Eur Arch Psychiatry Clin Neurosci (2007) 257:237-244

DOI 10.1007/500406-007-0719-1

Mauro Barbosa Terra - Helena Maria Tannhauser Barros - Airton Tetelbom Stein - Ivan Figueira
Luciana Dias Athayde - Luiz Henrique Palermo - Leticia Piccoli Tergolina - Joana Stela Rovani

Dartiu Xavier da Silveira

Predictors of engagement in the Alcoholics Anonymous group or
to psychotherapy among Brazilian alcoholics

A six-month follow-up study

Received: 17 July 2006 / Accepted: 7 December 2006 / Published online: 1 April 2007

Abstract Objective To ascertain factors associated
with engagement of patients with alcohol dependence
in Alcoholics Anonymous (AA) groups and psycho-
therapy. Methods About 300 hospitalized alcoholics
were interviewed at hospitalization and again 3 and 6
months thereafter. Assessment included the admin-
istration of standardized instruments. Determinants
of engagement in both interventions were assessed
through logistic regression analysis. Results Higher
educational level was predictive of engagement in AA
after 6 months (OR = 2.19; CI 1.08-4.41). Engagement
in psychotherapy after 6 months was related to having
a university degree (OR = 3.60; CI 1.6-7.9), to a co-
morbid depressive disorder (OR = 3.47; CI 1.8-6.5),
to the use of other drugs together with alcohol
(OR =3.08; CI 1.5-6.19), to previous treatment
(OR = 2.87; CI 1.29-6.40), and to having a high school
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degree (OR = 2.44; CI 1.24-4.80). The presence of
substance-induced anxiety disorder was associated
with non-engagement in psychotherapy (OR = 0.27;
CI 0.63-0.003). Conclusion The identification of pre-
dictors of engagement is important to guide clinicians
in the choice of the treatment strategies that are more
likely to be successful.
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Introduction

In the Epidemiological Catchment Area study (ECA),
alcohol abuse/addiction was considered as the second
leading mental disorder in the United States (US),
with a lifetime prevalence fluctuating between 11%
and 16% [33]. In the National Longitudinal Alcohol
Epidemiologic Survey, lifetime and 12-month preva-
lences of alcohol dependence were estimated at 13.3%
and 4.4%, respectively. Men were significantly more
likely than women to use alcohol [16]. In the National
Comorbidity Survey Replication, lifetime prevalence
of substance use disorders was 14.6% [22].

Data from third world countries are scantier [6]. In
Brazil the estimates of alcohol abuse and associated
problems come mainly from hospitalized patients
[25]. Dependence rates from 7.6% to 9.2% were
reported for Brasilia, Sao Paulo and Porto Alegre in a
study based on DSM-III [1].

In the Study of Prevalence of Mental Disorders in
the metropolitan region of Porto Alegre—Brazil,
which is part of the Multicentric Study of Neurologic
and Psychiatric Morbidity in Brazilian urban areas,
alcohol-related disorders, including abuse and
addiction, had an estimated lifetime prevalence of
8.8%. Concerning gender differences in the disorders
of use of psychoactive substances, there is a remark-
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able difference between men and women in the
prevalence of alcohol use disorders: 19.6% and 2.7%,
respectively, with a relative risk of 7.13 [5]. In a
population sample representative of the city of Porto
Alegre, including 1,091 people, a lifetime prevalence
of 9.3% was found for alcohol dependence and of
15.5% for heavy use of alcohol [30].

According to the First National Survey of Psycho-
tropic Drug Use in Brazil, lifetime use of alcohol in the
107 largest cities of Brazil was 68.7%. Alcohol use was
greater in men than in women, with a differential profile
of about 20 percentage points. The prevalence of alcohol
dependence was also much higher among men (17.1%)
than among women (5.7%). Overall, the dependence on
alcoholic beverages was estimated as 11.2%. In refer-
ence to this population, there would be about 5,283,000
alcohol dependents in the Brazilian cities included in
the study. A statistical expansion of these data allows to
estimate that about 12,791,000 Brazilians between 12
and 65 years of age would be dependent on alcohol when
the study was carried out [8].

