors, (2) drinking patterns and related
indices of functioning and (3) life context and coping indices.

Demographic and life history factors—In treated samples, women and older, married
and bettereducated individuals tend to experience better short-term outcomes [12-14]. We have
not identified previous studies of demographic predictors of remission among untreated
individuals. However, compared to untreated individuals with active alcohol use disorders,
untreated remitted individuals are older and more likely to be women, married and employed
and have a later onset of alcohol problems [15-17]. Compared to individuals who remitted with
help, those who remitted without help tend to be more socially stable and to have had fewer
life-time drinking problems [18,19].

Drinking patterns and related indices of functioning—Among both treated and
untreated individuals, more frequent and heavier alcohol consumption and more psychological
and social drinking problems are associated with a lower likelihood of remission [3,13,16]. In
contrast, self-efficacy to resist alcohol consumption in high-risk situations is associated with
a higher likelihood of remission [20-22]. Compared to individuals who remit with help, those
who remit without help tend to consume less alcohol and to have less severe drinking problems
[23,24].

Life context and coping—More social resources, especially supportive relationships with
family members and friends, are associated with both treated and untreated remission [15,25,
26]. More reliance on approach coping and less on avoidance coping also is linked to a higher
likelihood of remission [27-29]. In addition, compared to individuals who remit with help,
those who remit without help tend to have more supportive family relationships and to rely
less on avoidance coping [20,30].

In earlier analyses based on this sample, we identified baseline predictors of overall 1-year
non-remission [31]. Here, we focus separately on groups of individuals who did versus those
who did not obtain help and examine baseline predictors of 3-year remission and potential
differential predictors of remission in these two groups.

Predictors of relapse among remitted individuals
Cross-sectional studies of individuals who attained remission without help suggest that long-
term recovery is enhanced by maintenance factors, such as high self-efficacy, more reliance
on approach and less on avoidance coping, support from family members and friends, and
positive life events [18,32-35]. The relative absence of these maintenance factors should
increase the risk of relapse; however, we do not know of prospective studies on this issue among
individuals who remitted without help.

Among treated individuals, more severe alcohol-related problems and depressive symptoms,
lack of self-efficacy and poor coping skills have been associated with short-term relapse
[36-39]. In general, these predictors are consistent with Marlatt & Gordon’s [40] model of
relapse, which focuses on the role of low self-efficacy and lack of effective coping skills as
risk factors for relapse.

In earlier analyses based on this sample, we identified 1-year risk factors for overall 8-year
non-remission [31]. Here, we focus separately on groups of individuals who achieved 3-year
remission with or without help and, among these remitted individuals, examine overall
predictors of 16-year relapse and potential differential predictors in the two groups.
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METHODS
Sample and procedure

The participants were individuals with alcohol use disorders who, at baseline, had not received
previous professional treatment for this disorder. These individuals recognized that they had
alcohol-related problems and initiated help-seeking, as reflected by an initial contact with the
alcoholism treatment system via an Information and Referral (I&R) center or detoxification
program. After providing informed consent, 628 eligible individuals completed a baseline
inventory described below (for more information about the initial data collection process, see
Finney & Moos [41]). Individuals who entered the study had an alcohol use disorder, as
determined by one or more substance use problems, dependence symptoms, drinking to
intoxication in the past month and/or perception of alcohol abuse as a significant problem.

At 1, 3, 8 and 16 years after entering the study, participants were located and contacted by
telephone and asked to complete an inventory that was essentially identical to the baseline
inventory. A total of 121 of the 628 baseline participants (19.3%) had died by the 16-year
follow-up. Of the remaining 507 individuals, we focus here on the 461 (90.9%) surviving
individuals who completed two or more follow-ups or the 16-year follow-up. A total of 88.3%,
83.9%, 87.2% and 87.9% of these individuals completed the 1-year, 3-year, 8-year and 16-
year follow-ups, respectively. Compared with the remaining 46 individuals, these 461
individuals were more likely to be women (50.3% versus 32.6%; t = 2.30, P < 0.05) and to be
employed at baseline (44.3% versus 21.7%; t = 2.97, P < 0.01).

