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At a party, when you tell someone you are involved in scientific research this often 
brings a blank expression to your audienceʼs face. As soon as you explain, though, 
that your dissertation involves studying substance use in relation to criminality you 
have everybodyʼs attention because criminality is ʻhotʼ. Popular crime series on 
television such as Crime Scene Investigation, Law & Order, and Bones underscore 
this phenomenon. However, in real life, criminality is a serious problem involving 
physical injuries, mental health problems in individuals, and material damage. But 
criminality also harms society at large. In total, criminality costs Dutch taxpayers 
about 12,5 billion euros per year, the price tag of prosecuting criminals, preventing 
crimes, imprisonment of criminals, etcetera (Nauta, Moolenaar, & Van Tulder, 
2011). There is no question that crime should be restricted as much as possible. 
Since a large proportion of convicts recidivate - Wartna et al. (2011) calculated that 
27.5% of offenders who were sentenced in 2008 relapsed within 2 years - it is man-
datory to focus on preventing recidivism in order to reduce criminality. Therefore it is 
important to identify risk factors associated with recidivism and to develop effective 
treatments for offenders. One of the risk factors that is often associated with crimi-
nal behavior is substance use. The focus of the first part of this thesis is prevalence 
of substance use disorders among perpetrators of specific offenses, i.e., intimate 
partner violence (IPV), general violence (GV), and sex offenses. Subsequently, the 
second part of the dissertation zooms in on substance abuse in relation to IPV and 
on the effectiveness of a combined treatment addressing both problematic sub-
stance use and IPV perpetration. 
 
Part I 
Consequences of criminal behavior 
Various crimes lead to different detrimental consequences for victims. For example, 
IPV, GV, and sexual violence may lead to physical injuries, but may also result in 
chronic pain, depression, posttraumatic stress disorder, sleeping problems, suicidal-
ity, lowered self-esteem, miscarriages, and substance use disorders (for reviews, 
see Campbell, 2002; Plichta, 2004). Furthermore, witnessing IPV between parents 
may cause anger, fear, anxiety, shame, posttraumatic stress disorder, depression, 
conduct problems, academic problems, and fewer and lower quality of peer rela-
tionships in children (e.g., Carlson, 2000; Holt, Buckley, & Whelan, 2008; Kernic et 
al., 2002; Wood & Sommers, 2011; Kitzmann, Gaylord, Holt, & Kenny, 2008). 
Moreover, children who witness violence between parents are at greater risk at 
becoming a perpetrator or a victim of IPV as an adult (e.g., Ehrensaft et al., 2003; 
Holt et al., 2008; Orndoff, Kelsey, & OʼLeary, 2001). In addition, criminal victimiza-
tion leads to high health-related costs, poor productivity, and inferior quality of life 
(e.g., Miller, Cohen, & Rossman, 1993; Brand & Price, 2000).  
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Preventing recidivism 
Considering the extensive consequences of crime for its victims and society, it is 
mandatory to prevent recidivism. In almost all societies, breaking the law is met with 
punishment and it is assumed that punitive measures will deter the individual from 
recidivating. However, results from several meta-analyses do not support this view: 
prisoners showed a somewhat higher recidivism rate than probationers and inmates 
who were released on parole (although it should be noted that offenders were not 
randomly assigned to either imprisonment or community-based interventions) 
(Nagin, Cullen, & Jonson, 2009; Andrews, Dowden, & Gendreau, 1999; Smith, 
Goggin, & Gendreau, 2002; Gendreau, Goggin, & Cullen, 1999; Gendreau, Goggin, 
Cullen, & Andrews, 2000). In contrast, Andrews et al.ʼs (1999) meta-analysis involv-
ing 374 studies reported a 12% reduced recidivism rate in offenders receiving 
treatment compared to offenders who received official punishment. In addition, An-
drews and Bonta (2010) found that effective treatment for offenders should adhere 
to three core principles called RNR: 1) the Risk principle, 2) the Need principle, and 
3) the general Responsivity principle. The Risk principle involves matching treat-
ment intensity and / or duration with the characteristics of the offender; the Need 
principle involves that personal dynamic risk factors, such as antisocial cognitions 
or substance abuse, should be the focus of treatment, and the general Responsivity 
principle concerns employing cognitive behavioral oriented interventions and skill 
building strategies (Andrews & Bonta, 2010). Andrews et al.ʼs (1999) meta-analysis 
showed a 26% decrease in recidivism in offenders who received treatment accord-
ing to the three core principles, compared to those without treatment. Treatment 
according to the Needs principle had the highest success rate: it decreased recidi-
vism by 19%, whereas nonadherence to this principle led to a 1% increase in re-
cidivism, compared to offenders punished in the conventional way (Andrews et al., 
1999). Criminogenic needs are represented by the Central Eight and one of them 
involves problematic substance use (Andrews and Bonta, 2010). It follows that if 
offenders are diagnosed with substance use disorders, these disorders should be 
treated. 
 
Definition of substance use disorders 
Through the ages, the concept of addiction has been viewed from different angles, 
but currently, the biopsychosocial model is used to explain the complex interaction 
between the physical, mental, and social aspects that play a role in the develop-
ment of substance use disorders (Van den Brink, 2005; 2009). Recently, the physi-
cal aspect of the biopsychosocial model received increased attention: physical vul-
nerability leads to repeated use of psychoactive substances, whereas the use of 
substances leads to irreversible changes in the brain (Leshner, 1997; Van den 
Brink, 2006). These changes are responsible for craving, which is a cause for un-
controlled substance use and relapse after a period of abstinence (Van den Brink, 
2005; 2009). In this thesis, substance use disorders are classified according to the 
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Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (Text Revi-
sion) (DSM-IV-TR; American Psychiatric Association, 2000). The DSM-IV-TR fo-
cuses on detrimental consequences of maladaptive patterns of substance use in-
stead of quantity and frequency of substance use (Emmelkamp & Vedel, 2006). The 
DSM-IV-TR (American Psychiatric Association, 2000) distinguishes between sub-
stance abuse and substance dependence. For a diagnosis of substance depend-
ence, three or more of the following seven criteria have to be met: 1) tolerance, 2) 
symptoms of withdrawal, 3) the substance is often taken in larger amounts or over a 
longer period of time than was intended, 4) a persistent desire or unsuccessful ef-
forts to cut down or control substance use, 5) a great deal of time is spent on activi-
ties necessary to obtain the substance, 6) important social, occupational, or recrea-
tional activities are given up or reduced because of substance use, and 7) contin-
ued substance use despite being aware of a persistent or recurrent physical or 
mental problem that is likely to have been caused by or exacerbated by the sub-
stance (American Psychiatric Association, 2000, p. 197). For a diagnosis of sub-
stance abuse, at least one of the following four criteria has to be met: 1) recurrent 
substance use resulting in a failure to fulfill major role obligations at work, school, or 
home, 2) recurrent substance use in situations in which it is physically hazardous, 
3) recurrent substance-related legal problems and 4) continued substance use de-
spite having persistent or recurrent social or interpersonal problems caused or ex-
acerbated by the effects of the substance (American Psychiatric Association, 2000, 
p. 199).  
 
Recently, the DSM-5 (American Psychiatric Association, 2013) has been published. 
The DSM-5 does not distinguish between substance abuse and substance depend-
ence. Instead, criteria for substance use disorder are provided, including nearly all 
abuse and dependence criteria with two exceptions: 1) “recurrent legal problems” 
has been substituted for “craving or a strong urge to use the substance”; 2) the 
threshold for a diagnosis of substance use disorder is set at two or more criteria 
instead of one or more criteria for substance abuse and three or more criteria for 
substance dependence.  
 
Prevalence of substance use disorders: general vs. offender population 
In the Netherlands two large epidemiological studies, i.e., the Netherlands Mental 
Health Survey and Incidence Study 1 (Bijl, Ravelli, & Van Zessen, 1998) and 2 (De 
Graaf, Ten Have, & Van Dorsselaer, 2010), examined the prevalence of substance 
use disorders in the general population. Between 5 and 10% of the normal popula-
tion was diagnosed with substance abuse and / or dependence in the past 12 
months (Bijl et al., 1997; De Graaf et al., 2010). These figures are more or less 
comparable to figures obtained from other large household surveys, for example, 
surveys conducted in the United States (e.g., Grant et al., 2004; Kessler, Chiu, 
Demler, & Walters, 2005; Substance Abuse and Mental Health Services Administra-
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tion, 2010). However, prevalence rates of substance use disorders in offenders, for 
example inmates, range from 10-60% and are thus substantially higher than sub-
stance use disorder prevalence rates in the normal population (Fazel, Bains, & Doll, 
2006). Findings from the Dutch incarcerated population are similar (e.g., Oliemeu-
len, Van den Eijnden, Van Ooyen-Houben, & Van de Mheen, 2009; Bulten, Nijman, 
& Van der Staak, 2009). Moreover, a considerable proportion of offenders was in-
toxicated by substances at the time of the offense (e.g., McClelland & Teplin, 2001; 
Brochu, Cournoyer, Motiuk, & Pernanen, 1999). A connection between substance 
use and criminal behavior is evident. 
 
Explanations for the relationship between substance abuse and different 
offenses 
Substance use has been associated with committing different crimes. Research 
investigating these relationships focused mainly on the connection between differ-
ent substances and 1) IPV, 2) physical assault outside the family (GV), and 3) sex-
ual crimes. Various explanations have been proposed for these relationships.  
 