Psychotherapy

Alcoholism can be treated in several ways. In an
evidence-based psychotherapeutic approach, the fo-
cus is on the situation in which the patient engages in
drinking, on the driving forces of drinking behavior,
on the expected outcomes, and on alternative ways of
dealing with these situations [35].

Alcoholics Anonymous

The AA groups are another choice. AA is an informal
treatment adjunct to professional care. Physicians can
refer their patients to AA meetings as part of a multiple
treatment strategy. As the patient enters the AA, he or
she associates with a group of people who are not using
alcohol, learns that it is possible to participate in social
gatherings without drinking, and receives a model of
recovery based on the achievements of the sober
members of the group [35]. The positive effect of self-
help groups is, amongst other factors, attributed to a
change in the social network. Participants gain new
abstinent friends and learn new coping strategies [20].

In Brazil, the first AA groups were organized in
1947. In 1997 there were 5,700 groups encompassing
120,000 members [24].

Although AA claims a sobriety rate of 75% to 81%
for alcoholics heavily adherent to the program [11, 38,
40], other sources estimate that 50% of AA partici-
pants leave the treatment within the first 3 months
[10, 12] and 60% of AA participants leave the treat-
ment within 6 months [15]. Furthermore no more
than 35% of the patients referred to the AA attend the
meetings consistently [7]. The mere attendance to the
meetings is a poor indicator of the commitment of
individuals who are encouraged to attend AA meet-

ings. Perhaps the unwillingness to make use of other
aspects of AA can be responsible for the high per-
centage of treatment withdrawal or inconsistent
attendance to the meetings. Those who place a high
value on their own feelings and are skilful in sharing
them with other people are more frequently engaged
in AA groups [7].

The evaluation of AA treatment outcomes for
alcohol dependence is essential, because treatment
choices are various and the population of dependents
seeking treatment is quite heterogeneous. The several
scales created for this purpose include the Addiction
Severity Index (ASI), the Leeds Dependence Ques-
tionnaire (LDQ), and the Alcoholics Follow-up Scales
(Escalas de Seguimento de Alcoolistas—ESAs). There
is an implicit consensus in these instruments that the
sole assessment of substance consumption is not a
reliable parameter for the evaluation of treatment
modalities [9].

Predictors of adherence

The presence of comorbid disorders can affect the
prognosis and treatment of a given disorder. Patients
with a dual diagnosis experience increased rates of
hospitalization, use of emergency services, more vio-
lence and criminal behavior [17]. Moreover, they also
need problem management and special treatment in
the case of substance abuse with concomitant major
mental disorder [37]. Patients with a mental disorder
associated to psychoactive substance addiction pres-
ent more severe and persistent clinical picture, being
more resistant to treatment than patients with a single
disorder [3].

In treating patients with a dual diagnosis, the
awareness of the conditions that make it more diffi-
cult for certain groups of patients to adapt to the
proposed treatment is crucial, and some specific
measures can be taken to lessen these difficulties [21].
There are evidences that patients with a dual diag-
nosis of alcoholism (or misuse of other drugs) and a
mental disorder require different interventions once
the comorbid psychiatric disorders interfere in
addiction treatment [4, 26].

Specific personalities can be predictive of abstinence
or engagement in self-help groups in the case of re-
cently detoxified alcoholics, and this may be of thera-
peutic as well as prognostic value. On the other hand,
introverts are less frequently observed in self-help
groups meetings [18]. Alcoholics with social phobia
may have more difficulty to engage in or benefit from
treatments that require their active participation in
groups, which are often used to treat patients with drug
addiction, such as AA groups [32]. Indeed, social
phobia, even in milder forms, can prevent the drug
dependent patient from benefiting from treatment,
particularly if such activities as group psychotherapy or
self-help groups such as AA and NA (Narcotic Anon-