The 461 individuals were divided almost evenly between women (50.3%) and men (49.7%).
Most were Caucasian (80.0%), unmarried (76.4%) and unemployed (55.7%). On average, at
baseline, these individuals were in their mid-30s (mean = 33.5; SD = 8.8) and had 13 years of
education (mean = 13.1; SD = 2.2) and an annual income of $12 800. They consumed an
average of 12.5 ounces of ethanol (SD = 11.2) on a typical drinking day, were intoxicated on
an average of 13.0 days (SD = 10.8) in the last month and had an average of 5.0 dependence
symptoms (SD = 2.9) and 4.8 drinking problems (SD = 2.4). These characteristics are broadly
comparable to those of individuals in treatment for alcohol use disorders in publicly funded
programs in the local geographical area, except that the present sample is younger, somewhat
better educated and has a higher proportion of Caucasians and women.

At each follow-up, participants were asked whether or not they had obtained professional
treatment for their alcohol problems or had participated in AA at any time since they completed
the last follow-up. We divided the 461 participants into two groups on the basis of their help-
seeking in the first year: (1) the no help group (n = 99) was composed of individuals who did
not enter treatment or AA; and (2) the helped group (n = 362) was composed of individuals
who participated in treatment and/or AA. Of these individuals, 89 participated only in AA and
273 obtained treatment (with or without AA). Individuals who participated only in AA and
those who entered treatment were comparable at baseline and achieved comparable 3-year and
16-year remission rates; accordingly, these two groups were combined [42].

Measures
In addition to obtaining demographic and life history information, we assessed respondents’
drinking patterns and problems, psychosocial functioning and life context and coping factors
at baseline and each follow-up. We asked participants about the age they first recognized their
drinking problem, life-time drinking problems, based on 27 items that reflected Diagnostic and
Statistical Manual version III (revised) (DSM-III-R) symptoms of alcohol abuse and
dependence (alpha = 0.94 [43]), and whether they had previously tried to cut down on drinking.
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Drinking patterns and problems—Frequency of alcohol consumption was assessed by
responses to three questions asking how often per week (never, less than once, once or twice,
three to four times, nearly every day) participants consumed typical amounts of wine, beer and
hard liquor in the last month. Quantity of alcohol consumption was assessed by three items
that asked about the largest amount of wine, beer and hard liquor consumed on any one day in
the last month. We converted the responses to reflect the ethanol content of these beverages
and then summed them.

An index of current drinking problems was drawn from the Health and Daily Living form (HDL
[44]). Respondents rated how often (on a five-point scale varying from 0 = never to 4 = often)
in the last 6 months they had experienced each of nine problems (e.g. with health, job, money,
family arguments) as a result of drinking (alpha at baseline = 0.80). Collaterals and participants
showed significant agreement at baseline on this index [41]. In addition, we asked participants
about whether they thought they had a significant drinking problem, as rated on a five-point
scale from ‘no problem’ to ‘serious problem’.

To be considered remitted, individuals had to meet several criteria by the 3-year follow-up:
abstinence from alcohol or moderate drinking in each of the past 6 months, no drinking
problems in the past 6 months and no intoxication or consumption of more than 3 ounces of
ethanol on drinking days in the past month. Initially, remitted individuals who did not meet
these criteria at the 8-year and/or 16-year follow-ups were considered to be relapsed.

Psychosocial functioning—Self-efficacy or confidence to resist alcohol consumption was
assessed with 10 items (alpha at baseline = 0.93) adapted from the Situational Confidence
Questionnaire [45]. The items covered situations involving negative and positive emotions,
interpersonal conflict and testing one’s self-control. Each item was rated on a six-point scale
varying from not at all confident to very confident; individuals received a score of 1 for each
item they rated as very confident.

Depression was based on a measure derived from the research diagnostic criteria and included
in the Health and Daily Living form [44]. Respondents rated how often (on a five-point scale
with 0 = never and 4 = often) they experienced each of nine symptoms of depression in the last
month, such as feeling sad or blue; feeling guilty, worthless, or down; thoughts about death or
suicide (alpha at baseline = 0.92). To assess social functioning we asked participants about
how many friends they had, as defined by close friends, membership in a circle of close friends,
and friends who could be counted on for help when needed.