Substance abuse and IPV perpetration 
Regarding the relationship between alcohol use and IPV perpetration, Leonard and 
Quigley (1999) suggested three possible explanatory models: 1) the proximal ef-
fects model (alcohol use leads to IPV perpetration), 2) the indirect effects model 
(alcohol use harms the relationship and in the long term causes a hostile environ-
ment), and 3) the spurious model (both alcohol use and IPV perpetration are 
caused by a third variable). Most evidence is found in favor of the proximal effects 
model (Leonard, 2005). Specifically, alcohol use is very likely to be related to IPV 
through its direct pharmacological effects leading to losing control over oneʼs behav-
ior, which may lead to IPV perpetration (Foran & OʼLeary, 2008). This hypothesis is 
supported by the fact that successful substance abuse treatment for alcohol de-
pendent IPV perpetrators decreased IPV significantly (for meta-analyses, see: Mur-
phy & Ting, 2010; Stuart, OʼFarrell, & Temple, 2009). Additionally, OʼFarrell, Van 
Hutton, and Murphy (1999) demonstrated that 2 years post-treatment patients who 
had abstained from alcohol still showed decreased rates of IPV perpetration, 
whereas those who relapsed into drinking alcohol also had relapsed into IPV perpe-
tration. As regards the relationship between IPV perpetration and cannabis use, 
presumably not intoxication but withdrawal from cannabis may cause irritability, 
which in turn may lead to IPV perpetration (e.g., Moore et al. 2008, Moore & Stuart, 
2005; Hoaken & Stewart, 2003). Finally, as for the relationship between IPV perpe-
tration and cocaine use, studies suggested that the pharmacological properties of 
cocaine affect the serotonergic signaling system that may cause aggressive behav-
ior (e.g., Patkar et al., 2006), although personality factors may mediate this relation-
ship (Hoaken & Stewart, 2003).  
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Substance abuse and GV perpetration 
Similar to the relationship between alcohol use and IPV perpetration, studies sug-
gested that alcohol use may be temporally or even causally related to GV perpetra-
tion (e.g., Chermack & Giancola, 1997; Boles & Miotto, 2003; Hoaken & Stewart, 
2003; Murdoch, Pihl, & Ross, 1990). With regard to the relationship between GV 
and drug use, Goldstein (1985) described three different pathways that may explain 
the relationship between drug use and GV: 1) the psychopharmalogical pathway 
(substance use leads to excitation which may lead to violence), 2) the economically 
compulsive pathway (drug users engage in economically oriented crime to obtain 
money to buy drugs), and 3) the systemic pathway (interaction between drug abus-
ers is traditionally aggressive). Various substances, such as cocaine, amphetamine, 
benzodiazepines, opiates, and phencyclidine (PCP), were positively related to vio-
lent behavior (Hoaken & Stewart, 2003). As for the relationship between cannabis 
use and GV, mixed results were found: cannabis intoxication led to a decrease in 
violent behavior, whereas withdrawal increased aggressive behavior (Boles & Mi-
otto, 2003; Hoaken & Stewart, 2003).  
 
Substance abuse and sexual offending 
Seto and Barbaree (1995) proposed a disinhibition model to explain the relationship 
between alcohol use and sexual crimes. According to them, alcohol use leads to 
disinhibition in three ways. 1) The more strongly the perpetrator believes that alco-
hol leads to disinhibition (e.g., reduction of anxiety), the more likely alcohol is to act 
as a disinhibitor. This is in accordance with Testaʼs (2002) review in which she de-
scribed that modest evidence has been found for an alcohol expectancy effect. 2) 
Alcohol use leads to more liberal norms concerning socially inappropriate behavior, 
which may lead to disinhibition. 3) Pharmacological effects due to alcohol use inter-
fere with processing inhibitory cues, such as a womanʼs refusal to have sex. Addi-
tionally, experimental studies have demonstrated that alcohol intoxication leads 
directly to sexual offending (Testa, 2002). The relationship between illicit drug use 
and sexual offending was studied less often. 
 
Aim of the first part of the thesis 
The aforementioned studies demonstrated that there is a connection between the 
use of different substances and perpetration of various offenses. Several pathways 
have been proposed to explain these relationships. The focus of the first part of this 
thesis is on substance abuse and substance use disorders in different types of of-
fenders.  
 
Part II 
The second part of this thesis focuses specifically on the relationship between IPV 
and substance abuse. As outlined above, substance abuse and IPV are strongly 
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and possibly even causally related. The two frequently co-occur: around 50% of 
patients in domestic violence treatment were diagnosed with substance use disor-
ders (Brown, Werk, Caplan, & Seraganian, 1999; Stuart, Moore, Kahler, & Ramsey, 
2003a; Stuart, Moore, Kahler, & Ramsey, 2003b), which compares to 10% in the 
general population. At the same time IPV perpetration is overrepresented in patients 
in substance abuse treatment. Between 40% and 60% of patients in a relationship 
who were treated for substance abuse committed physical IPV in the year before 
entering treatment year (e.g., Chermack et al., 2008; OʼFarrell & Murphy, 1995; 
Vedel, 2007; Murphy & OʼFarrell, 1994). Compared to the general Dutch population, 
ʻonlyʼ 9% was a victim of any domestic violence (including IPV) in the past five 
years (Van der Veen & Bogaerts, 2010; Van Dijk, Flight, Oppenhuis, & Duesmann, 
1997) whereas 20% of the couples in the US experienced past year IPV (Field & 
Caetano, 2005). 
 
Assessment of substance use disorders 
Since the prevalence rates of substance use disorders in patients in domestic vio-
lence treatment are very high, it is critical to identify substance use disorders in 
patients in IPV treatment. For maximum validity and reliability of diagnoses, it is 
advised to use a (semi-)structured interview to diagnose substance related disor-
ders (Kranzler, Kadden, Babor, Tennen, & Rounsaville, 1996), such as the Struc-
tured Clinical Interview for Axis-I Disorders (SCID-I; First, Spitzer, Gibbon, & Wil-
liams, 2002). To save time, one could first screen patients for substance use disor-
ders and only use a (semi-)structured interview for patients who score above a cer-
tain cut-off in order to formally classify substance use disorders. Several screening 
instruments are available for this purpose, such as the Alcohol Use Disorder Identi-
fication Test (AUDIT; Saunders, Aasland, Babor, De la Fuente, & Grant, 1993), the 
Drug Use Disorder Identification Test (DUDIT; Berman, Bergman, Palmstierna, & 
Schlyter, 2005), the Michigan Alcoholism Screening Test (MAST; Selzer, 1971), and 
the Drug Abuse Screening Test (DAST; Skinner, 1982).  
 
Assessment of IPV perpetration 
For the assessment of perpetration and victimization of IPV, the Conflict Tactics 
Scales (CTS; Straus, 1979) and the more extensive Revised Conflict Tactics Scales 
(CTS2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) are the most used in-
struments worldwide (Straus, 2007). The CTS assesses physical and psychological 
IPV as well as negotiation in case partners disagree; the CTS2 came to include 
scales measuring sexual violence and injuries resulting from IPV. Several studies 
have examined psychometric properties of both CTS and CTS2 and it has been 
found that reliability and validity are in the moderate to high range (e.g., Straus, 
1990; Straus, 2004; Newton, Connelly, & Landsverk, 2001; Straus et al., 1996, 
Vega & OʼLeary, 2004; Tuomi Jones, Ji, Beck, & Beck, 2002). However, the time to 
complete the questionnaires (that contain 39 and 78 items respectively) is consid-
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erable (i.e., 12-15 minutes for the CTS2, according to Straus (2007)). Straus and 
Douglas (2004) developed a shorter version of the CTS2, the CTS2S, but this in-
strument still comprises of 20 items. According to Straus and Douglas (2004), the 
CTS2S takes 3 minutes to complete. However, clinical impressions are that it takes 
considearably longer to complete CTS2 and CTS2S than reported by Straus (2007) 
and Straus and Douglas (2004), particularly in case of IPV. Although several 
screening instruments are available to detect IPV victimization (e.g., the Hurt, Insult, 
Threaten, Scream (HITS); Shering, Sinacore, Li, Zitter, & Shakil, 1998; the Women 
Abuse Screening Tool (WAST); Brown, Lent, Brett, Sas, & Pederson, 2000; and the 
Partner Violence Screen (PVS); Feldhaus et al., 1997), to date, no screeners are 
available to detect IPV perpetration.  
 
Predicting IPV perpetration and victimization in patients in substance abuse 
treatment 
As described earlier in this chapter, IPV perpetration is prevalent in patients in sub-
stance abuse treatment. Also, a substantial proportion of patients in substance 
abuse treatment experienced past year IPV (Chermack et al., 2008; El-Bassel, 
Gilbert, Schilling, & Wada, 2000; El-Bassel et al., 2004; Chermack, Walton, Fuller, & 
Blow, 2001), These findings are consistent since IPV is often reciprocal (Archer 
2000; 2002). Even though IPV is prevalent in patients in substance abuse treat-
ment, only a small number of studies focused on predictors of IPV in this popula-
tion. Factors like younger age, evidence of depression, being in a relationship, 
binge drinking as well as cocaine use in the past four weeks proved to be signifi-
cantly related to past year physical IPV perpetration (Murphy & OʼFarrell, 1994; 
Chermack et al., 2008, Taft et al., 2010, Kachadourian, Taft, OʼFarrell, Doron-La 
Marca, & Murphy, 2012). In addition, evidence of depression and binge drinking in 
the past four weeks were to be found significantly related to past year physical IPV 
victimization (Murphy et al., 2008). Recently, Smith, Homish, Leonard, and 
Cornelius (2012) analyzed data from a large general population survey (NESARC) 
and learned that the relationship between substance use and IPV perpetration var-
ied for different combinations of substances. Being diagnosed with both an alcohol 
and cannabis use disorder likely decreased IPV perpetration compared to being 
diagnosed with either an alcohol or cannabis use disorder alone. Being diagnosed 
with both an alcohol and cocaine use disorder increased the likelihood of IPV perpe-
tration compared to being diagnosed with an alcohol use disorder alone but de-
creased the likelihood of IPV perpetration compared with being diagnosed with a 
cocaine use disorder alone. In conclusion, several risk factors increase the likeli-
hood for IPV perpetration and victimization in substance abusers, but research on 
this subject is still scarce. 
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Treatment addressing IPV perpetration 
As repeatedly stated in this chapter, exposure to IPV has serious detrimental con-
sequences for its victims as well as for children witnessing IPV between parents. 
Since the majority of IPV victims stay with their abusive partner (e.g., Jacobsen, 
Gottman, Gortner, Berns, & Shortt, 1996; Zlotnick, Johnson, & Kohn, 2006), it is 
critical to treat IPV perpetrators in order to put an end to violent behavior. Several 
treatments address IPV perpetration (Babcock & LaTaillade, 2000), but the effec-
tiveness of only three of these has been studied, i.e., 1) ʻtreatmentʼ according to the 
Duluth model (feminist psychoeducation groups), 2) cognitive behavior therapy, and 
3) behavioral couples therapy. Two meta-analyses summarized outcomes of these 
treatments and found effect sizes near zero (Babcock, Green, & Robie, 2004; Feder 
& Wilson, 2005), indicating that these treatments were not effective in reducing IPV.  
 