ymous) meetings are included, thus decreasing
adherence and placing the patient at risk of relapse [41].
Despite its popularity and the belief that AA is an
effective intervention for alcoholism, relatively few
studies concerning the benefits and adherence to AA
groups have been performed [19, 23, 31]. Since most
of the research works have been carried out in the
United States, they cannot be generalized to other
contexts because of cultural differences. Furthermore,
it is also of paramount importance to compare the
effectiveness of this type of treatment among people
with different comorbidities associated with alcohol-
ism that can affect adherence to AA, such as social
phobia. A significantly smaller attendance to AA or
NA has already been noted among patients with
schizophrenia or schizoaffective disorder [19].

Objective

The aim of this exploratory study is to determine
which factors, such as presence of comorbidities and
social demographic variables, are associated with
engagement in psychotherapy or AA treatment
groups among alcoholics during 6 months after a
period of hospitalization.

Methods

Participants

Alcoholic patients hospitalized in two mental hospitals and in a
drug addiction ward of a general hospital in Porto Alegre—Brazil
were interviewed. The participants’ age ranged from 20 to 60 years.
To be included in the study they should fulfill the diagnostic cri-
teria for past year alcohol dependence according to the SCID-I/P
(Semi-structured clinical interview based on APA-1994 DSM-IV)
[13]. Also, they should have been referred to AA and to psycho-
therapy by their physician, live in Porto Alegre, and have a tele-
phone number for contact.

Exclusion criteria were: having a past year diagnosis of
schizophrenia or presenting other psychotic disorders, mental
retardation, confusional states, anti-social personality disorder,
presence of uncompensated cirrhosis or any debilitating physical
condition. Patients were excluded based on the information avail-
able in medical records or through psychiatric assessment.

Considering that the frequency of social phobia among alco-
holics is about 33% [37] and non-adherence to AA among non-
phobic alcoholics is 50% [10], it was inferred that among phobic
alcoholics it would be 70%, thus reaching a relative risk of 1.40. So,
for a confidence interval of 95% and power of 80%, the required
sample size for the study was estimated as 69 phobic and 207 non-
phobic patients. A surplus of 15% was added to compensate for
possible losses and non-responses.

All patients committed to hospitals from March 2002 to January
2004 were included.

Procedures

This is a follow-up study, which characterized the cohort outline. It
was performed in 3 steps. In the first, when patients were still
hospitalized, they were invited to take part in the study and in-
formed of the research aims and interviewing procedures. They
were asked to sign a free informed consent form. After being
abstinent for at least one week, the patients were interviewed by
psychiatrists previously trained for this study.
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The patients were interviewed again 3 months after hospital
discharge, the interviewers this time being undergraduate medical
students and graduates specializing in psychiatry who were trained
in the application of the instruments but remaining unaware in
terms of the objectives of the study. The interviews were performed
in the patients’ homes, preferentially in the absence of family
members.

Attendance to AA twice a week or more was considered as
strong engagement, weekly or biweekly as partial engagement,
and monthly or occasional as weak engagement; and not
attending at all was considered as non- engagement. Still, ques-
tions were made focusing on alcohol intake and participation in
psychotherapy, as well as about the interviewer’s perception of
the reliability of the interviewee’s responses. Attendance of at
least once a month was considered as engagement to individual
psychotherapy or to group therapy using cognitive-behavior
methods. At the third stage, which was performed 6 months after
the first contact, the same procedures of the previous stage were
performed.

Measures

At a first step SCID-I/P was applied to all patients in order to
determine the presence of Axis I mental disorders (alcohol or other
psychoactive substances dependence, anxiety disorders and
depressive disorder). In addition, adapted ESA Scale (Alcoholics
Follow-up Scale) or ESA-women (Female Alcoholics Follow-up
Scale) were administered, as well as scales for evaluation of treat-
ment effectiveness for alcohol dependence [2, 9]. The latter are
based on five different scores, based on data from the preceeding 4
weeks, for the following areas: alcohol intake (weight 5), family
relationship (weight 4), occupational status (weight 3), leisure
(weight 1), and organic components (weight 3). In order to increase
the study’s feasibility, the ESA scale was used here without the
items of the organic component, since the need for blood sampling
to determine gamma-glutamyltransferase (Gamma-GT) serum
levels was likely to increase the number of losses in the sample. An
overall score for each patient was obtained ranging from a mini-
mum of 13 and a maximum of 65. The smaller the score, the greater
the impairment due to alcohol use.