Life context and coping was assessed by standardized summary measures of chronic stressors
and social resources in several life domains, such as spouse/partner, other relatives, finances
and work (average alphas at baseline = 0.75 and 0.76 for stressors and resources, respectively).
Each of these domains was assessed by several four- or five-point items drawn from the Life
Stressors and Social Resources Inventory (LISRES [46]). We also obtained measures of the
number out of 38 negative life events and 13 positive life events that had occurred in the last
year. Coping was assessed by two six-item subscales, which measured problem solving and
avoidance coping (alphas at baseline = 0.75 and 0.59, respectively). The subscales were
composed of four-point items ranging from ‘no’ to ‘fairly often’ drawn primarily from the
Coping Responses Inventory (CRI [47]). We used a four-point item to tap the individual’s
tendency to drink to reduce tension as a coping strategy.

Analytical plan
We employed χ2 analyses to compare the proportion of individuals who attained 3-year
remission in the no help versus the helped groups, and to compare subsequent relapse rates
among initially remitted individuals. χ2 analyses were also employed to examine whether
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participation in treatment or AA in years 2 and 3 was associated with 3-year remission and
whether such participation in years 4–8 was associated with relapse after remission. We did
not examine participation in these modalities of help between 9 and 16 years in order to avoid
the possibility of including help received subsequent to relapse, which might have occurred by
the 8-year follow-up. To identify predictors of 3-year remission, we conducted two-way
analyses of variance (ANOVAs) to examine differences in demographic and life-history
factors, and in baseline drinking, functioning and life context and coping indices between
helped and non-helped individuals and remitted and non-remitted individuals. We also focused
on interactions between the help status and remission status groups.

To identify predictors of 16-year relapse among initially remitted individuals, we conducted
two-way ANOVAs to examine differences in demographic, life history and 3-year follow-up
indices between individuals in the helped versus no help groups and stably remitted and
relapsed individuals. In addition, we examined interactions between the help status and relapse
status groups.

We also conducted partial correlation and logistic regression analyses, controlling for help
group, to identify independent predictors of 3-year remission and of 16-year relapse among
initially remitted individuals. We used a regression-based estimation model [48] and
information from baseline and completed follow-ups to impute missing values; as noted earlier,
more than 90% of participants completed at least two of the four follow-ups.

RESULTS
Rates of short-term remission and subsequent relapse

By the 3-year follow-up, 62.4% of individuals in the helped group were remitted, compared
with only 43.4% of individuals in the no help group (χ2 = 11.54; df = 1; P < 0.01). In the no
help group, the proportion of remitted (23.3%) and non-remitted (35.7%) individuals who
delayed entry but then participated in treatment and/or AA in years 2 and 3 did not differ
significantly (χ2= 2.79; df = 1; NS). Similarly, in the helped group, there was no significant
difference in the proportion of remitted (63.3%) and non-remitted (62.5%) individuals who
were involved in treatment and/or AA in years 2 and 3 (χ2 < 1; df = 1; NS). Thus, the receipt
of treatment or AA subsequent to the first year was not associated with remission.

By the 16-year follow-up, 60.5% of the 3-year remitted individuals in the no help group had
relapsed, compared with 42.9% of 3-year remitted individuals in the helped group (χ2 = 4.48;
df = 1; P < 0.05). In the no help group, only 3.8% of relapsed individuals and 5.0% of
continuously remitted individuals participated in treatment and/or AA in years 4–8 (χ2 < 1; df
= 1; NS). In the helped group, 13.4% of relapsed individuals and 12.4% of continuously
remitted individuals had some additional involvement in treatment and/or AA in years 4–8
(χ2 < 1; df = 1; NS).

Predictors of short-term remission
Compared to individuals who did not achieve remission by the 3-year follow-up, those who
did were more likely to be women and to be married, were older and had more education and
were older when they first recognized their drinking problem. At baseline, they consumed
alcohol less heavily, had fewer current drinking problems and reported more self-efficacy and
less avoidance coping (Table 1).

