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Abstract

Aims: To investigate whether inclusion of self-help groups into the hospital treatment programme
improves the prognosis of alcohol dependence through the treatment period; and to examine
therapeutic adherence and prognosis during continuing care.

Method: Patients attending the treatment programme at the ‘Hospital 12 de Octubre’ were rando-
mized into two groups. In Group A (n = 123), patients received the usual treatment included in our
programme, whereas in Group B (n = 126), patients also attended self-help groups. Patients were
assessed with psychological scales at baseline, at the end of the treatment period and after com-
pleting the continuing care visits. Data were collected over a total of 6 years.

Results: During the treatment period, patients in Group B accumulated more months of abstin-
ence and dropped out less. During continuing care, patients in Group B accumulated more
months of abstinence and therapeutic adherence was higher. Variables that were associated
with these results during the continuing care period were: visits to the GP, scores on anxiety,
impulsivity and meaning of life scales, and belonging to the group that attended the alcoholic
associations.

Conclusions: Mutual help groups incorporated into a public treatment programme appear to
improve outcomes during treatment and on into continuing care. This experience supports cooper-
ation between public health centres and alcoholic associations in treating alcoholism.

Short Summary: Including alcoholic associations into the public treatment programme for alco-
holism of the ‘Hospital 12 de Octubre’ in Madrid was shown to be associated with better outcomes
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in terms of months of accumulated abstinence, dropout rates and therapeutic adherence, during

the treatment and continuing care periods.

INTRODUCTION

It has been estimated that 2-7% of the Spanish population are hea-
vy drinkers (>60 g of ethanol/day for men) and that the 50% of this
group meet alcohol dependence criteria (WHO, 2011). Interventions
are often based on strategies with little evidence of effectiveness
(Miller et al., 2006). They tend to be models for acute treatment
that include short-term (3—6 months) detoxification and relapse pre-
vention programmes which do not take into the period after ‘treat-
ment’ has finished (McLellan et al., 2000). There is often little
coordination between professionals treating associated mental and
physical illness, despite multiple, comorbidity (Weisner, 2001;
McKay and Sturmhofel, 2011). One strategy that can be included in
both intensive/acute and continuing care treatment programmes is
to link with self-help groups (Alcoholic Associations).

Tonigan et al. (1996) and Kownacki and Shadish’s (1999) meta-
analyses, as well as the Cochrane review (Ferri et al., 2006), agree
on the usefulness of self-help groups during the initial months of
treatment (12-24 months). In a recent review (National
Collaborating Centre for Mental Health, 2011) about the effective-
ness of different therapeutic strategies for AUD, in which six studies
with a total of 2556 participants were included, 12-Step Facilitation
Programmes for linking with AA were compared to other thera-
peutic modalities (cognitive-behavioural therapies, motivational
techniques, marriage counselling, psychoeducation and social skills).
In reducing alcohol consumption at 6 months this guide concluded
that 12-Step Facilitation was more effective than other techniques.
However, this difference disappeared when patients were assessed at
12 months. No significant differences were observed in terms of
accumulated abstinence and relapse rates at 6 and 12 months.
During the follow-up and post treatment period no significant differ-
ences between drop-out rates were observed.

In those studies comparison was made between interventions
carried out in self-help groups (AA) vs therapeutic modalities devel-
oped by psychologists, usually over some 3-6 months (National
Collaborating Centre for Mental Health, 2011). In our daily prac-
tice, and being conscious of the usefulness of these interventions and
that they are free-of-charge, professionals normally advise attend-
ance at self-help groups, although in many cases this is conveyed
without conviction. Thus, there has been research on improving
patient’s motivation for attending these groups which find, for
example, that adherence is greater when a member of AA referred
them (Manning et al. 2012).

Humphreys et al. (2004) showed that encouraging patients to
attend to self-help groups reduces healthcare costs. Self-help groups
are flourishing on the internet (Sinclair ez al., 2017).

Regarding the chronicity of alcohol dependence, mutual help
groups can contribute to the improvement of continuing care
(McKay and Holler-Sturhofel, 2011). Reviews (Lenaerts ef al., 2014;
Humphreys et al., 2014; Kelly ez al., 2014; Nalpas et al. 2017) on the
effectiveness of continuing care, 12-Step Facilitation strategies were
compared to others carried out by treatment teams or by the Primary
Care professionals. Follow-up periods in the reviewed studies varied;
one conclusion was that it is better to implement these interventions
than not, although no conclusions could be drawn on what type of

intervention was more effective (Lenaerts et al., 2014). In these studies
the question was also posed about the role of these associations as an
alternative to other interventions instead of complementary to pro-
grammes implemented from the Primary Care Setting.