An explanation for the ineffectiveness of treatments addressing IPV perpetration are 
that differences between IPV perpetrators are not sufficiently taken into account 
(Nederlandse Vereniging voor Psychiatrie, 2010). For example, Holtzworth-Munroe 
and Stuart (1994) found evidence for three types of IPV perpetrators: 1) family-only 
offenders, 2) borderline-dysphoric offenders, and 3) antisocial offenders. Addition-
ally, IPV perpetrators may differ in the presence or absence of substance use dis-
orders. As described above, substance abuse may be causally related to IPV per-
petration (e.g., Leonard, 2005). Based on these facts, several researchers have 
requested to integrate treatment addressing IPV perpetration and substance abuse 
(e.g., Smith Stover, Meadows, & Kaufman, 2009; Klostermann & Fals-Stewart, 
2006; Fals-Stewart & Kennedy, 2005; Stuart, 2005; Leonard, 2001; Klostermann, 
Kelley, Mignone, Pusateri, & Fals-Stewart, 2010; Easton et al., 2007).  
 
Specific aims of the second part of the thesis  
As mentioned above, the second part of this thesis concentrates on IPV perpetra-
tion in relation to substance abuse. The development and validation of a screener to 
detect IPV perpetration and victimization is discussed, and (combinations of) sub-
stance use disorder diagnoses in patients in substance abuse treatment are studied 
as risk factors for IPV perpetration and victimization. Primary aim of the second part 
of the thesis is to investigate the effectiveness of an integrated treatment for sub-
stance abuse and partner violence.  
 
Outline of the thesis 
This thesis addresses the following topics: 
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Part I 
Chapter 2 describes the prevalence of substance use disorders among IPV perpe-
trators in domestic violence treatment in a forensic outpatient clinic. In addition, 
demographics of IPV perpetrators with and without substance use disorders are 
compared. In chapter 3, the prevalence of substance use disorders among perpe-
trators of different crimes (i.e., general violence, IPV, and sex offenses) who seek 
treatment in a forensic outpatient clinic (either voluntary or court-referred) is studied. 
Also, prevalence of substance use disorders and intoxication at the time of the of-
fense are compared among different types of offenders. In chapter 4, the literature 
regarding the prevalence of alcohol and drug abuse among perpetrators of sex 
offenses is reviewed. 

Part II 
Chapter 5 describes the development and validation of the Jellinek Inventory for 
assessing Partner Violence (J-IPV), a screening instrument to assess IPV perpetra-
tion and victimization in patients in substance abuse treatment. Chapter 6 focuses 
on predictors of IPV perpetration and victimization in patients entering substance 
abuse treatment. Specifically, it was investigated whether (combinations of) specific 
substance use disorders increase the likelihood of IPV perpetration and / or victimi-
zation in substance abuse patients in addiction treatment. Chapter 7 presents a 
case study of a patient from a domestic violence treatment facility who received 
integrated treatment for substance use disorders and IPV perpetration. In chapter 
8, the effectiveness of an integrated treatment addressing substance use disorders 
and IPV perpetration in IPV perpetrators in substance abuse treatment is compared 
to the effectiveness of substance abuse treatment with only one session addressing 
IPV. In chapter 9, the effectiveness of an integrated treatment for substance use 
disorders and IPV perpetration is compared to the effectiveness of batterersʼ treat-
ment alone in IPV perpetrators in domestic violence treatment who are diagnosed 
with substance use disorders. Finally, chapter 10 presents an overview of the main 
findings as well as an overall conclusion of this thesis. 
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CHAPTER2
Substance use disorders in 
perpetrators of intimate partner 
violence in a forensic setting

Kraanen, F. L., Scholing, A., & Emmelkamp, P. M. G. (2010). Substance use disorders in perpetrators 
of intimate partner violence in a forensic setting. International Journal of Offender Therapy and 
Comparative Criminology, 54 (3), 430-440.
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Abstract 
The purpose of this study was to investigate the point prevalence of substance use 
disorders in 150 perpetrators of intimate partner violence (IPV) in a forensic setting 
and to compare participants with and without substance use disorders on demo-
graphic and offense related variables. Furthermore, the frequency of IPV perpe-
trated under the influence of substances was investigated. Half the sample (50.0%) 
met diagnostic criteria for at least one substance-related diagnosis. Significantly 
more IPV perpetrators without substance use disorders compared with IPV perpe-
trators with substance use disorders had children living at home and had abused 
their children. Relative to IPV perpetrators without substance use disorders, signifi-
cantly more IPV perpetrators with substance-related disorders were under the influ-
ence of substances at the time of the offense. Results highlight the importance of 
understanding the prevalence of substance use disorders in IPV perpetrators in 
forensic settings. 
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Introduction 
Intimate partner violence (IPV) is a large societal problem in the United States (e.g., 
Feder & Wilson, 2005; Babcock, Green & Robie, 2004) as well as in European 
countries, for example, in the Netherlands (MOVISIE, 2007; van Dijk, Flight, Op-
penhuis & Duesmann, 1997). Research has indicated that IPV is strongly associ-
ated with alcohol abuse and dependence (for a review, see: Klostermann & Fals-
Stewart, 2006). This relationship has been demonstrated in a large variety of popu-
lations. Examples are perpetrators of IPV in the general population (e.g. Cunradi, 
Caetano, & Schafer, 2002), premarital samples (e.g. Leonard & Senchak, 1996), 
emergency department samples (e.g., Kyriacou et al., 1999) and a military sample 
(Pan, Neidig, & OʼLeary, 1994). Furthermore, perpetrators of IPV are largely repre-
sented in patients in treatment for alcohol-related disorders (e.g., Vedel, 2007; 
OʼFarrell, Fals-Stewart, Murphy, & Murphy, 2003; OʼFarrell & Murphy, 1995; Murphy 
& OʼFarrell, 1994). Similarly, alcohol use disorders are overrepresented in IPV per-
petrators entering batterersʼ treatment (Stuart, 2005; Brown, Werk, Caplan, & Sera-
ganian, 1999). Some have even posited that the relationship between IPV and al-
cohol use can be considered a causal one (e.g., Leonard, 2005). This was sup-
ported by randomized controlled trials that indicate that marital violence declined 
significantly after substance abuse treatment (Vedel, Emmelkamp, & Schippers, 
submitted; OʼFarrell, Murphy, Stephan, Fals-Stewart, & Murphy, 2004; OʼFarrell, 
Fals-Stewart, Murphy, & Murphy, 2003; Fals-Stewart, Kashdan, OʼFarrell, & 
Birchler, 2002; OʼFarrell & Murphy, 1995). 
 
Evidence of a correlation between IPV and drug use (disorders) was recently sum-
marized by Moore et al. (2008). They conducted a meta-analytic review to evaluate 
the empirical evidence on the relationship between IPV and drug abuse. They found 
that the illicit drug most strongly linked with IPV was cocaine, followed by marijuana. 
Furthermore, several studies showed that drug-related disorders were overrepre-
sented in IPV perpetrators in batterersʼ treatment. Drug use disorders (excluding 
alcohol use disorders) were present in 18% (Fitch & Papantonio, 1983), 26% (fe-
male sample; Stuart, Moore, Ramsey, & Kahler, 2003), 31% (Stuart, Moore, Kahler, 
& Ramsey, 2003) and 51% (Brown et al, 1999) of the participants, respectively. 
These figures are substantially higher than those of the general population. Unfor-
tunately, exact numbers of the specific kind of drug use disorders the subjects were 
suffering from were not specified. Therefore, the first aim of this study was to exam-
ine the point prevalence of different substance-use disorders in IPV perpetrators in 
treatment for committing IPV in a forensic outpatient clinic at the time of the offense. 
In addition, it was studied how often IPV was perpetrated under the influence of 
substances. Finally, to investigate whether substance related IPV could be distin-
guished from non-substance related IPV, comparisons were carried out between 
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IPV perpetrators with and without substance use disorders on demographic, legal, 
and offense related variables. 
 
Method 
Participants 
Participants were 158 IPV perpetrators who were treated at an outpatient domestic 
violence treatment program at forensic outpatient clinic De Waag in Amsterdam, the 
Netherlands. All IPV perpetrators who entered treatment at De Waag between July 
27th 2006 and August 31st 2007 were included in the study. Participants entered 
treatment because of perpetration of one or more acts of physical violence towards 
people who were their partner or ex-partner at the time of the offense. Of 158 IPV 
perpetrators, 5 (3.2%) dropped out before the intake procedure was completed, 1 
(0.6%) was referred to another forensic outpatient treatment facility and did not 
complete the intake procedure, 1 (0.6%) was in treatment for stalking only, and 1 
(0.6%) had not committed actual IPV, but was in treatment for preventative pur-
poses, leaving 150 (94.9%) participants. Of these 150 participants, 35 (23.3%) en-
tered treatment voluntarily, 40 (26.7) entered treatment semi-voluntarily (i.e., en-
tered treatment voluntarily but were awaiting a trial because of IPV perpetration) 
and 75 (50.0%) were court-ordered to follow treatment addressing IPV. Almost all 
participants (N = 142; 94.7%) were male; the mean age was 37.8 years (SD = 
9.75). 
 