At the second and third stages, the ESA scale was administered
again, as well as a questionnaire specifically developed to assess the
patients’ relationship with AA (attendance frequency, behavior in
the group).

Periodic assessments of the performance of interviewers were
carried out. The kappa test was used in order to assess concordance
in the application of instruments; a result of 0.86 was obtained for
the use of SCID-I [14].

Statistical analysis

In the statistical analysis of data, the presence of association be-
tween categorical variables was determined by using the chi-square
test of independence or Fisher’s exact test, when the former did not
meet the requirements. Mann-Whitney’s test was used for non-
parametric analysis, i.e. when data distribution in the sample was
not normal. The results were generated in the statistical software
package SPSS for Windows (Statistical Package for the Social Sci-
ences) [34]. The level of significance used was p < 0.05.

Logistic regression analyses were carried out in order to
examine variables potentially related to adherence or non-adher-
ence to treatment such as: anxiety or depressive disorders, family
history of alcoholism, and use of other drugs.

Ethical aspects

The research project was submitted to the Research Ethical Com-
mittee of UNIFESP and other institutions were the interviews were
held for evaluation of ethical aspects.
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Results

Social demographic characteristics

About 10% of all interviewees were excluded upon the
first interview. A total of 300 patients were included in
the first stage, 266 patients were interviewed in the
second stage and 257 in the third, with 11.3% of losses
for the second stage and 14.3% for the third. A
comparison of lost patients with those who were fol-
lowed up failed to show statistically significant dif-
ferences concerning age, gender, marital status,
schooling, presence of an alcoholic in the family,
occurrence and number of previous hospital com-
mittals, association with other drugs, mean score in
ESA scale, and presence of anxiety or depressive
disorders. The only difference found was that lost
patients less frequently underwent at least once to
treatment previously (63.3%) as compared to fol-
lowed-up patients (76.7%) (p = 0.04).

Men predominated in the sample (91.7%). Mean
age was 41.5 + 8.6 years. The subgroup of patients
who were married or living-as-married was the larg-
est, accounting for 43% of the sample. Patients who
had completed or went to elementary school com-
prised 53% of the sample.

Comorbidities

Anxiety disorders were diagnosed in 59% of the in-
terviewees. The following specific frequencies were
found: 30.6% for specific phobia, 24.7% for social
phobia, 22.2% alcohol induced-anxiety disorder,
19.3% generalized anxiety disorder, 5% for obsessive-
compulsive disorder, 4.6% for post-traumatic stress
disorder, 2% for panic disorder with agoraphobia,
0.6% for panic disorder without agoraphobia, and
0.3% for isolated agoraphobia. Among depressive
disorders, 24% of the patients of the sample presented
major recurrent depressive disorder, 7.3% presented
major depressive disorder, single episode, and 5.2%
suffered from dysthymic disorder.

Engagement and abstinence

Atthe 3-month follow-up, among the abstinent patients
(n = 96), 35.1% adhered neither to AA nor to psycho-
therapy, 28.9% adhered only to psychotherapy, 11.3%
adhered only to AA, and 24.7% to both types of treat-
ment. Among the non-abstinent patients (n = 170),
68.6% did not adhere to any of he proposed treatment
interventions, 21.3% adhered only to psychotherapy,
3.6% adhered only to AA, and 6.5% to both.