There are few studies that assess the inclusion of these groups
into public treatment or continuing care programmes. A possible
explanation is the difficulty for some patients of participating in
groups which express a spiritual component (Manning et al., 2012),
as well as the fact that often these associations do not facilitate
coordination with professionals because of their rules on the ano-
nymity of their members (Navarrete et al., 2016).

Difficulties cooperating with professional teams have been over-
come by several Mutual Aid Associations which were developed in
the Mediterranean area (Spain, France and Portugal) during the
1960s. One of these associations, the Federation of Alcoholics of the
Community of Madrid (FACOMA), was introduced into our coun-
try 30 years ago. It was developed in parallel to AA but with notice-
able differences: (a) in the same association mutual aid groups were
conducted simultaneously for patients and families; (b) they had a
close contact to health professionals so that medical professionals,
psychologists and psychiatrists could attend groups as advisors; and
(c) they maintained a dialogue with Local Government in order to
collaborate and demand an improvement of treatment and preven-
tion of alcoholism (Navarrete et al., 2016).

The programme of these associations differs from earlier models
based on confrontation, now comprising: (a) mutual aid and motiv-
ation for changing lifestyle; (b) inclusion of aspects of the positive
psychology; (c) acquisition of values as a way of maintaining abstin-
ence; and (d) promoting sport, cultural and social activities
(FACOMA, 2016). In 2007, a close collaboration between the alco-
holism treatment programme of the ‘Hospital 12 de Octubre’
(Madrid, Spain) and two of the associations included in the
Federation of Ex-Alcoholics of the Community of Madrid which
has developed a network of psychosocial alternative to addictions
centres (Red CAPA) was initiated. This collaboration was the basis
for the programme ‘Help Yourself-Help Us’ whose aim was to
include self-help groups in our therapeutic programmes for patients
who opted for abstinence-oriented treatment. Coordination with
these associations with General Practitioners allowed us to have, in
a simple and economic way, a treatment programme with many
similarities with those programmes of community reinforcement
(Meyers and Miller, 2001). The first results on the effectiveness of
this model of intervention showed that subjects and families attend-
ing these associations made significant improvements in their quality
of life and that they had a better prognosis at 6 months (Rubio
et al., 2013). This has ensured that our programme is recognized
and included in the European Monitoring Centre for Drugs and
Drug Addiction (EMCDDA, 2015).

In summary and taking into account the role of these associa-
tions in the improvement of the prognosis during the acute treat-
ment period of alcohol dependence and in continuing care, as well
as the fact that they are free of charge, the main aims of this
research were to assess the 24-month results of including
FACOMA and Red CAPA Associations into public treatment
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programmes of alcohol dependence; and to determine if including
these Associations into the Continuing Care Programmes, carried
out in the Primary Care sector (for 4 years), provided advantages
in terms of therapeutic adherence and variables related to alcohol
consumption. Secondarily, we investigate whether attending these
Associations would also improve psychological variables such as
anxiety, depression, impulsivity and ‘meaning of life’. Mood-
related variables have emerged as possibly denoting endopheno-
types for the development of alcoholism. ‘Meaning of life’ as a
variable has been included because for decades the means by
which abstinence can be reached in AA is purported to be partly
through the acquisition of spiritual values.

We measured outcome as months of accumulated abstinence,
relapse percentages, serum gamma-glutamyl transferase (GGT),
scores on scales assessing anxiety, depression, impulsivity and mean-
ing of life, and follow-up visits carried out by the Primary Care
sector.

METHOD

Sample

The sample was selected from the 420 patients who attended the
outpatient Alcoholism Treatment Programme of the ‘Hospital 12 de
Octubre’ during a period of 14 months (Fig. 1). Of those, 170 did
not meet inclusion criteria which were: age (18-65), adequate cogni-
tive ability, residence in the area, family support, agreement to com-
mit to a 2-year abstinence programme, and family support. Thus
249 patients were randomized (n = 123 and n = 126 patients in
each group). The commonest reasons for non-inclusion were lack of
commitment (7 = 132) and cognitive impairment (r = 38).

Design

This was a randomized study in which the traditional approach
used for treating alcohol-dependent patients (Group A) was com-
pared to an approach which involved adding to the usual treatment
the programme of the two associations included in the network

SCREENING
SELECTION
RANDOMIZATION GROUP A
Patients treated following the
usual treatment programme
(N =123)
Drop-outs
(N =26)
PATIENTS WHO GROUP A
COMPLETED TREATMENT N=97
(2 years)
PATIENTS WHO
COMPLETED THE
FOLLOW-UP (4 years) N =95

Fig. 1. Patient flow throughout the study.

FACOMA-RED CAPA close to the area of the ‘Hospital 12 de
Octubre’ (Group B).

We define two periods (Fig. 2): therapeutic interventions period,
with duration of 2 years and carried out in an outpatient setting;
and continuing care period, with duration of 4 years and carried out
by the Primary Care sector were patients also received medical care.