Procedure 
The patient files of all eligible participants were studied to gather the necessary 
data. All patients who receive treatment at De Waag consent that their files can be 
used anonymously for research purposes. An important document was the report of 
the intake. The intake, which is carried out by a psychologist or a psychiatrist, nor-
mally lasts about 60 minutes and is an extensive screening of relevant topics and 
possible contraindications for treatment at De Waag. Different areas are systemati-
cally questioned about, using a semi-structured interview. These include the offense 
the participants committed, criminal history, family of origin, the education partici-
pants received, working history, and substance use. Finally, DSM-IV-TR (American 
Psychiatric Association, 2000) diagnoses are made. After the intake, all diagnoses 
(including substance use disorder diagnoses) are discussed and formally estab-
lished in an intake meeting consisting of licensed mental-health psychologists, psy-
chotherapists and psychiatrists. The participant and / or his family are not present at 
this meeting.  
 
The substance-related diagnoses made by the clinicians during the intake proce-
dure were examined by the first author, who has a masterʼs degree in clinical psy-
chology. The diagnoses were verified by using data from the patient file as well as 
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other sources, such as police reports, probation reports and earlier psychological or 
psychiatric assessments. Diagnoses could be adjusted if justified on the basis of 
these sources of information. Diagnoses were adjusted in a few cases (N = 10; 
6.7%) and adjustments were only made when participants had received a sub-
stance use disorder diagnosis in remission at intake, while at the time of the offense 
the substance use disorder was still present. Furthermore, the files of 75 partici-
pants (50.0%) were selected at random and studied by a masters-level clinical psy-
chology student to assess for substance-related disorders. To our opinion, a ran-
dom sample selection was enough to determine inter-rater reliability. Inter-rater 
reliability (Cohenʼs kappa) was calculated for the 75 files examined by two raters 
(first author and student) to assess the reliability of the substance-related diagnoses 
made.  
 
Treatment of data 
Inter-rater reliability (Cohenʼs kappa) was calculated for alcohol abuse and depend-
ence, cannabis abuse and dependence and cocaine abuse and dependence. For 
the remaining variables it was not possible to calculate Cohenʼs kappa due to the 
low prevalence of the specific substance use disorders. The calculations yielded the 
following results. For alcohol abuse: κ = .86; for alcohol dependence: κ = .80; for 
cannabis abuse: κ = .86; for cannabis dependence: κ = .88; for cocaine abuse: κ = 
.57 and for cocaine dependence: κ = .79. According to Landis and Koch (1977) 
most data demonstrated substantial (alcohol dependence and cocaine dependence) 
to almost perfect (alcohol abuse, cannabis abuse and cannabis dependence) inter-
rater agreement. Cocaine abuse demonstrated moderate inter-rater agreement.  
 
Table 1. Point prevalence of substance related disorders in perpetrators of IPV in 
domestic violence treatment at the time of the offense. 
 
 

 
 
 
 
 

 
 
Dep. = dependence; ¹ participants in the poly-substance abuse category applied for 2 or more alcohol / 
drug abuse diagnoses; participants in the poly-substance dependence category applied for at least 1 
alcohol / drug dependence diagnosis and at least 1 other alcohol / drug related diagnosis. NB: It is pos-
sible for participants to fulfill diagnostic criteria for more than one substance related disorder. Therefore, 
columns cannot be added up vertically. 50% of the total population qualified for at least 1 substance 
related diagnosis.
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Results 
Prevalence of substance use disorders 
Based upon the files of IPV perpetrators, 50.0% of the total sample (N = 75) fulfilled 
criteria for one or more substance use disorders. 28.0% of IPV perpetrators (N = 
42) qualified for alcohol abuse, 11.3% (N = 17) for alcohol dependence, 16.7% (N = 
25) for any drug abuse diagnosis and 11.3% (N = 17) for any drug dependence 
diagnosis. In Table 1, the point prevalence of substance-related disorders in perpe-
trators of IPV in treatment is shown. 
 
Group differences between IPV perpetrators with and without substance use 
disorders 
Demographic background variables 
Based upon the results described above, the total sample was split into two groups: 
one group consisted of participants with substance-related diagnoses (N = 75); the 
other consisted of participants without substance use disorders (N = 75). Demo-
graphic background variables for participants in both groups are displayed in Table 
2 and were compared using the chi-square test (gender, employment, ethnicity, 
marital status, relationship intact), the Mann-Whitney test (level of education) and 
the independent samples t-test (age). Chi-square was not calculated for the variable 
ʻchildren living at homeʼ given the low number of subjects (more than 20% of the 
cells have an expected count of less than 5). Only one difference between the two 
groups was found: significantly more IPV perpetrators without substance use disor-
ders had children living at home (N = 50; 66.7%) compared with IPV perpetrators 
with substance use disorders (N = 38; 50.7%; X² = 3.86; p = .05). 
 
Legal and offense related variables 
In Table 3, other variables for perpetrators of IPV with and without substance use 
disorders are displayed. To gather information about these variables, all available 
information was used: self-reports, partner reports, and police and probation re-
ports. Chi-square analyses were used to examine the difference between groups. 
Two trends between the two groups were found. Non-significant trends showed that 
more IPV perpetrators with substance use disorders had used a weapon against 
their (ex-)partner (N = 11; 14.7%) or threatened to use a weapon against their (ex-) 
partner (N = 11; 14.7%) compared with IPV perpetrators without substance use 
disorder (N = 4; 5.4%; X² = 3.63; p = .06 and N = 4; 5.4%; X² = 3.63; p = .06, re-
spectively).  
 
IPV perpetrated under the influence of substances 
Lastly, it was investigated how many participants were under the influence of sub-
stances at the time of the offense. Table 4 displays intoxication at the time of the 
offense for perpetrators of IPV with and without substance-related disorders. Chi-
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square analyses were used to examine the differences between the two groups. 
Significantly more IPV perpetrators without substance use disorders (N = 69; 
92.0%) were not intoxicated at the time of the offense compared with perpetrators 
with substance use disorders (N = 29; 38.7%; X² = 48.10; p = .00). Significantly 
more IPV perpetrators with substance use disorders were under the influence of 
alcohol (N = 34; 45.3%) compared with IPV perpetrators without substance-related 
disorders (N = 5; 6.7%; X² = 29.14; p = .00). This was also true for being under the 
influence of any substance (including alcohol; N= 46; 61.3% versus N=6; 8.0%; X² = 
47.10; p = .00). For being intoxicated by other substances, no chi-square analyses 
could be performed given the low number of subjects per cell (more than 20% of the 
cells have an expected count of less than 5). 
 
Table 2. Demographic background variables for perpetrators of IPV in domestic 
violence treatment with and without substance use disorder.  
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 

¹ at the time of the intake procedure; ² low = finished only primary school or lower; middle = finished high 
school; high = finished higher education; ³ at the time of the offense; 4 Living Apart Together-relationship; 
* = p < .05. 
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Table 3. Legal and offense related variables for perpetrators of IPV in domestic 
violence treatment with and without substance use disorders. 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
DV = domestic violence; ¹ = all participants included in the study committed IPV, some of them addition-
ally made other victims, i.e., their children or other outside the family. 
 
Table 4. Intoxication at the time of the offense for perpetrators of IPV in domestic 
violence treatment with and without substance use disorders per substance.  

 
 
 
 
 

 
 
 
 

* = p < .05. 
 
Discussion  
This is the first study that differentiated between different kinds of substance use 
disorders in perpetrators of IPV in domestic violence treatment. Twenty-eight per-
cent of IPV perpetrators qualified for alcohol abuse, 11.3% for alcohol dependence, 
16.7% for drug abuse and 11.3% for drug dependence. More specifically, 10.7% of 
the sample was diagnosed with cannabis abuse, 7.6% with cannabis dependence, 
7.3% with cocaine abuse, 5.3% with cocaine dependence diagnostic criteria for 
amphetamine use disorders is not due to selection bias, but rather a reflection of 
low prevalence numbers of the disorder in the Netherlands (Rodenburg, Spijker-
man, Van den Eijnden, & Van de Mheen, 2007). In sum, 50.0% of the participants 
received one or more substance use disorder diagnoses. This percentage seems 
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somewhat lower than percentages found in similar studies conducted in the U.S. 
Brown and colleagues (1999) reported that 63.3% of 53 men admitted to a domestic 
violence treatment program fulfilled diagnostic criteria for any substance-related 
diagnosis; Fitch and Papantonio (1983) studied a group of 188 men who partici-
pated in counseling for battering men and found that 59% abused alcohol and 18% 
abused illicit drugs. However, the actual prevalence of substance use disorders in 
the current study might be underestimated. Over one-fourth of the total sample en-
tered domestic violence treatment "semi-voluntarily", meaning that they were await-
ing their trial at the time of the intake session. For that reason, they may have de-
nied or minimized substance use problems. Relative to national norms, however, 
the present study pointed out that substance use disorders are highly overrepre-
sented in the domestic violence treatment sample. By way of comparison: a large 
Dutch national household survey (NEMESIS; N = 7076) pointed out that the 1-
month prevalence was 2.5% for alcohol abuse, 2.7% for alcohol dependence, 0.3% 
for dug abuse and 0.7% for drug dependence; 5.8% qualified for any substance-
related disorder in the past month (Bijl, Ravelli, & Van Zessen, 1998).  

 
There were not many differences between IPV perpetrators with and without sub-
stance use disorders on demographic, legal and offense related variables, except 
that compared with perpetrators with substance use disorders, more perpetrators 
without substance use disorders had children living at home. Furthermore, there 
were two non-significant trends indicating that more IPV perpetrators with sub-
stance use disorders had used or threatened to use a weapon against their (ex-) 
partners compared with IPV perpetrators without substance use disorders. 
 
Besides substance use disorders being highly prevalent in the studied sample, over 
one-third of the population was under the influence of alcohol or drugs at the time of 
the offense. Significantly more IPV perpetrators with substance use disorders were 
intoxicated at the time of the offense compared with IPV perpetrators without sub-
stance use disorders. These numbers were somewhat higher than numbers of a 
Dutch national police study, in which 20.7% of IPV perpetrators was under the influ-
ence of alcohol and 6.9% under the influence of other illicit drugs (Ferwerda, 2007). 
However, the number of perpetrators under the influence of substances at the time 
of the offense in the present study is probably even underestimated. Not every file 
contained information on whether or not the perpetrator was intoxicated at the time 
of the offense. If this information was not provided, it was assumed conservatively 
that perpetrators were sober. 
 