At the 6-month follow-up, 40.3% of the abstinent
patients (n = 62) adhered neither to AA nor to psy-
chotherapy, 24.2% adhered only to psychotherapy,
12.9% only to AA, and 22.6% to both. Among
the non-abstinent patients (n = 195), 66.2% did not

adhere to any treatment, 19.5% adhered only to psy-
chotherapy, 3.6% only to AA, and 10.3% to both
treatments. Those who adhered to some type of
treatment remained abstinent more frequently than
those who were not being treated, at both the 3-month
(OR = 4.06; CI:2.31-7.13; p < 0.001) and the 6-month
(OR = 2.94; CI:1.57-5.54; p < 0.001) follow-ups.

Engagement in AA

Taking engagement to AA at the 6-month follow-up
as outcome, adherent (poor, partial and strong) and
non-adherent patients showed statistically significant
differences in the following variables: schooling
(p = 0.001), alcohol use 3 months after discharge
(p = 0.008), engagement in psychotherapy at the 3-
month follow-up (p = 0.0001), and mean score in the
ESA scale at the 3-month follow-up (p = 0.053). Other
variables such as age, gender, marital status, previous
treatment or hospitalization, use of other drugs, and
comorbidity with anxiety disorders or depression, did
not present statistically significant differences (Ta-
bles 1 and 2).

Logistic regression for the outcome “engagement
in AA at the 6-month follow-up” was performed and
indicated an odds ratio of 2.80 (CI:1,43-5.49) for
engagement in psychotherapy at a 3-month follow-up
and of 2.19 (CI: 1.08-4.41) for the patient having a
high school or university degree (Table 3).

The variables “mean score in ESA scale at the 3-
month follow-up” and “use of alcohol 3 months after
discharge” were not included in the logistic regression
due to a likely overlap with engagement in psycho-
therapy.

Engagement in psychotherapy

Taking engagement in psychotherapy at the 6-month
follow-up as outcome, adherent and non-adherent
patients showed statistically significant—or almost
significant—differences for the following variables:
gender (p = 0,057), schooling (p < 0,001), previous
treatment (p = 0,003), association of alcohol with
other drugs (p = 0.065), presence of depressive dis-
order (p = 0.001) or substance-induced anxiety dis-
order (p = 0.078), and engagement to AA at the second
stage (p = 0.023). Other variables such as marital sta-
tus, presence of alcoholics in the family, other anxiety
disorders or use of alcohol after discharge were not
significantly different (Tables 4 and 5).

Logistic regression for the outcome “ engagement
in psychotherapy at the 6-month follow-up” was
performed and indicated an odds ratio of 3.60 for the
patient having a university degree (be it concluded or
not), of 3.47 for the presence of depressive disorder,
of 3.08 for the presence of association with other
drugs, of 2.87 for being treated previously, of 2.61 for
engagement in AA at the 3-month follow-up, and of



241

Table 1 Social demographic characteristics, clinical progress and comorbid mental disorders of alcoholics adhering or not adhering to AA

Adherence at 3 months

Adherence at 6 months

Variables No (n = 214) Yes (n = 52) p No (n = 208) Yes (n = 49) p
Age® 41.54 (+8.54) 42.09 (+8.18) 0.670 41.34 (+8.02) 43.49 (+8.81) 0.100
Gender”

Male 193 (90.2) 50 (96.2) 191 (91.8) 44 (89.8)

Female 21 (9.8) 2 (3.8) 0.269 17 (8.2) 5(10.2) 0.581
Marital status”

Single 60 (28.0) 13 (25.0) 58 (27.9) 12 (24.5)

Married 85 (39.7) 29 (55.8) 88 (42.3) 23 (46.9)

Divorced 69 (32.2) 10 (19.2) 0.080 62 (29.8) 14 (28.6) 0.825
Schooling®

Elementary school 115 (53.7) 21 (40.4) 116 (55.8) 15 (30.6)

High school 65 (30.4) 17 (32.7) 64 (30.8) 18 (36.7)