The usual treatment of the ‘Hospital 12 de Octubre’ (Group A)
involved a 5-stage multimodal approach throughout 24 months: (a)
Detoxification and motivation towards abstinence (2-3 months).
After detoxification, patients were offered relapse-prevention
pharmacological treatment for at least for 9 months, with three
options: naltrexone, disulfiram or neither. During the next 2-3
months patients attended group therapy based on a motivational
model oriented towards abstinence (Alamo ef al., 2008). During this
period, patient’s families were invited to join group psychoeducation
interventions. After detoxification patients were informed of the
nature of the study and if they consented they were randomized; (b)
Relapse prevention was based on the cognitive-behavioural model
of Marlatt and Gordon (1985) and included 16 group sessions con-
ducted by a psychologist and a psychiatrist; (c) Social skills pro-
gramme was based on the one developed in the MATCH project
(Kadden ef al., 1992) and included 12 closed group sessions con-
ducted by a psychologist and a psychiatrist; (d) Consolidation of
behaviour and lifestyle changes. This programme was developed by
nursing professionals, in a 6-month semi-enclosed group format
(every 3 months new patients were included); and (e) Preparation
towards discharge. The objectives of this 6-month programme were
to prepare patients towards cessation of treatment and to be referred
to Primary Care teams. In the case that the patient had been receiv-
ing treatment because of a psychiatric disorder (depression and anx-
iety), he/she would be referred to his/her corresponding Mental
Health Centre.

Once discharged from the Therapeutic Intervention Programme,
patients were referred to the Continuing Care Programme carried
out by the Primary Care team. During the first year after discharge
from the Therapeutic Intervention Programme (T3, third year of the
study) patients had an appointment every 2 months to review their
current situation relative to their alcohol consumption and health

Patients attended
(N =420)

Patients who were selected Patients who were excluded
(N = 249) or who refused to participate

' l (N =170)

GROUP B
Patients who, in addition to
the usual treatment
programme, attended groups
from the FACOMA Red

(N = 126)
Drop outs
(N=12)
GROUP B
N=114
N =112
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BASELINE END OF THE 3-YEAR 4-YEAR 5-YEAR FOLLOW- 6-YEAR FOLLOW-UP (T6)
ASSESSMENT TREATMENT PERIOD | FOLLOW-UP (T3) | FOLLOW-UP (T4) UP (T5)
(T0) (T2)
e DSM-IV-TR e TLFB e TLFB e TLFB TLFB e TLFB
interview Impulsivity e Follow-up e Follow-up Follow-up e Craving scale
e SADS scale appointm appointm appointmen e Cognitive impairment
e TLFB e Anxiety scale ents ents ts scale
e Craving scale Depression o Impulsivity scale
e Cognitive scale ¢ Anxiety scale
impairment e Meaning of Life e Depression scale
scale Questionnaire e Meaning of Life
e Impulsivity e GGT ¢ Questionnaire
scale e GGT
e Anxiety scale o Follow-up appointments
e Depression
scale
e Meaning of Life
Questionnaire
e GGT
TREATMENT PERIOD CONTINUING CARE PERIOD IN THE PRIMARY CARE SETTING

SADS = Severity of Alcohol Dependence Scale
TLFB = Alcohol Timeline Follow Back
GGT = Gamma-glutamyl transferase

Fig. 2. Schedule of assessments during the treatment and continuing care periods.

issues. Second year post-discharge (T4, fourth year of the study)
appointments were made every 4 months, and the rest of the years
(TS and T, fifth and sixth years of the study) every 6 months. Data
from the follow-up period carried out by the Primary Care sector
were obtained from electronic medical records. If a patient had
moved to another healthcare provider it was discussed with the
General Practitioner responsible for the case.

Every 2 years, all participants were interviewed in order to fill
out psychological scales, obtain a blood test to determine GGT, and
acquire information relative to months of abstinence and attendance
to follow-up appointments.

Group B patients, in addition to the same interventions as Group
A, were encouraged to attend one of the two associations of the
FACOMA-RED CAPA located in districts near our hospital. In
these Mutual-Help Associations, 2-h patient and family groups were
carried out every 2—4 days per week. Once the patient had agreed,
the commitment was to attend every possible meeting. No maximum
or minimum attendance was required. Some patients preferred
attending three times per week, others 1 day per week. Their deci-
sion could change during the follow-up period. Initially, they might
attend three or four times per week, whereas after 1 or 2 years of
follow-up they preferred attending one or two times per week. Note
that these associations promote activities like painting, theatre, writ-
ing or cultural trips groups, in addition to attending the mutual-aid
groups. Professionals (G.R.V., M.L, R.P.) responsible for the coord-
ination of meetings got a list with the weekly attendance of patients
and their family members.

Of those who consented to the study, 38 dropped out during the
treatment period (TO-T2) or during the post-discharge continuing
care period (T2-T6, n = 4).