The present study corroborates the relationship between alcohol use (disorders) 
and IPV in a forensic sample. However, there is still a discussion about the nature 
of this relationship. Three models have been proposed to explain the association 
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between alcohol use and IPV: the spurious model, the indirect effects model, and 
the proximal effects of alcohol model (Leonard & Quigley, 1999). According to the 
spurious model, alcohol use is related to IPV because these variables are associ-
ated to other factors that influence both drinking and violence. The indirect effects 
model maintains that alcohol use harms the relationship and on the long-term cre-
ates a conflictious environment that facilitates IPV. The proximal effects model pos-
its that alcohol intoxication is a contributing cause of IPV (Leonard & Quigley, 1999). 
There is still no consensus about which model should prevail, although most sup-
port has been found for the proximal effects of alcohol model (Leonard, 2005). 
 
Less is known about the relationship between IPV and drug use (disorders). There 
is a growing body of evidence that cocaine use (disorders) and IPV are positively 
correlated (for a meta-analytic review, see: Moore et al., 2008). In addition, Fals-
Stewart, Golden, and Schumacher (2003) found a temporal relationship between 
the use of cocaine and the perpetration of IPV. The present study consistently dem-
onstrated that cocaine use disorders are highly prevalent in perpetrators of IPV. The 
association between cannabis use (disorders) and IPV is less clear. Several studies 
demonstrated a relationship between cannabis use and IPV (for reviews, see: 
Moore et al., 2008; Moore & Stuart, 2003). The present study also showed that 
cannabis use disorders are highly prevalent in IPV perpetrators compared to the 
general Dutch population (Bijl et al., 1998). However, the study conducted by Fals-
Stewart et al. (2006) failed to show a temporal relationship between cannabis use 
and IPV. Moore et al. (2008) hypothesized that cannabis use may be connected to 
IPV not by the direct intoxicating effects of the drug, but rather via withdrawal from 
the substance. Their theory is supported by previous research, showing that during 
withdrawal from cannabis, study participants reported greater irritability (for a re-
view, see Smith, 2002). It would be interesting to test this hypothesis.  
 
Although this study pointed out that substance use disorders are highly prevalent in 
IPV perpetrators, it had several limitations. Firstly, the study relied on self-report 
measures of participantsʼ substance use. Future research should include collateral 
reports of substance use as well. Furthermore, the study was conducted in only one 
location. Therefore, the generalizability of the results can be doubted. It is recom-
mended to include participants from other locations as well. Lastly, no structured 
interview was used to assess alcohol and drug use disorders. Future research 
would be improved by including a structured interview to diagnose these disorders.  
 
Overall, the study showed high rates of substance use disorders in perpetrators of 
IPV. As mentioned above, previous research indicated that traditional batterer inter-
vention programs have not been very effective in treating IPV perpetrators (Babcock 
et al., 2004; Feder & Wilson, 2005), while substance abuse treatment alone was 
relatively successful in doing so (e.g., Vedel et al., submitted). Easton et al. (2007) 
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took up this need and compared, in a pilot study, a combined substance use-
domestic violence treatment to AA-attendance in IPV perpetrators referred to sub-
stance abuse treatment facilities. The outcome showed promising results in favor of 
the combined treatment. Keeping these results in mind, it is important to pay atten-
tion to substance use in IPV perpetrators in forensic settings. 
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CHAPTER3
Substance use disorders in forensic 
psychiatry: Differences among different 
types of offenders

Kraanen, F. L., Scholing, A., & Emmelkamp, P. M. G. (2012). Substance use disorders in forensic 
psychiatry: differences among different types of offenders. International Journal of Offender Therapy 
and Comparative Criminology, 56 (8), 1201-1219.
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Abstract 
This is the first study that compared different types of offenders in forensic outpa-
tient treatment (i.e., offenders of general violence (GV), intimate partner violence 
(IPV), sex crimes, and ʻother offensesʼ such as drug smuggling and property 
crimes) regarding the prevalence of substance use disorders at the time of the of-
fense. In total, 35.8% of participants (N = 187) were diagnosed with any substance 
use disorder. Specifically, 61.5% of GV perpetrators, 30.9% of IPV perpetrators, 
9.1% of sex offenders, and 26.7% of ʻother offendersʼ were diagnosed with sub-
stance abuse or dependence. More GV offenders and less sex offenders fulfilled 
diagnostic criteria for a substance use disorder. Furthermore, 29.9% of the offend-
ers were intoxicated by substance at the moment they committed the offense 
(48.5% of GV perpetrators, 25.0% of IPV perpetrators, 17.4% of sex offenders and 
21.0% of ʻother offendersʼ). More GV perpetrators were intoxicated during the of-
fense. Since there is a clear association between substance abuse and criminal 
behavior, substance abuse in offenders should be assessed and, if present, be 
treated. 
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Introduction 
In the past year, 5.6% of the Dutch population was diagnosed with any substance 
use disorder (De Graaf, Ten Have, & Van Dorsselaer, 2010). Somewhat higher 
prevalence figures were found in the U.S., where 8.5% was diagnosed with an al-
cohol use disorder and 2.0% with a drug use disorder in the past 12 months. In the 
offender population, these numbers have been found to be remarkably higher. 
Many studies reported that substance use disorders were overrepresented in crimi-
nal populations, such as offenders in prison (e.g., Brooke, Taylor, Gunn, & Maden, 
1998) and forensic psychiatry (e.g., Leue, Borchard, & Hoyer, 2004). Particularly, 
physical assault outside the family (general violence; GV), intimate partner violence 
(IPV), and sex offenses have often been connected to substance abuse. The rela-
tionship between these offenses and the abuse of substances is discussed in more 
detail below.  
 
The association between substance abuse and GV has been recognized for a 
number of decades (Boles & Miotto, 2003). For example, over half of the patients in 
substance abuse treatment reported physical violence toward a nonpartner in the 
year prior to treatment (Murray et al., 2008; Chermack, Fuller, & Blow, 2000). IPV is 
also connected to substance abuse, particularly alcohol misuse (e.g., Li et al., 2010; 
McKinney, Caetano, Rodriguez, & Okoro, 2010; Zalesky et al., 2010; Chermack et 
al., 2008; Foran & OʼLeary, 2008; Thompson & Kingree, 2006; Lipsky, Caetano, 
Field, & Larkin, 2005; Lipsky, Caetano, Field, & Bazargan, 2004). Research has 
shown that 40-60% of male alcohol abusers entering treatment for substance abuse 
reported one or more incidents of physical IPV in the year prior to treatment (e.g., 
Chermack et al., 2008; Vedel et al., 2007; O'Farrell & Murphy, 1995; Murphy & 
OʼFarrell, 1994). The opposite was found as well: alcohol misuse was overrepre-
sented in IPV perpetrators in domestic violence treatment (e.g., Brown et al., 1999; 
Stuart, Moore, Kahler, & Ramsey, 2003a; Kraanen, Scholing, & Emmelkamp, 2010). 
A number of studies investigated the effect of alcohol abuse treatment on IPV and 
found that a decrease in alcohol use resulted in a decrease in IPV in men in alco-
holism treatment (e.g., Vedel, 2007; Stuart et al., 2003; OʼFarrell & Murphy, 1995). 
Two years after treatment this effect was still evident in participants that were absti-
nent from alcohol but not in those who had relapsed (OʼFarrell, Van Hutton, & Mur-
phy, 1999). In addition, a recent meta-analysis showed that drug use, particularly 
the use of cocaine and marijuana, was connected to IPV (Moore et al., 2008). Fi-
nally, approximately one third of IPV perpetrators in domestic violence treatment 
were diagnosed with any drug use disorder (Kraanen et al., 2010; Stuart, Moore, 
Ramsey, & Kahler, 2003b; Brown et al., 1999; Fitch & Papantonio, 1983).  
 
Sexual aggression is also connected with substance abuse. A recent review 
showed that about half of the sex offenders had a history of any substance abuse 
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(Kraanen & Emmelkamp, 2011). The relationship between alcohol use and sexual 
aggression has been the subject of many studies (for reviews, see: Testa, 2004; 
Testa, 2002; Abbey, Zawacki, Buck, Clinton, & McAuslan, 2001; Seto & Barbaree, 
1995). Testa (2002) found in prevalence studies a modest correlation between al-
cohol abuse and committing sex offenses. However, in event-based studies (that 
studied whether alcohol was used at the same time as the sex offense was commit-
ted) mixed evidence was found for a relationship between alcohol use and sexual 
aggression. Experimental studies revealed evidence of a direct, pharmacological 
effect of alcohol on committing sex offenses, as well as modest evidence for the 
existence of an "alcohol expectancy effect". The latter means that people decide to 
drink alcohol because they expect a certain outcome, for example, that drinking 
alcohol makes it easier to approach women and increases aggressive behavior. 
This may lead to sexual harassment (Testa, 2002).  
 
The above summary shows that different substances are linked to violent behavior. 
Most research focused on the alcohol-violence nexus and showed evidence for a 
temporal, and perhaps even a causal, relationship between the use of alcohol and 
violent behavior (e.g., Chermack & Giancola, 1997; Boles & Miotto, 2003; Hoaken & 
Stewart, 2003; Murdoch, Pihl, & Ross, 1990). Other substances, such as benzodi-
azepines, opiates, cocaine, amphetamine, and phencyclidine (PCP), were also 
found to be associated with violent behavior (Hoaken & Stewart, 2003). Mixed re-
sults were found regarding the association between cannabis use and aggressive 
behavior: cannabis intoxication was associated with a decrease in violent behavior 
(Boles & Miotto, 2003; Hoaken & Stewart, 2003) whereas withdrawal from cannabis 
was associated with increased aggressive behavior (Hoaken & Stewart, 2003).  
 