There were some interactions between the help groups and the baseline variables in predicting
remission (Table 1). Less severe problems (fewer current drinking problems and fewer negative
life events) and better coping skills (less avoidance coping and drinking to reduce tension)
were more predictive of remission in the no help than in the helped group. Moreover, compared
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to individuals who remitted with help, individuals who remitted without help had fewer
problems or more resources on each of these indices.

Predictors of relapse after remission
Compared to individuals who remained remitted, those who relapsed by the 16-year follow-
up had less education, were less likely to have been employed, had more life-time drinking
problems and were less likely to have previously tried to reduce their drinking (Table 2). At
the 3-year follow-up, the then-remitted individuals who subsequently relapsed consumed
alcohol more frequently and heavily, were less likely to see their drinking as a significant
problem, had less self-efficacy to resist alcohol consumption and were more likely to drink to
reduce tension (Table 2).

There were two significant interactions: in the help group, compared to individuals who
remained remitted, individuals who relapsed had fewer life-time drinking problems and were
less likely to have tried to reduce their drinking before. In the no help group, compared to
remitted individuals, relapsed individuals had somewhat more drinking problems and were
more likely to have previously tried to reduce their drinking.

Independent predictors of 3-year remission and relapse after remission
To identify independent predictors of remission, we conducted logistic regression analyses
using help group status and the indices significantly associated with 3-year remission as
predictors (see Table 1). Female gender, older age and less reliance on drinking to reduce
tension were independent predictors and accounted for 12% of the variance in remission (Table
3). Controlling for whether or not individuals obtained some help (treatment and/or AA) in
years 2 and 3 did not alter these findings.

We conducted comparable logistic regression analyses using help group status and the indices
significantly associated with relapse (see Table 2) to identify independent predictors of relapse
subsequent to remission. Less education, unemployed status, fewer life-time drinking problems
and more frequent alcohol consumption at the 3-year follow-up were independent predictors
and accounted for 27% of the variance in relapse (Table 3). When taken by itself, membership
in the helped group predicted a lower likelihood of relapse (beta = ;0.71; P < 0.01); however,
in the context of the other predictors it was no longer significant. Controlling for whether or
not individuals obtained some help (treatment and/or AA) in years 2–8 did not alter these
findings.

To find out how well 16-year relapse could be predicted, we constructed a risk for relapse index
based on the four risk factors identified in the regression. As shown in Fig. 1, remitted
individuals with no risk factors had a 22% likelihood of relapse. The likelihood of relapse rose
to 45% for individuals with one risk factor, 70% for individuals with two risk factors and 86%
for individuals with three or four risk factors.

DISCUSSION
Rates of remission and relapse

Consistent with previous research [2,7,8,11], we found lower short-term remission rates among
individuals with alcohol use problems who did not participate in treatment or AA soon after
initiating help-seeking than among those who did. These results add to growing evidence that
participation in treatment and/or AA contributes to better short-term alcohol-related outcomes.

The 62% remission rate in the helped sample is comparable to the 57% that Haver, Dahlgren
& Willander [49] found among initially untreated women with alcohol use disorders, but is
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somewhat higher than the 20–50% rate shown typically in treated samples [1,2]. This finding
probably reflects the fact that our sample was composed of individuals who had never been in
treatment before and were at a relatively early stage in their alcoholism careers. The 43%
remission rate among individuals who did not obtain help quickly is consistent with the rates
obtained in prior studies of individuals who were aware of their alcohol problem and sought
but did not obtain treatment [3,4].

Compared with individuals who remitted after obtaining help, individuals who remitted
without help were more likely to relapse subsequently and, in fact, the relapse rate among these
individuals was 60%. This is comparable to but somewhat higher than the 50% rate Klingemann
& Aeberhard [50] identified in 7- and 14-year follow-ups of untreated remitted individuals
with alcohol use disorders. These findings indicate that the remission rates identified in cross-
sectional studies of untreated individuals should be viewed with caution. The relapse rate of
just over 40% for individuals who had obtained help and initially remitted is consistent with
prior estimates of relapse rates in treated samples [9,10]. Overall, individuals who recognize
that they have an alcohol use problem and initiate help-seeking but do not obtain help quickly
are at a double disadvantage: they are less likely to achieve remission and, once having achieved
remission, may be more likely to relapse.