Assessment instruments
Patients were interviewed and diagnosed following the criteria from
the DSM-IV TR (APA 2000).

The Alcohol Craving Scale based on three factors (ACS-3F)
(Montes et al., 2006; Jiménez et al., 2009) assesses three subjective

components of craving: positive reward craving, negative reward
craving and loss of control.

The Severity of Alcohol Dependence Scale (SADS) (Rubio ef al.,
1998) includes 30 Likert-type questions with four alternative
answers. Total score distinguishes mild (<20 score), moderate
(21-27 score) and severe (>37score) dependence.

Follow-up Alcohol Consumption: The Alcohol Timeline Follow-
back (TLFB) interview (Sobell et al. 1988) was used to retrospect-
ively assess daily alcohol consumption.

The Alcoholism Cognitive Impairment Detection Test (ACIDT)
is a brief tool, easy to apply and useful for the detection of cognitive
impairment (both, mild and moderate) in a population with a his-
tory of AUD. The cut-off point score for the detection of a possible
cognitive impairment is 10.5, so subjects who obtained a lower
score were excluded from study (Jurado-Barba ez al., 2017).

The Barratt Impulsiveness Scale (version 11, BIS-11, Patton et al.
1995) is a self-administered questionnaire comprising 30 items
which determine the cognitive, motor and non-planning components
associated to impulsiveness. The Spanish version (Oquendo et al.,
2001) has a good alpha coefficient and maintains these three
factors.

The Hamilton Anxiety Rating Scale (HARS, Hamilton, 1959)
and the Hamilton Depression Rating Scale (HDRS, Hamilton,
1967) were used to determine anxiety and depressive symptoms,
respectively.

The Meaning in Life Questionnaire (MLQ) measures the signifi-
cance each person has of his/her own nature and existence (Steger
et al., 2006). This scale assesses two S-item subscales: presence of
meaning and search of meaning. Presence of meaning refers to the
extent to which people understand, give or see the significance of
their lives together with the degree with which they perceive them-
selves with a later purpose, mission or objective.

As an indirect marker of alcohol consumption we used serum
GGT level at each assessment.

Variables related with alcohol consumption were: months of
accumulated abstinence (number of months of abstinence), relapse
(any at-risk drinking day), number of relapses and serum GGT.
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Variables measuring adherence to the therapeutic programme
and continuing care period were number of drop-outs during each
period, and number of follow-up appointments with the General
Practitioner during the continuing care period.

Variables related with the psychological state were scores on
impulsivity, anxiety, depression and meaning of life scales.

Statistical analyses

At baseline (T0), differences between continuous variables were
compared using the Student #-test, whereas differences between
qualitative variables were compared using the Chi square test.
Changes on the scores of the scales assessing psychological states
and GGT levels during the treatment period (TO vs T2) were com-
pared using the repeated measures ANOVA of two ways (2 X 2)
considering the total scores on the scale (at baseline—T0 and at the
end of the treatment period—T2), and the treatment group (Group
A vs Group B) as variables. During the continuing care period,
changes on the scores of scales and GGT were determine through
the Repeated Measures ANOVA of two ways (2 x 2), using the total
scores on the scales or GGT (during T2-T6) and treatment group
(Group A vs Group B) as variables.

A regression model was used to examine factors affecting prog-
nosis in 4-year follow-up period (T6). Initially, the sample was split
into two prognosis groups. Good prognosis was considered when a
subject had remained abstinent for more than the 75% of the con-
tinuing care period (>36 months of accumulated abstinence
throughout T2-T6). Variables that significantly discriminated
between groups were introduced into a linear regression model
(ENTER method), where the dependent variable was: ‘months of
accumulated abstinence during T2-T6’.

RESULTS

As shown in Table 1, groups were similar at baseline, with a pre-
dominance of males (80%) and a mean period of schooling of 15
years. Most were employed (80%). They met criteria for Alcohol
Dependence for at least 12 years before the start of the study, all of
them had been treated for their alcohol dependence, and in the
weeks before they were included in the programme they had been
drinking around 26 Standard Drinking Units (SDU) per day.
Severity of alcohol dependence for each group, as measured by the
SADS, was severe. Scores on anxiety, depression, impulsivity, mean-
ing of life and craving, as well as serum GGT were similar for each
group. No significant differences between groups in terms of per-
sonal and family history were found.

Differences between groups during the treatment
period (TO vs T2)

As shown in Table 2, the number of subjects who had been taking
naltrexone or disulfiram was similar in each group. The number of
subjects who had relapsed was also similar in each group, although
subjects in Group B had more months of accumulated abstinence
during the treatment period, and in this group the number of times
the patients had to restart detoxification treatment was significantly
lower. Moreover, in this group a lower drop-out rate was also
observed. Regarding scores on the psychological scales, the group
that attended Mutual Help Associations, at the end of the treatment
period (T2) had significant improvements in anxiety and meaning of
life, compared to the group that had not attended these associations.