College 34 (15.9) 14 (26.9) 0.113 28 (13.4) 16 (32.7) 0.001°
Previous treatment® 160 (74.8) 40 (76.9) 1.000 159 (76.4) 38 (77.6) 0.859
Previous hospitalizationb 143 (66.8) 30 (57.7) 0.257 139 (66.8) 31 (63.3) 0.620
ESA (initial)® 32.46 (+£9.60) 33.65 (£8.15) 0.408 32.68 (+£9.47) 33.20 (+£8.43) 0.724
Alcoholic in the family® 178 (83.2) 41 (78.8) 0.543 175 (84.1) 38 (77.6) 0.293
Drug association (twelve month period)®

Only alcohol 147 (68.7) 39 (75.0) 150 (72.1) 33 (67.3) 0.626

Alcohol + cocaine 27 (12.6) 7 (13.5) 26 (12.5) 7 (14.3)

Alcohol + cocaine + marijuana 17 (7.9) 3 (5.8) 15 (7.2) 3 (6.1)

Alcohol + marijuana 15 (7.0) 2 (3.8) 9 (4.3) 6 (12.2)

Alcohol + benzodiazepine 2 (0.9) 1(1.9) 3 (1.4) 0 (0.0)

Alcohol + Other drugs 6 (2.8) 0 (0.0 - 5(2.4) 0 (0.0 -
Depressive disorder” 69 (32.2) 17 (32.7) 1.000 70 (33.7) 13 (26.5) 0.398
Generalized anxiety disorder® 44 (20.6) 8 (15.4) 0.443 39 (18.8) 9 (18.4) 1.000
Substance-induced anxiety disorder 45 (21.0) 8 (15.4) 0.441 45 (21.6) 10 (20.4) 1.000
Specific phobia® 72 (33.6) 15 (28.8) 0.621 72 (34.6) 15 (30.6) 0.737
Social phobia” 54 (25.2) 10 (19.2) 0.470 52 (25.0) 9 (18.4) 0.368
Anxiety disorder in general” 129 (60.3) 23 (44.2) 0.042 125 (60.1) 24 (49.0) 0.198

@ Variables appearing as means (standard deviation)

P Variables appearing as frequency (percentage)

¢ Statistically significant differences at the level of 0.05

—Impossibility of performing appropriate test

Table 2 Results at 3-month follow- )

up of alcohol dependents according Variables Non-adherence at 6 months Adherence at 6 months Total p

to adherence or non-adherence to AA 3

at the 6-month follow-up Alcohol use after discharge® 130 (66.3) 22 (44.9) 152 (62.0) 0.008
Engagement in psychotherapy® 62 (31.6) 30 (61.2) 92 (37.6) 0.0001°
ESAC 4330 (£13.8) 47.05 (£13.5) 44,27 (£13.85) 0.053°

? Variables appearing as frequency (percentage)

P Statistically significant differences at the level of 0.05
¢ Variables appearing as means (standard deviation)
—Impossibility of performing appropriate test

2.44 for going to high school or having a high school
degree, these variables being associated with engage-
ment in psychotherapy, and of 0.27 for the presence
of substance-induced anxiety disorder, this variable
being associated with non- engagement in psycho-
therapy (Table 6). The variable “gender” was initially
included, but lost its significance in the final model.

Discussion
Engagement in AA

In the final model of logistic regression taking
engagement in AA as outcome, the predictors of

engagement in AA at a 6-month follow-up were
engagement in psychotherapy at the 3-month follow-
up and the patient having a high school or college
degree.

The findings support the notion that combined
treatments can add up and be more effective, since
one increases engagement in the other. Another study
has concluded that the frequency of attendance to
psychotherapy can be increased by integration to AA
concepts, while engagement in AA can be greater if
psychotherapy is focused on comorbid mental disor-
ders [39]. A joint action of AA and psychotherapy
would be desirable to facilitate patient recovery [29,
36].
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Table 3 Final model of logistic
regression taking engagement in AA