About 30% of the individuals who did not obtain help in the first year subsequently participated
in professional treatment and/or AA. However, consistent with earlier findings on this sample
[11,51], obtaining help in a delayed manner was not associated with a higher likelihood of
remission or less chance of relapse. Moreover, for individuals who participated in treatment
and/or AA in the first year, obtaining additional help later was not associated with altered
remission or relapse outcomes. These findings probably reflect a needs-based selection process
in which individuals with poorer short-term outcomes are more likely to obtain additional
treatment [52].

Predictors of short-term remission
Short-term remission was associated with female gender and older age, and with more personal
and social resources such as married status, education and self-efficacy, less severe and chronic
alcohol-related involvement and less reliance on avoidance coping. These findings are
consistent with previous work on both treated and untreated samples, and indicate that
individuals with more ‘social capital’ are likely to show better short-term alcohol-related
outcomes [3,13,16,53]. More social pressure to abstain or reduce drinking was associated with
a lower likelihood of short-term remission, which may reflect the link between more severe
drinking problems and greater social pressure for change [15,20].

Compared to individuals who remitted with help, individuals who remitted without help
experienced fewer current drinking problems and negative life events and relied less on
avoidance coping and drinking to reduce tension. These findings are consistent with the idea
that individuals who improve without formal help have more personal resources and fewer
alcohol-related deficits, and that professional treatment and/or AA may provide a
compensatory source of support for individuals who lack social capital [18,19,23].

Predictors of relapse after remission
Compared to continuously remitted individuals, four key risk factors characterized initially
remitted individuals who later relapsed: less education and a lower likelihood of employed
status, more life-time drinking problems and more frequent consumption of alcohol when
remitted. A risk factor score composed of these indicators could serve as an early warning sign
of the potential for relapse after remission and perhaps trigger preventive or more intensive
continuing care. Individuals who relapsed also were less likely to see their drinking as a
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significant problem, reported less self-efficacy and relied more on drinking to reduce tension.
Similarly, in previous studies of treated and untreated individuals, fewer personal resources,
such as lack of self-efficacy and coping skills, have been associated with relapse [21,36-38].
These findings support the idea that the likelihood of relapse rises in the absence of personal
and social resources that reflect maintenance factors for stable remission [18,34,35].

Fewer life-time drinking problems and no prior attempts to cut down on drinking were
associated with a higher likelihood of relapse for individuals in the helped group, but were not
associated with relapse for individuals in the no help group. Individuals who have experienced
more drinking problems and tried previously to reduce their drinking without success may be
more motivated and ready to learn coping skills imparted in treatment and AA that raise the
likelihood of achieving a good outcome.

Limitations and future directions
Some limitations of this work should be noted. We conducted a naturalistic study in which
individuals selfselected into treatment and AA. Thus, in part, the benefits of help we identified
are due to self-selection and motivation to obtain help, as well as to obtaining help per se. We
also focused on individuals who had already recognized their alcohol-related problems and
initiated a search for help. Accordingly, our findings on lower remission and higher relapse
rates among individuals who do not obtain help quickly may not generalize to individuals who
have alcohol-related problems but have not sought help. These individuals may have less severe
problems and/or more personal and social resources that can help them initiate and sustain
natural recovery.

Another limitation is that we obtained information on only 6-month windows of alcohol-related
outcomes at each follow-up and thus cannot trace the complete drinking status of respondents
over the initial 3-year or the entire 16-year interval. In addition, our data were based on self-
report. We obtained some evidence for the validity of respondents’ self-reports at baseline, but
did not gather subsequent information from collaterals. However, both treated and untreated
individuals’ self-reported alcohol-related outcomes appear to be reasonably valid [54-56].
There also is some support for the reliability of reports of social context factors associated with
remission [17,56].

Our findings on the benefits of relatively rapid entry into treatment and/or AA support the value
of strengthening the referral process for individuals who recognize their alcohol problems and
initiate help-seeking. Assessment of help-seekers’ motivation and readiness for change may
help target high-risk individuals for interventions to enhance and maintain participation in
treatment [57]. In addition, identification of risk factors for relapse after either treated or
untreated remission can help providers target tertiary prevention efforts.