Differences between groups during the continuing care
period (T2 vs T6)

During this period, drop-out rates were similar in each group
(Fig. 1). Subjects who had attended Mutual Help Associations
(Group B) during the continuing care period had significantly lower
relapse rates and more months of accumulated abstinence (Table 3).
Serum GGT at the end of the study (T6) was significantly lower in
Group B. In addition, the number of times that the patients had to
restart the treatment programme was significantly lower in this
group. Moreover, the mean attendance at follow-up visits to the
General Practitioner during the continuing care period was signifi-
cantly higher in this group.

During this period, approximately a third of the sample in
Group B had relapses for each year (38.82, 33.03, 29.46 and
30.35%) compared to the 60-70% in Group A (58.9, 63.15, 73.68
and 76.84%) (for each comparison, P < 0.01).

Regarding scores on the psychological scales, subjects in Group
B experienced greater improvements in impulsivity, anxiety, depres-
sion and meaning of life compared to subjects in Group A.

Multiple regression: months of abstinence during the
continuing care treatment

Variables which discriminated between the groups with a good
prognosis (>36 months of accumulated abstinence during T2-T6,
n = 116) and a bad prognosis (<35 months of accumulated abstin-
ence during T2-T6, n = 93) were included in a regression model
(following the ENTER method). These variables were the following:
scores on the psychological scales for each patient during the T2
period (after discharged of the treatment programme), the thera-
peutic group (Group A vs Group B) and number of follow-up visits
during the Primary Care follow-up period. Although they were not
discriminative, the following variables were also included: age, gen-
der and baseline score on the SADS.

As it can be seen in Table 4, five variables were included in the
model (adjusted R square = 0.710, F = 103.0, gl = 5, P = 0.001):
number of follow-up visits during the continuing care period, scores
on the anxiety scale, belonging to the group that attended Mutual
Help Associations, and scores on the impulsivity and meaning of life
scales. Scores on anxiety and impulsivity scales negatively correlated
with the number of months of accumulated abstinence, whereas
there was a positive correlation with other variables.

DISCUSSION

Including Mutual Help Associations into the treatment programmes
for alcohol dependence improved results related to alcohol con-
sumption variables and psychological variables such as anxiety and
meaning of life. During the continuing care period, which lasted 4
years, and which was carried out in the Primary Care sector, includ-
ing these associations also improved adherence to the programme,
as well as variables related to alcohol consumption and patients’
psychological state (impulsivity, anxiety, depression and meaning of
life).

Variables that predicted prognosis at the end of the 4-year fol-
low-up period in the continuing care programme, determined by the
months of accumulated abstinence, were the following: attendance at
follow-up appointments, attendance at a Mutual Help Association,
and scores on the anxiety, impulsivity and meaning of life scales at
the beginning of the continuing care programme.
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Table 1. Clinical BASELINE (TO) differences between patients included in the two treatment modalities

Variables Group A Group B P
Usual treatment Additional treatment
(N=123) at centres from the
CAPA network (N = 126)

Age, mean (SD) 43.48 (7.79) 42.58 (8.93) T=0.848,¢gl =247,P=0.39,d =0.11
Gender (males), 7 (%) 80 78 X?=0.264,gl=1, P =0.60, CC=0.03
Educational level (years of schooling) 15. 10 (8.17) 14. 93 (9.02) T=0.821,gl =247, P = 0.40,d = 0.02
Professional activity unemployment, 72 (%) 5(20.3) 2(17.4) X=0.32,gl=1,P =0.56, CC =0.04
Age of onset of alcohol consumption, mean (SD) 18. 20 (5.75) 17. 60 (6.94) T=0.75,gl =,274 P =0.45,d = 0.09
Years of progress of alcohol dependence, mean (SD) 12. 75 (9.07) 12. 64 (9.88) T=0.083,gl=274,P=0.934,d = 0.01
Family history of alcoholism, 7 (%) 8(30.9) 4 (34.9) X=0.45,¢gl=1,P=0.50,CC=0.04
Number of previous treatments for alcohol dependence, mean (SD) 1. 07 (1.50) 0. 83 (1.60) T=1.213,¢gl=247,P=0.22,d =0.15
Previous relapses, mean (SD) 2.38 (0.81) 2.37 (0.98) T=0.149, gl =247,P =0.88,d = 0.01
Alcohol consumption

Standard Drinking Units per day, mean (SD) 25.12 (10.34) 27.44 (11.67) T=0.734,gl =247,P=0.42,d = 0.21
Psychiatric comorbidity