Although the relationship between substance abuse and violent offenses has often 
been investigated, to our knowledge, most researchers (except Karberg & James, 
2005; Oliemeulen, Vuijk, Rovers, & Van den Eijnden, 2007; see below) studied of-
fenders either with one type of criminal behavior (mostly IPV) or with different types 
of criminal behavior but without comparing the subgroups with each other (e.g., 
Watzke, Ullrich, & Marneros, 2006). However, comparison of substance (mis)use 
among different offender groups may give important information about differences in 
types and functions of substance (mis)use, which in turn may have implications for 
assessment and treatment. For example, substance abuse may be causally related 
to IPV (Leonard, 2001), whereas disinhibition as a result of substance use may play 
a role in the relationship between substance abuse and sex offenses (for further 
details, see Seto & Barbaree, 1995). Also, substance abusers may engage in eco-
nomically oriented crime to support substance use (Goldstein, 1985). 
 
In addition, most studies on this topic share some limitations. First, many studies 
concentrated on the prevalence of alcohol but not drug use disorders in offenders. 
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Second, if studies did investigate drug use disorders in offenders, they often did not 
differentiate between the different types of drugs that were used. Third, the majority 
of previously conducted studies diagnosed lifetime instead of substance use disor-
ders at the time of the offense. Lifetime substance abuse, however, does not imply 
a temporal connection between substance abuse and criminal behavior. Fourth, 
many studies used screening instruments to assess substance abuse that tend to 
overestimate the prevalence of substance abuse (Hendriks, 2009) or studied files 
retrospectively to assess substance abuse instead of using structured interviews. 
Finally, the two studies we found that did compare more than two different types of 
offenders with one another with regard to the prevalence of substance related dis-
orders (Karberg & James, 2005; Oliemeulen et al., 2007) were conducted in prison 
and not in a forensic treatment facility. It is unclear whether their results can be 
generalized to treatment settings. Moreover, Karberg and Jamesʼs (2005) and 
Oliemeulen et al.ʼs (2007) studies did not treat IPV perpetrators as a separate cate-
gory. 
 
Different from previous research, this study examined, apart from substance abuse 
in IPV perpetrators, substance use disorders in offenders of GV, sex crimes and 
ʻother crimesʼ as well. Instead of file research, participants were firstly screened for 
alcohol and / or drug abuse; subsequently substance use disorders were assessed 
using a valid structured clinical interview. Not only alcohol or drug use disorders 
without distinguishing between different types of drugs were examined, but also 
specific drug use disorder diagnoses, such as cannabis abuse and dependence. 
Further, different from other studies, substance use disorders were (retrospectively) 
assessed at the time of the offense, instead of current or lifetime substance use 
disorders. Taking the shortcomings from our previous study and the limitations of 
other prior research in consideration, this study aimed to answer the following ques-
tions: 1) what is the prevalence of specific substance use disorders at the time of 
the offense in forensic psychiatric outpatients? 2) Is there a difference in the preva-
lence of substance use disorders at the time of the offense among different types of 
offenders in forensic outpatient treatment, i.e., offenders of GV, offenders of IPV, 
sex offenders and ʻother offendersʼ? And 3) How often were offenders intoxicated 
by substances at the moment they committed the offense and are there differences 
among different offenders in intoxication at the moment of committing the offense?  
 
Method 
Participants 
All male patients of 18 years or older (mean age = 32.79; s.d. = 11.26) entering 
treatment at a forensic psychiatry outpatient clinic (De Waag) in Amsterdam, the 
Netherlands, between October 20th 2008 and April 20th 2009, were included (N = 
295). In the Dutch Justice system, judges very often oblige offenders to follow out-
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patient treatment aimed at reducing dynamic risk factors, often in combination with 
prison sentence and money penalties. De Waag is by far the largest forensic outpa-
tient clinic in the Netherlands, with nine centers in the west of the country (Amster-
dam is the second in size), and offers multidisciplinary treatments for offenders. 
Treatments are mainly cognitive behavior therapy, if necessary supplemented with 
pharmacotherapy. Most participants were court referred to forensic psychiatric 
treatment (N = 155; 59.8%). Part of them already finished a prison sentence; others 
received a conditional sentence (they had to finish treatment with good results in 
order to avoid being put in prison). Furthermore, 30 participants (11.6%) were in 
treatment semi-voluntary, i.e., were awaiting trial. Seventy-four participants (28.6%) 
were in treatment voluntarily, i.e., had indeed committed a crime, but were not 
charged with the crime. The voluntary group had engaged in criminal behavior but 
had (at least this time) not been charged with or was not convicted of an offense. 
Crimes that were committed by voluntary patients ranged from less severe crimes 
to as severe crimes as committed by patients who were court referred to or semi-
voluntarily in treatment. So, the total group was characterized by a broad range in 
severity of criminal behavior and was representative of the forensic population in 
the Netherlands. Participants consisted of four different types of offenders, i.e., per-
petrators of GV, perpetrators of physical IPV, sex offenders (including child pornog-
raphy downloaders), and ʻother offendersʼ (e.g., offenders of drug smuggling, prop-
erty crimes, other domestic violence, arson, etcetera). A random sample selection 
of 33 participants that was representative for both committed crime and legal status 
(in treatment voluntarily, semi-voluntarily or court-ordered) showed that the average 
time between committed crime and intake was 11.9 months (s.d. = 10.48). Partici-
pants did not receive compensation for participating in the study. 
 
Measures 
Screening questionnaires. To screen for alcohol abuse, the Alcohol Use Disorder 
Identification Test (AUDIT; Saunders, Aasland, Babor, De la Fuente, & Grant, 1993) 
was used. The AUDIT consists of 10 questions that are scored on a 5-point scale 
ranging from 0 - 4. The maximum score is 40. The AUDIT has been studied exten-
sively and has shown good reliability (Reinert & Allen, 2002) and validity (Allen, 
Litten, Fertig, & Babor, 1997). The cut-off score was set at 6 for men instead of 8 
(Saunders et al. 1993) to enhance sensitivity, because individuals in forensic psy-
chiatry tend to underreport their substance use (Golub, Liberty, & Johnson, 2005; 
Sloan, Bodapati, & Tucker, 2004). For women, the cut-off score was set at 4, as 
recommended by the National Institute on Alcohol Abuse and Alcoholism (NIAAA, 
2007). Participants were orally instructed to report about their pattern of alcohol use 
at the time of the offense when completing the AUDIT. An additional question, that 
asked whether participants had used any substance at the moment of the offense, 
was added. If participants answered “yes”, they were asked which substance(s) 
they were intoxicated by. 
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To screen for drug abuse, the Drug Use Disorder Identification Test (DUDIT; Ber-
man, Bergman, Palmstierna, & Schlyter, 2005; Dutch translation: Kraanen & Flut-
tert, 2008) was used. The DUDIT consists of 11 questions that are scored on a 5 
point scale ranging from 0 - 4. The maximum score is 44. Reliability was found to be 
good (Berman et al., 2005). Similar to the AUDIT, in order to enhance sensitivity, 
the cut-off score for men was set at 4 and for women at 2, which are somewhat 
lower cut-off scores than suggested by Berman et al. (i.e., 6 for men and 4 for 
women). As with the AUDIT, participants were orally instructed to report about their 
pattern of drug use at the time of the offense when completing the DUDIT.  
 
Diagnostic interviews. In patients who scored at cut-off or above cut-off on AUDIT 
and DUDIT, substance use disorders (abuse and dependence) were assessed with 
the Dutch version of the substance use disorders module (module E.) from the 
Structured Clinical Interview for DSM-IV Axis-I Disorders (SCID-I; First, Spitzer, 
Gibbon, & Williams, 1996; Dutch translation: Van Groenestijn, Akkerhuis, Kupka, 
Schneider, & Nolen, 1998). Validity and reliability of the SCID-I module E. are good 
(Kranzler, Kadden, Babor, Tennen, & Rounsaville, 1996). Because we were inter-
ested in substance use disorders at the time of the offense, the SCID was con-
ducted according to the manual and after every question there was asked whether 
the symptom was present or absent at the time of the offense. E.g., after asking the 
question “Have you often found that when you started drinking you ended up drink-
ing much more than you were planning to?”, there was asked “And at the time of the 
offense?”.  
 
Procedure 
At the end of the intake session, participants were asked to fill out the AUDIT and 
DUDIT. Participants were specifically instructed to report about their pattern of sub-
stance use at the time of the offense. If participants obtained the cut-off score or 
higher on AUDIT and / or DUDIT and / or if they reported being intoxicated at the 
moment they committed the offense, they were invited to participate in the SCID-I 
interview. Demographics were extracted from patientsʼ files. No informed consent 
had to be obtained, because it is standard procedure to diagnose substance related 
disorders in patients entering treatment at De Waag. Besides, all patients receiving 
treatment at De Waag consent that their files can be used anonymously for re-
search purposes.  
 
Data analysis 
Categorical demographic variables, as well as the proportion of offenders that 
scored at cut-off or above cut-off on AUDIT and DUDIT, substance use disorder 
diagnoses and intoxication at the moment of committing the offense were compared 
with one another using Chi-square and Fisherʼs exact tests (depending on numbers 
per cell). If Chi-square or Fisherʼs exact tests were significant, standardized residu-
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als were used to identify which offender-group scored significantly higher or lower 
than expected. To control for Type I error, Bonferroni correction was used when 
comparing substance use disorders among different types of offenders. Since all 
data we collected were not distributed normally (also after transformation proce-
dures as described by Field, 2009, p. 155), Kruskal-Wallis tests were used to com-
pare offenders with regard to age, education, and AUDIT and DUDIT scores. If 
Kruskal-Wallis tests were significant, Mann-Whitney tests with Bonferroni correction 
were used for post-hoc analyses, resulting in the use of p < .008.  
 
Results 
Demographics 
Of the 295 participants, 48 participants (16.3%) did not complete the screeners for 
logistic reasons, 5 participants (1.7%) were not able to complete questionnaires and 
5 participants (1.7%) refused to complete the questionnaires. In total, 237 (80.3%) 
participants completed both screeners. For a complete overview of participants per 
phase of the study, see Figure 1. Differences between dropouts and completers 
were analyzed with Chi-square tests (type of committed crime, cultural identity) and 
Mann-Whitney tests (age). No statistically significant differences between groups 
were found.  
 