Cl 95% for OR

as outcome p OR Inferior Superior
High school or university degree 0.028 2.192 1.089 4.410
Elementary school 1.000
Engagement in psychotherapy at 2nd step 0.003 2.806 1.433 5.496
Non-engagement in psychotherapy at 2nd step 1.000
Constant 0.000 0.056
Table 4 Social demographic characteristics, clinical progress and comorbid mental disorders of alcoholics adhering or not adhering to psychotherapy
Adherence at 3 months Adherence at 6 months
Variables No (n = 167) Yes (n = 99) p No (n = 169) Yes (n = 87) P
Age® 41.56 (+8.35) 41.77 (+8.67) 0.846 41.49 (+7.90) 42.31 (+8.82) 0.451
Gender®

Male 154 (92.2) 89 (89.9) 159 (94.1) 75 (86.2)

Female 13 (7.8) 10 (10.1) 0.08 10 (5.9) 12 (13.8) 0.057¢
Marital status®

Single 48 (28.7) 25 (25.3) 52 (30.8) 18 (20.7)

Married 70 (41.9) 44 (44.4) 69 (40.8) 4) (483)

Divorced 49 (29.3) 30 (30.3) 0.824 48 (28.4) 27 (31.0) 0.223
Schooling”

Elementary school 101 (60.5) 35 (354 101 (59.8) 29 (33.3)

High school 5 (26.9) 37 (374 47 (27.8) 35 (40.2)

College 1(12.6) 27 (273 0.190 1(12.4) 23 (26.4) 0.000°
Previous treatment 121 (72.5) 79 (79.8) 0.190 120 (71.0) 76 (87.4) 0.003¢
ESA (initial)® 32.2 (£10.08) 33.50 (+7.88) 0.450 32.53 (£9.94) 33 (£7.71) 0.426
Alcoholic in the family® 138 (82.6) 81 (81.8 0.869 144 (85.2) 68 (78.2) 0.165
Drug association (twelve month period)®

Only alcohol 125 (74.9) 61 (61. 130 (76.9) 53 (60.9)

Alcohol + cocaine 13 (7.8) 21 (21. 17 (10.1) 16 (18.4)

Alcohol + cocaine + marijuana 12 (7.2) 8 (8.1 11 (6.5) 7 (8.0)

Alcohol + marijuana 10 (6.0) 7 (7.1 8 (4.7) 7 (8.0)

Alcohol + benzodiazepine 2(1.2) 1(1.0 0 (0.0) 2 (2.3)

Alcohol + Other drugs 5 (3.0) 1 (1.0) 0.041¢ 3 (1.8) 2 (2.3) 0.065
Depressive disorder® 41 (24.6) 45 (45.5) 0.001¢ 43 (25.4) 40 (46.0) 0.001¢
Generalized anxiety disorder® 31 (18.6) 21 (21.2) 0.633 27 (16.0) 21 (24.1) 0.129
Substance- |nduced anxiety disorder® 38 (22.8) 15 (15.2) 0.154 42 (24.9) 13 (14.9) 0.078
Specific phob|a 54 (32.3) 33 (333) 0.893 59 (34.9) 28 (32.2) 0.679
Social phobia® 44 (26.3) 20 (20.2) 0.300 38 (22.5) 23 (26.4) 0.536
Anxiety disorder in general® 96 (57.5) 56 (56.6) 0.899 96 (56.8) 52 (59.8) 0.690

? Variables appearing as means (standard deviation)
Variables appearing as frequency (percentage)
¢ Statistically significant differences at the level of 0.05

Engagement in psychotherapy

The variables presenting differences between adher-
ent and non-adherent patients were included in the
logistic regression. In the final model, the predictors
of engagement in psychotherapy at a 6-month follow-
up were: higher educational background; presence of
addiction to other drugs; patient having been treated
previously, presence of depressive disorder; and
engagement in AA at the 3-month follow-up. Sub-
stance-induced anxiety disorder emerged as a pre-
dictor of non-engagement.