Depressive disorders, 7 (%) 21 (17) 23 (18.2) X*>=0.05,gl=1,P=0.80, CC=0.01

Anxiety disorders, 7 (%) 32 (26) 29 (23) X2=0.29,gl =1, P =0.58, CC = 0.03

Personality disorders, 7 (%) 19 (15.4) 22 (17.4) X?>=0.17,gl=1,P=0.67,CC=0.03
Baseline assessments

Severity of Alcohol Dependence Scale (SADS), mean (SD) 29.45 (13.30) 32.60 (14.61) T=-1.77gl=247,P=0.077,d =0.23

Barrat Impulsiveness Scale, mean (SD) 54.34 (10.73) 54.37 (12.04) T=-0.16,gl =247, P = 0.987,d = 0.002

Hamilton Anxiety Scale, mean (SD) 12.39 (7.00) 11.52 (4.99) T=1.136,gl=247,P=0.257,d =0.14

Hamilton Depression Scale, mean (SD) 10.79 (7.16) 10.94 (7.37) T=-0.169, gl =247, P = 0.866, d = 0.02

The Meaning of Life Questionnaire, mean (SD) 39.09 (8.72) 38.74 (6.32) T=0.364,gl=247,P=0.717,d = 0.05

GGT levels, mean (SD) 56.60 (21.97) 54.64 (17.60) T=0.541,gl =247,P=0.562,d = 0.10

The Alcohol Craving Scale, mean (SD) 46.23 (17.15) 48.19 (20.57) T=-0.817,gl =247, P =0.415,d = 0.10
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Table 2. Differences in clinical and psychological variables between groups from baseline (T0) to the end of the treatment period (T2)

Group B

Group A

Group B

Group A

Variables

Additional treatment at

Usual treatment
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relapse, mean (SD)

0.17

6.49,¢gl=1,P=0.011,CC =

X =

12 (10.52)

26 (26.80)

Drop-outs during the treatment period, mean (SD)
Psychological assessments

0.001
0.040
0.014

0.166, P = 0.684, Eta2 =

8.752 P =0.003, Eta2 =

3.009 P =0.084, Eta2 =

6.859, P =0.009, Eta2 = 0.032

0.388, P = 0.534, Eta2 = 0.002

F
F
F
F
F

50.29 (10.66)
12.32 (4.42)
10.00 (4.65)

44.55 (7.54)

10.34)
4.85)
3.46)
7.22)

55.10 (22.38)

17.44)

50.38

12.561)
5.062)
7.315)
6.382)

11.74
8.66

42.08

53.25

19.578)

54.21

11.994)
7.355)
6.916)
8.794)

11.51
10.58
38.70

53.96
12.68

Barrat Impulsiveness Scale, mean (SD)
Hamilton Anxiety Scale, mean (SD)

10.42
38.76

Hamilton Depression Scale, mean (SD)

The Meaning of Life Questionnaire, mean (SD)

GGT levels, mean (SD)

Cohen'’s effect size.

Square Eta; d =

In ANOVAS we have used the interaction value (factor X treatment group). CC = contingency coefficient; Eta2

Regarding the apparent improvement in outcomes related to
including these associations in the therapeutic programme, our
findings could be interpreted as a result of an additive effect, so
that those subjects who attend more intervention programmes, as
in Group B, would be the ones who would achieve more months
of abstinence and fewer relapses. Other studies that have included
subjects, who in addition to psychological therapy also attended
AA, point out the effect of these groups in reducing the amount of
alcohol consumed and in increasing the achievement of months of
abstinence in the long-term (Weisner et al., 2003; Humphreys
et al., 2004; Moos RH and Moos BS, 2004). However, this finding
could also be explained by the combination of complimentary
strategies: on one hand, those related with the therapeutic pro-
gramme based on relapse prevention, and on the other, those
related with the associations and based on acquisition of values.
This last hypothesis would be supported by the significant increase
in scores of the MLQ, especially for those who attended Mutual
Help Associations. This finding is in line with other studies that
have also pointed out that acquisition of new values (Krentzman,
2013) or increase of spiritual values typical of groups based on the
12 steps, have a role in the recovery from alcohol dependence
(Tonigan et al., 2013).

In respect of continuing care, groups in our study, after attend-
ing the continuing care programme for 4 years, reached abstinence
rates of 48-85%. These percentages were within the range
(39-99%) described in Lenaerts et al. (2014) review. In this review,
17-38.5% of the subjects relapsed during the first follow-up year,
and in our study these percentages are clearly lower. Ferri et al.
(2006) suggested that programmes based on the 12 steps are not
efficacious in the continuing care period, but our results are not in
agreement with this—perhaps because there are differences between
12-step programmes and the associations included in our study. An
additional fact is that FACOMA’s model differs from that of AA in
actively relating to government and health institutions.

We highlight that attending mutual-help groups helped prevent
re-admission to detoxification, something to be taken into account
by health managers.