Table 1 displays demographic and legal variables among perpetrators of 4 different 
offenses, i.e., GV, IPV, sex offenses, and ʻother offensesʼ. Several between group 
differences were found. Offenders differed significantly from one another regarding 
age (H (3) = 28.94, p = .00). Perpetrators of IPV were significantly older than perpe-
trators of GV (U = 1902.00, p = .00) and ʻother offendersʼ (U = 1679.00, p = .00) and 
sex offenders were significantly older than perpetrators of IPV (U = 610.00; p = .01), 
GV (U = 370.00, p = .00) and ʻother offendersʼ (U = 350.00; p = .00). Also after Bon-
ferroni correction (p < .008) these results remained significant. Offenders also dif-
fered significantly regarding cultural identity (X² (3) = 22.55; p = .01); more partici-
pants with the Dutch and less participants with the Surinam / Antillean and Turkish / 
Moroccan cultural identity had committed sex crimes. In addition, differences were 
found regarding legal status (X² (6) = 14.40; p = .03); more sex offenders were in 
treatment semi-voluntarily.  
 
AUDIT and DUDIT scores among different types of offenders 
In Table 2 mean AUDIT and DUDIT scores for perpetrators of different types of 
offenses as well as the proportion of offenders that scored above the cut-off score 
on the AUDIT and / or DUDIT are displayed. The mean AUDIT score was 5.91 (s.d. 
= 6.26). No differences were found with regard to mean AUDIT scores as well as 
the proportion of participants that scored above the cut-off score among different 
types of offenders. 
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The mean DUDIT score was 5.00 (s.d. = 8.40). Offenders differed significantly with 
regard to DUDIT scores (H (3) = 17.49; p = .00). Post hoc analyses showed that GV 
perpetrators obtained significantly higher DUDIT scores than IPV perpetrators (U = 
2006.00; p = .00), sex offenders (U = 485.50; p = .00), and ʻother offendersʼ (U = 
1580.50; p = .00). These results remained significant after Bonferroni correction (p 
< .008). Also, offenders differed in the proportion of participants that scored above 
the cut-off score (X² (3) = 11.71; p = .01); more GV perpetrators scored above the 
cut-off score. 
 
Figure 1. Percentages of patients during different phases in the study. 

 
 

 
 

 
 

 
 

 
 

 
Intoxication at the moment of committing the offense among different types 
of offenders
Table 3 shows that 29.9% of offenders were intoxicated by any substance when 
committing the offense. An omnibus test showed that offenders differed significantly 
from one another regarding the substance they were intoxicated by at the time of 
the offense (X² (12) = 23.07; p = .03); more GV perpetrators and less ʻother offend-
ersʼ were intoxicated by alcohol. When there was distinguished between whether 
participants were and were not intoxicated by any substance, there were also dif-
ferences among offenders (X² (3) = 15.88; p = .00); more GV perpetrators were 
intoxicated at the time of the offense. 
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Table 1. Demographic and legal variables among different types of male offenders.  
 
 
 
 

 
 
 
 
 

 
 
 
 
 
Off. = offenses; 1 Perpetrators of IPV were significantly older than GV perpetrators and ʻother offendersʼ
and sex offenders were significantly older than GV perpetrators, IPV perpetrators and ʻother offendersʼ (p 
< .008). 2 More participants with the Dutch, and less participants with the Surinam / Antillean and Turkish 
/ Moroccan cultural identity were in treatment for committing sex crimes (p < .05). 3 More sex offenders 
were in treatment semi-voluntarily (p < .05).
 
Table 2. AUDIT and DUDIT scores among different types of offenders. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Off. = offences; 1 GV perpetrators DUDIT-scores were significantly higher than DUDIT-scores of IPV 
perpetrators, sex offenders and ʻother offendersʼ (p < .008). 2 More violent offenders scored above the 
DUDIT cut-off score (p < .05).  
 
The prevalence of substance use disorders among different types of offend-
ers at the time of the offense
In total, 136 of 237 participants (57.4%) were eligible for the SCID-I interview; 86 of 
these 136 participants (63.2%) completed the interview. Fifty participants did not 
complete the interview because of the following reasons: 30 participants (22.1%) 
did not return to De Waag after completing the AUDIT and DUDIT, with 17 partici-
pants (12.5%) the SCID-I interview could not be scheduled, and 3 participants 
(2.2%) did not complete the interview for other reasons. Chi-square tests showed 
that dropouts and completers did not differ significantly regarding the crime they 
had committed and their cultural identity. However, other variables did differ signifi-
cantly among dropouts and completers. Given the non-normality of the data, the 
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non-parametric Mann-Whitney test was used to compare age between dropouts 
and completers. The test showed that dropouts were significantly younger (M = 
29.34 (8.38)) than completers (M = 33.62 (11.98); U = 4500.50; p = .04). Also, legal 
status differed among dropouts and completers (X² (2) = 6.53; p = .04) whereas 
more dropouts were in treatment voluntarily. Thirdly, more dropouts (46.9%) than 
completers (23.8%) of the SCID-interview were intoxicated at the time of the offense 
(X² (1) = 10.47; p = .00). Furthermore, dropouts of the SCID-interview obtained 
higher mean AUDIT scores (M = 8.66 (7.72)) than completers (M = 5.01 (6.00); U = 
3484.00; p = .00)) as well as higher mean DUDIT scores (M = 8.74 (10.03)) than 
completers (M = 3.68 (7.25); U = 3363.50; p = .00).  
 
Table 3. Intoxication at the moment of committing the offense among different types 
of offenders. 
 
 
 
 
 
 
 
 

 

 

 
Off. = offenses; 1 More GV perpetrators and less ʻother offendersʼ were intoxicated by alcohol at the 
moment they committed the offense (p < .05). 2 More GV perpetrators were intoxicated by any substance 
at the moment they committed the offense (p < .05).  

Results from participants that completed the SCID-I interview are displayed in Table 
4. Of the total population, 35.8% was diagnosed with any substance use disorder at 
the time of the offense. Specifically, 27.3% was diagnosed with an alcohol use dis-
order, 20.3% with a cannabis use disorder, 5.3% with a cocaine use disorder. When 
abuse and dependence of different substances among different types of offenders 
were compared separately, the prevalence of alcohol (X² (6) = 21.28; p = .00) and 
cannabis (X² (6) = 16.78; p = .00) related disorders at the time of the offense dif-
fered significantly among offenders; more GV perpetrators and less ʻother offendersʼ 
were diagnosed with alcohol dependence and more GV perpetrators were diag-
nosed with cannabis dependence at the time of the offense. Furthermore, the 
prevalence of any alcohol related disorder (abuse or dependence) at the time of the 
offense differed significantly among different types of offenders (X² (3) = 18.21; p = 
.00); more GV perpetrators and less sex offenders were diagnosed with an alcohol 
related disorder at the time of the offense. Also for the prevalence of any cannabis 
related disorder (abuse or dependence) significant differences among different 
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types of offenders were found (X² (3) = 16.51; p = .00); again, more GV perpetrators 
were diagnosed with any cannabis related disorder.  
 
Table 4. The prevalence of substance use disorders among different male offend-
ers at the time of the offense. 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

GV = general violence; IPV = intimate partner violence; SUD = substance use disorder; 1 More GV perpe-
trators and less sex offenders were diagnosed with any alcohol use disorder (p < . 008). 2 More GV 
perpetrators and less ʻother offendersʼ were diagnosed with alcohol dependence (p < . 008). 3 More GV 
perpetrators were diagnosed with any cannabis use disorder (p < . 008). 4 More GV perpetrators were 
diagnosed with cannabis dependence (p < . 008). 5 More GV perpetrators were diagnosed with any drug 
use disorder (p < . 008). 6 More GV perpetrators and less 'other offenders' were diagnosed with any drug 
dependence (p < . 008). 7 More GV perpetrators and less sex offenders were diagnosed with any sub-
stance use disorder (p < . 008). 8 More GV perpetrators and less 'other offenders' were diagnosed with 
any substance dependence (p < .008). 

When all drug abuse diagnoses and all drug dependence diagnoses were taken 
together, offenders differed significantly with regard to the prevalence of any drug 
abuse or drug dependence diagnosis at the time of the offense (X² (6) = 21.07; p = 
.00); more GV perpetrators were dependent of any drug. The same was found when 
there was distinguished between no drug related diagnosis and any drug related 
diagnosis (abuse or dependence) (X² (3) = 16.18; p = .00); more GV perpetrators 
were diagnosed with any drug related diagnosis. Besides, when all substance use 
disorder diagnoses were taken together, there was a significant difference with re-
gard to the prevalence of any substance abuse or substance dependence at the 
time of the offense among different offenders (X² (6) = 31.80; p = .00); more GV 
perpetrators were diagnosed with substance dependence and less ʻother offendersʼ 
were diagnosed with substance dependence. When there was not distinguished 
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between substance abuse and dependence, there also was a significant difference 
among different offenders (X² (3) = 24.16; p = .00); more GV perpetrators and less 
sex offenders were diagnosed with any substance abuse or dependence. All results 
remained significant after Bonferroni correction (p < .008). 
 
Discussion 
The present study is the first study that assessed the prevalence of specific sub-
stance use disorders at the time of the offense as well as the proportion of perpetra-
tors that was intoxicated at the moment they committed the offense among different 
groups of offenders in treatment in a forensic outpatient treatment facility. Of of-
fenders that completed screening questionnaires and that completed the substance 
use disorder module of the SCID-I (those who were eligible), 27.3% was diagnosed 
with any alcohol use disorder, and 21.4% was diagnosed with any drug use disor-
der at the time of the offense. Specifically, 20.3% was diagnosed with any cannabis 
related disorder, 5.3% with any cocaine related disorder and 1.1% with any other 
drug related disorder. In sum, over one third of offenders who completed screening 
questionnaires as well as the SCID-I (35.8%) were diagnosed with any substance 
related disorder according to the SCID-I at the time of the offense.  
 