These results raise the hypothesis that alcoholics
addicted to other drugs may use psychotherapy more
often than those addicted to alcohol only, and perhaps
the latter may better adapt to treatments like AA
groups. Alcoholics with depressive disorder remain

longer in psychotherapy as well; this might in part be
due to their continuing need for medication after
discharge. Another study has also found that psy-
choactive drug users with depression visited mental
health services 2.5 more often than non-depressed
ones [21]. The fact that the patients had already been
treated previously and had higher educational back-
ground would also favor their engagement in psy-
chotherapy. Concerning engagement in AA, this
finding reinforces the approach of using comple-
mentary treatments for alcohol dependence, because
they may have an interactive effect. The fact that the
presence of substance-induced anxiety disorder is
related to non-engagement in psychotherapy may be
due to symptom remission after an initial abstinence
period, making the patients feel a diminished need for
remaining in psychotherapy.



243

Table 5 Results at the 3-month

follow-up of alcohol dependents Variables Non-adherence at 6 months  Adherence at 6 month  Total p
according to adherence or non-
adherence to psychotherapy at the 6- Alcohol use after discharge® 102 (65.0) 49 (56.3) 151 (61.9) 0.216
month follow-up Engagement in AA®
Strong 14 (8.9) 10 (11.5) 24 (9.8)
Partial 9(5.7) 14 (16.1) 23 (94
Poor 1 (0.6) 2(23) 3(12)
Non-adherence 133 (84.7) 61 (70.1) 194 (79.5) 0.023°
ESA® 43.77 (+14.45) 46.02 (+12.48) 4427 (+13.85)  0.223

? Variables appearing as frequency (percentage)
P Statistically significant differences at the level of 0.05
¢ Variables appearing as means (standard deviation)

Table 6 Final model of logistic
regression taking engagement in
psychotherapy as outcome

Cl 95% for OR

p OR Inferior Superior
Schooling
College 0.002 3.609 1.628 7.999
High school 0.009 2.449 1.247 4.807
Elementary school 1.000
Previous treatment 0.010 2.875 1.290 6.406
No previous treatment 1.000
Depressive disorder 0.000 3.476 1.832 6.593
No depressive disorder 1.000
Substance-induced anxiety disorder 0.003 0.273 0.117 0.635
No substance-induced anxiety disorder 1.000
Use of alcohol and other drugs 0.002 3.083 1.534 6.196
Use of only alcohol 1.000
Engagement in AA at 2nd step 0.009 2618 1.267 5.408
Non-engagement in AA at 2nd step 1.000
Constant 0.000 0.169

The fact that the variable “use of alcohol after
discharge” is not different between adherents and
non-adherents to psychotherapy at the 6-month
follow-up is remarkable. The mean score in the ESA
scale, however, indicated differences, being higher
for adherents, showing these patients were less
impaired.

Those who stayed in the study may be more likely
to adhere to treatment than those who did not, since
patients who dropped out reported previous treat-
ment less often than adhered patients.

Limitations of the study

The limitations of this exploratory study include the
fact that the sample comprised mostly men and
alcoholic inpatients, which may make it difficult to
generalize the data for both women and outpatients.
In addition, it should be mentioned that, in order to
minimize losses, blood samples for determination of
gamma-GT were not collected from patients, thus
precluding the use of the ESA scale in its original
form. However, the gamma-GT test is not neither
highly specific nor sensitive [27, 28], and the re-
sponses given by the patients appeared trustworthy in

most of the cases. Furthermore, the contributions of
comorbidities other than anxiety and depressive dis-
orders were not assessed with either for the outcomes.
It is also important to consider this analyses as a
preliminary exploratory evaluation. The elevated
number of variables investigated may have altered the
results due to type I error.

These results should also be interpreted with cau-
tion since many variables may not really be predictive
of the outcome, but just associated to it. The fact that
this was a self-selective sample, as well as its small
size, may also have influenced the results. Together
with the statistical power of the analyses, they have to
be considered as possible limitations of the present
investigation.

As positive aspects of the study we may highlight
that, as this was a longitudinal study with subjective
outcomes that therefore were subject to measurement
biases, we were careful enough not to disclose the aims
of the study to the interviewers in the distinct follow-up
steps. The small number of losses given the type of
patients can also be considered as a positive feature.
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