Regarding variables which were included in the regression mod-
el, studies of long-term prognosis found that impulsiveness, charac-
terized by difficulties in the inhibition response (‘impulsive action’),
was associated with more frequent and earlier relapses (Stevens
et al., 2014; Czapala et al., 2015; Rupp et al., 2016), as are anxiety
disorders (Wolitzky-Taylor ez al., 2011, 2015). Regarding anxiety,
high scores on an anxiety scale our results are in line with Marlatt
and Gordon’s (1985) approach according to which anxiety is seen
as a risk factor for relapse, since many patients use alcohol in order
to reduce or face it, and impulsiveness hinders inhibitory responses
towards alcohol consumption (Rubio et al., 2008). Moreover, it
has been suggested that anxious-impulsive traits could constitute
endophenotypes linked to a higher vulnerability towards substance
use due to its association to bigger difficulties in emotional regula-
tion (Ersche et al., 2012).

The schedule of visits in our study facilitated the detection of
possible relapses during the first 2 years of follow-up (appoint-
ments were scheduled every 2 and 4 months, respectively, during
T3 and T4). This schedule could help prevent protracted consump-
tions and reduce readmissions for detoxification. These findings
are in line with approaches that other authors have made and
according to which Primary Care Teams should be included in the
continuing care of alcohol-dependent patients with several medical
complications (Lieber et al., 2003).
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Table 3. Differences in scales and clinical variables from the moment of discharge (T2) to the end of the study (T6)

Variables Group A Group B Group A Group B Group A Group B P
Usual treatment Additional treatment at  Usual treatment Additional treatment at  Usual treatment Additional treatment at
(T2) (N =295) centres from the CAPA (T4) (N =95)  centres from the CAPA (T6) (N =95) centres from the CAPA
network (T2) (N = 112) network (T4) (N = 112) network (T6) (N = 112)
Gender (males), 7 (%) - - - - 62 (65.20) 68 (60.71) X=045,¢gl=1,P=0.49,CC=0.05
Relapses during the follow- — - - - 2.72 (1.68) 1.27 (1.80) T=35.93,gl=205,P=0.002,d=0.83
up, mean (SD)
Months of abstinence - - - - 29.41 (12.85)  41.58 (9.80) T=7.702,gl=205,P=0.00,d=1.08
during the continuum of
care period, mean (SD)
Number of treatments - - - - 273 (2.8 £1.51) 153 (1.36 + 0.80) T=2.27,gl=204,P=0.03
restarted during the
follow-up, mean (SD)
Follow-up appointments in ~ — - - - 4.31(3.02) 7.75 (3.03) T=8.14,gl =205,P=0.00,d=1.14
the Primary Care Setting,
mean (SD)
Psychological assessments
Barrat Impulsiveness 50.38 (10.433) 50.29 (10.668) 48.77 (9.575) 45.54 (7.801) 48.78 (9.33) 45.02 (8.34) F=(1,204) 23.14, P = 0.00, Eta2 = 0.111
Scale, mean (SD)
Hamilton Anxiety Scale, 11.74 (4.857) 12.32 (4.429) 10.88 (3.703) 8.93 (2.877) 14.83 (5.38) 11.71 (4.83) F=(1,204) 25.33, P = 0.00, Eta2 = 0.110
mean (SD)
Hamilton Depression Scale,  8.66 (3.467) 10.00 (4.653) 9.06 (4.123) 8.83 (4.175) 9.99 (3.89) 7.94 (4.17) F=(1,204) 28.49, P = 0.0, Eta2 = 0.123
mean (SD)
The Meaning of Life 42.12 (7.198) 44.55 (7.549) 42.61 (6.231) 47.10 (7.868) 46.78 (6.59) 54.76 (8.05) F=(1,204) 16.07, P = 0.00, Eta2 = 0.073
Questionnaire, mean (SD)
GGT levels, mean (SD) 53.25(17.445) 55.10 (22.388) 57.78 (20.848) 51.83 (21.152) 59.09 (21.21) 50.29 (22.75) F=(1,204) 25.47, P = 0.00, Eta2 = 0.111
Number of patients who ~ — - - - 56 (58.94) 39 (38.82) X =12.04, gl = 1, P = 0.001, CC = 0.23
relapsed during year 3,
n (%)
Number of patients who ~ — - - - 60 (63.15) 37(33.03) X =18.72,gl = 1, P = 0.00, CC = 0.29
relapsed during year 4,
n (%)
Number of patients who — — - - 70 (73.68) 33 (29.46) X=40.20gl=1, P =0.001, CC=0.40
relapsed during year 5,
n (%)
Number of patients who — — - - 73 (76.84) 34 (30.35) X=4447¢l=1,P=0.001, CC=0.42

relapsed during year 6,
n (%)