A priority for future research is to find out why individuals who recognize their alcohol
problems and initiate help seeking do not obtain timely help. Access to convenient, low
intensity interventions [58] could enhance the self-change process and enable such individuals
to achieve and maintain remission. Other issues to address include closer examination of the
role of prior attempts at self-change in help-seeking and the remission/relapse process, and
clarification of whether individuals’ attributions about triggering and maintenance factors for
help-seeking and reduced alcohol consumption play more than an epiphenomenal role in
treated and natural remission.
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Figure 1.
Percentage of initially remitted patients who relapsed by the number of risk factors for relapse
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Table 2
Demographic and life history, alcohol-related functioning, and social context and coping indices at 3-year follow-
up for help and 16-year relapse groups.

No help group Helped group

Index Remit
(n =
17)

Relapse
(n = 26)

Remit
(n =
129)

Relapse
(n = 97)

Help
group

Relapse
group

Interaction

Demographic factors
 Gender (% female) 41.2 61.5 59.7 53.6 < 1 < 1 2.46
 Age (years) 38.2 34.3 34.9 33.7 1.32 2.19 < 1
 Education (years) 13.7 12.8 13.6 13.0 < 1 5.54* < 1
 Married (%) 47.1 26.9 24.8 26.8 1.61 < 1 2.15
 Employed (%) 64.7 42.3 47.3 32.0 2.64 7.40** < 1
Life history
 Age recognized drinking
problem

31.9 27.0 28.3 27.5 < 1 1.67 1.67

 Life-time drinking problems 9.7 10.1 18.3 12.5 16.36** 27.89** 5.98*
 Tried to cut down (%) 35.3 50.0 75.2 45.4 3.24 15.54** 7.79**
Drinking patterns/problems
 
Alcohol consumption (frequency)

0.9 2.6 0.4 1.3 11.26** 23.15** 2.31

 Alcohol consumption
(maximum oz.)

0.5 2.1 0.7 1.6 < 1 7.05** < 1

 Drinking a significant problem
(%)

17.6 23.1 57.4 39.2 10.37** 5.92* 2.08

Psychological/social
 Self-efficacy (0–10) 9.5 8.4 9.3 8.7 < 1 7.43** < 1
 Depression (0–36) 9.3 10.4 12.0 12.3 3.45 < 1 < 1
 Social functioning (0– 11) 4.4 4.1 5.4 4.7 2.39 2.93 < 1
Context and coping
 Chronic stressors 49.3 48.8 49.3 49.6 < 1 < 1 < 1
 Negative events (0–38) 3.1 3.6 3.0 2.8 1.72 < 1 < 1
 Social resources 51.9 51.1 50.9 49.5 1.81 3.17 < 1
 Positive events (0–13) 2.6 2.3 2.7 2.6 < 1 < 1 < 1
 Problem solving (0–18) 11.3 12.5 11.9 11.5 < 1 < 1 1.63
 Avoidance (0–18) 3.6 4.4 4.9 4.9 2.70 < 1 < 1
 DrInk to reduce tension (%) 5.9 30.8 10.1 23.7 < 1 11.55** < 1

Chronic stressors and social resources are standardized indices with overall mean = 50 and SD = 10.

*
P < 0.05;

**
P < 0.01.
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Table 3
Alcohol-related functioning and social context and coping predictors of 3-year remission (n = 461) and of 16-
year relapse (n = 276).

3-Year remission 16-Year relapse

Characteristic Partial corr Betas Partial corr Betas

Help group (1=helped) – 0.68** – –0.06
Demographics and life history
 Gender (1=female) 0.13** 0.75** –0.02 –
 Age 0.14** 0.04** –0.09 –
 Education (years) 0.10* – –0.14** –0.15**
 Employed (1 = yes) –0.04 – –0.17** –0.71*
Drinking patterns
 Lifetime Drinking problems –0.04 – –0.31** –0.08*
 Alcohol use (freq) –0.09 – 0.28** 0.26**
 Alcohol use (max) –0.14** – 0.16** –
Coping
 Drink to reduce tension –0.13** –0.86* 0.20** –
 Constant –1.16 3.09
 Nagelkerke R2 0.12 0.27

*
P < 0.05;

**
P < 0.01.
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