In ANOVAS we have used the interaction value (factor X treatment group).
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Table 4. Variables which were included in the lineal regression model in order to explain months of accumulated abstinence during the

continuing care period

Variable B Berror Standardized ¢ P Confidence interval
beta 95%
Number of appointments to the Primary Care Setting during the continuing 2.258 0.189 0.613 12.351 0.001 1.89-2.61
care period

Scores on the Hamilton Anxiety Scale during T2 -0.468 0.118 -0.167 -3.979 0.001 -0.69-0.23

Group B 4.230 1.17 0.162 3.594 0.001 1.91-6.55

Barrat Impulsiveness Scale during T2 -0.133 0.046 —0.108 -2.690 0.008 -0.23-0.035

The Meaning of Life Questionnaire during T2 0.169 0.069 0.098 2.445 0.015 0.033-0.306

A variable associated with better prognosis during the treatment
and continuing care period was the improvement in the scores on
the MLQ. One of the sources of meaning of life is spirituality, and
this point has been especially addressed in studies carried out with
patients who attended groups based on the 12 steps. Kelly et al.
(2011) and Tonigan et al. (2013) carried out follow-up studies with
alcohol-dependent patients attending 12-step groups and both con-
cluded that changes in the score of scales that assessed religiosity
were correlated with abstinence achieved during the follow-up.

Likewise, Robinson et al. (2007) found that changes in meaning
of life scores during outpatient treatment predicted alcohol con-
sumption 6 months after the beginning of the treatment programme,
with each unit of change on the Meaning of Life Scale related to an
increase of a 3% in the likelihood of remaining abstinent. Also,
using a subset of data from the MATCH Project, scores on meaning
of life were found to be positively correlated with abstinence so that
for each increase in one unit over the mean on the purpose on life,
patients had a 2% greater chance of remaining sober after 12
months (Krentzman et al., 2010). Promoting changes in values as an
element for the recovery of subjects suffering from substance use dis-
order (SUD) is also mentioned by White (2007).

Several hypotheses explain the mediating effect of changes in values
and recovery in alcohol dependence. Since religiosity is a core issue in
the programme of AA (Tonigan et al., 2013), most of the bibliography
related to the impact of the change of values in the recovery of alcohol
dependence has focused on it. On the contrary, there is a lack of
research drawing attention to sense of life. Since Frankl (1982) we
have seen the birth of positive psychology and reviews of the concepts
and interventions of positive psychology in addictions (Krentzman,
2013) who specified that concepts such as ‘the pleasant life, the
engaged life and the meaning of life’ could play an important role in
the recovery of patients. Articles included in this review make reference
to the role of spirituality, altruism and quality of life as predictors of
the recovery of dependence in the long term.

Having a sense of purpose, and significance or goals in life have
been associated with developing more coping skills in adverse situa-
tions and with a better physical and psychological state (Reker ez al.,
1987). Although one of the sources of meaning of life could be spiritu-
ality, other values and goals have been highlighted (Maslow, 1970). If
the purpose for life of a subject is raising a family, or having posses-
sions, power or knowledge, this could motivate him/her towards chan-
ging behaviours in order to avoid discrepancies between his/her values
and his/her actions (Miller and Rollnick, 2013).

Within Bandura’s Social Learning Theory (Bandura, 1997), pur-
pose for life subjects consider a group of alternative rewards to
drugs use. From this theory’s point of view drug use is a behaviour
developed to improve the subjects’ social skills. Thus, purpose in life
could be used as a coping strategy (Miller ef al., 1996) and a

protection in risky situations (Tonigan et al., 2001). Kelly et al.
(2011) suggest that religious practices and beliefs favour alternative
and healthy responses when coping with stressful and aversive situa-
tions that in the past would have been associated to drug consump-
tion. Robinson et al. (2007) point out that spiritual practices (but
not beliefs) represented a benefit associated with 12 Steps
Programmes. Religious actions and beliefs could ease a cognitive
restructuration that could promote adaptive responses against stress-
ful factors and negative emotions.

Other authors emphasize that sharing beliefs, values, rules and
actions play a role in maintaining the belonging to social groups
(Terry et al., 2000). It seems reasonable to assert that spirituality,
altruism and other values shared between those members who
attend Mutual Help Groups provide a good setting for interpreting
and attributing significance to situations, social relationships, expec-
tations and mood states, all of which could favour recovery.

Within the limitations of this study we must consider that some
of the result variables were obtained through self-reports. However,
to partly avoid this limitation we used a structured interview and
determined GGT levels. Another possible limitation refers to the
type of coordination done with the Associations. In our case, the
closeness to associations allowed us to attend them with a fort-
nightly frequency, but it is possible that in other places where the
distance between the treatment centre and associations is bigger, it
would be necessary to turn to other coordination strategies. The fact
that FACOMA Red CAPA has a therapeutic programme available
(www.facoma.org) has reduced the heterogeneity of group interven-
tions, and consequently it is recommended to develop the same pro-
gramme if this study is to be replicated.
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