When the prevalence of substance use disorders was compared among different 
types of offenders, more GV perpetrators and less sex offenders were diagnosed 
with different substance use disorders. However, perpetrators of different crimes 
differed significantly regarding age (GV offenders were younger and sex offenders 
were older than other offenders). Moreover, participants with substance use disor-
ders also differed significantly from participants without substance use disorders 
regarding age, whereas perpetrators with any substance (U = 3366.50; p = .05) and 
any drug use disorder (U = 2636.50; p = .04) were significantly younger than par-
ticipants without substance and drug use disorders, respectively. It could therefore 
not be excluded that the relationship between crime type and substance use disor-
der is influenced by age. However, since groups are preexisting and participants 
can thus not be randomly assigned to the different ʻconditionsʼ, it is not possible to 
control for age (Miller & Chapman, 2001). The conclusion that substance use disor-
ders are more prevalent in offenders of GV should be interpreted bearing this in 
mind.  
 
In addition, there could be argued that participants who entered treatment semi-
voluntarily possibly underreport their substance abuse since they were awaiting trial 
and admitting substance abuse might influence the courtsʼ verdict. However, statis-
tical analyses show that participants who are in treatment voluntarily, semi-
voluntarily or were court-ordered to receive treatment do not differ regarding the 
prevalence of any substance use disorder, or age, or cultural identity.  
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Furthermore, almost one third of the offenders were intoxicated at the moment they 
committed the offense (48.5% of GV perpetrators, 25.0% of IPV perpetrators, 
17.4% of sex offenders and 21.0% of ʻother offendersʼ); GV perpetrators were the 
most often intoxicated group. Participants who were intoxicated at the time of the 
offense did not differ significantly from one another regarding age or cultural identity 
and thus are not confounding variables. 
 
Prevalence figures of substance use disorders that we found in this study are differ-
ent from the figures that we found in our previous study (Kraanen et al., 2010). In 
the present study we found that 30.9% of IPV perpetrators were diagnosed with any 
substance use disorder compared with 50.0% in the previous study, which is con-
siderably lower. This might be explained by the use of a structured interview in the 
current study, while the results of the Kraanen et al. (2010) study were derived from 
retrospective file research. Another explanation for the different outcomes of the two 
studies is the high dropout rate in the present study.  
 
Furthermore, we found that only 9.2% of sex offenders were diagnosed with any 
substance related disorder, which is low when compared with figures of a review 
that found that about half of the sex offenders was diagnosed with lifetime sub-
stance abuse or dependence (Kraanen & Emmelkamp, 2011). This might be ex-
plained by differences in types of sex offenders that were investigated: most sex 
offenders in this study were hands-off offenders, such as child pornography down-
loaders, compared with hands-on offenders, such as rapists and child molesters, in 
most studies included in Kraanen and Emmelkampʼs (2011) review. It would be 
interesting to investigate this, particularly because explanations for the relationship 
between substance abuse and committing sex offenses (i.e., a direct pharmacologi-
cal effect of alcohol use and an alcohol expectancy effect; Testa, 2002) might not 
apply to hands-off sex offenders.  
 
When substance use disorder rates in this offender population are compared to the 
normal population, the prevalence of substance use disorders in this study is very 
high. In the Netherlands, a large household survey (NEMESIS-2) showed that 9.2% 
of the male population was diagnosed with any substance use disorder diagnosis in 
the past year (De Graaf et al., 2010), compared with a prevalence of 35.8% in the 
current study. 
 
Limitations 
The present study holds several limitations. Firstly, we were interested in assessing 
substance abuse at the time of the offense. Although the SCID-I is well validated for 
asking about substance use disorder symptoms in the past year as well as ever in 
life (Kranzler et al., 1996), it has not been investigated whether the instrument is 
also valid when asking about substance use disorder symptoms at a specific point 
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in the past. Also, the AUDIT and DUDIT were designed to assess current alcohol 
and drug abuse. However, there are no structured interviews or screening instru-
ments that do assess substance abuse at a specific point in the past. Moreover, the 
SCID-I also asks for substance use disorder symptoms at any time in the past. 
Therefore, we have no reason to believe that using the SCID-I is not appropriate for 
this purpose.  
 
Furthermore, dropout rates were high among participants that were eligible for the 
SCID-I interview (63.2% of those who were eligible completed the interview). This 
high dropout rate is significant because dropouts were more often intoxicated at the 
time of the offense and scored higher on the AUDIT and DUDIT than completers. 
There can be inferred that substance abuse in SCID-dropouts was more severe 
than substance abuse in SCID-completers. In addition, more participants that were 
selected for the SCID-I interview ended treatment because of not showing up on 
appointments than participants that scored negative on the screeners (X² (1) = 
11.32; p = .00). Therefore, there should be taken caution when generalizing SCID-I 
data of completers to the total population including dropouts. Thirdly, the results of 
the present study relied on self-report of the participants, which made it possible for 
them to deny or minimize their (ab)use of substances. To obtain more valid informa-
tion about offendersʼ substance abuse, collateral reports could be obtained. Finally, 
no (matched) normal population control group was included as a result of which it 
was not possible to directly compare the prevalence of substance use disorders in 
offenders with normal population control subjects. However, the NEMESIS-2 preva-
lence study in the Dutch community (De Graaf et al., 2010) used a structured inter-
view to diagnose substance use disorders as well, which makes comparison feasi-
ble. Considering the facts that dropout rates of substance abusers were high and 
substance abuse could be denied by participants, the prevalence of substance 
abuse found in this study is probably even underestimated.  
 
Despite the limitations described above, this study showed that alcohol as well as 
drug use disorders are prevalent among different types of offenders, particularly 
among violent offenders. Research has demonstrated that offenders who use alco-
hol or drugs regularly have more extensive criminal histories than other inmates 
(Belenko, 2002). Also, research has shown that substance abusing offenders who 
completed substance abuse treatment (instead of going to prison) were less likely 
to be rearrested than traditionally sentenced offenders (Warner & Kramer, 2009) 
and had significantly fewer arrests than offenders in a control group (Gottfredson, 
Najaka, & Kearly, 2003; Gottfredson, Najaka, Kearly, & Rocha, 2005). Also, re-
search has demonstrated that therapeutic community based interventions address-
ing drug abuse in offenders in prison were associated with reduced rearrest and 
reconviction rates (e.g., Wexler, Falkin, & Lipton 1990; Martin, Butzin, & Inciardi, 
1995; Wexler, De Leon, Kressel, & Peters, 1999; Knight, Hiller, & Simpson, 1999). 
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Clinical implications 
Results of the present study lead to the following suggestions for clinical practice. 
Firstly, substance abuse should be examined in all offenders upon admission to 
forensic psychiatric treatment or when entering prison. Using screening instru-
ments, such as the AUDIT and DUDIT, is a fast and structured method for this pur-
pose. Patients who are classified as substance abusers by means of screening 
instruments, should be questioned about their substance use, preferably using a 
structured interview, such as the SCID-I. Another option is to assess individual risk 
factors for criminal behavior, including substance abuse, with structured risk as-
sessment methods, which are common in patients entering forensic treatment in the 
Netherlands. Furthermore, if substance use is indeed problematic, it should be one 
of the main goals of therapy or during the stay in prison to treat substance use dis-
orders, because successful addiction treatment reduces recidivism significantly 
(Warner & Kramer, 2009; Gottfredson et al., 2005; Gottfredson et al., 2003). For 
example, there is evidence that treating alcohol use disorders in IPV perpetrators is 
effective in reducing IPV (for reviews, see: Stuart, OʼFarrell, & Temple, 2009; Mur-
phy & Ting, 2010), whereas meta-analyses show that treatment addressing IPV 
alone is only marginally effective (Babcock, Green, & Robie, 2004; Feder & Wilson, 
2005).  
 
Also, it is important that when addressing substance abuse in perpetrators, sub-
stance abuse is addressed in relation to the offense the patient has committed. 
After all, as mentioned in the introduction, the nature of the association between 
substance abuse and committing offenses is different among different crimes. Fur-
thermore, it is recommended to apply motivational interviewing, a technique that is 
developed by Miller and Rollnick (2002) to enhance intrinsic motivation to change 
problematic alcohol and drug use and has proved to be effective when treating sub-
stance abuse (for a meta-analysis, see Hettema, Steele, & Miller, 2005). Besides, 
treating offenders using motivational enhancement techniques has also shown 
promising results for the treatment of offenders: a small number of studies that ap-
plied motivational interviewing to offenders have demonstrated improved treatment 
adherence, enhanced motivation to change and less recidivism among offenders 
(for a review, see McMurran, 2009). Since GV offenders have more substance use 
disorders, it might be particularly important to apply motivational interviewing to this 
category of offenders.  
 
Finally, more substance abusers than non-substance abusers tend to drop out of 
treatment. Moreover, substance abusers that terminate treatment prematurely score 
higher on substance abuse screeners than substance abusers that do not dropout 
of treatment. Intakers and therapists should be aware of the relative high risk of 
early treatment termination in substance abusers. Preferably, they should take extra 
measures to increase therapy adherence. Interventions that have proven to be ef-
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fective in this population (and have been adapted from motivational interviewing) 
are, for example, sending handwritten notes and phoning patients to motivate them 
to attend treatment, and phoning or writing patients who have missed sessions 
without prior notification to express concern, summarize progress and express in-
terest in working with the patient (Taft, Murphy, Elliott, & Morel, 2001). 
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CHAPTER4
Substance misuse and substance use 
disorders in sex offenders: A review

Kraanen, F. L., & Emmelkamp, P. M. G. (2011). Substance misuse and substance use disorders in sex 
offenders: A review. Clinical Psychology Review, 31, 478-489.
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Abstract 
Substance abuse has often been associated with committing sex offenses. In this 
article, the following will be reviewed: 1) Studies that assessed substance abuse in 
sex offenders; 2) differences in substance abuse among different types of sex of-
fenders; 3) differences in substance abuse between sex offenders and nonsexual 
offenders and substance abuse in the normal population; 4) sex offendersʼ intoxica-
tion at the time of the offense; and 5) differences in intoxication at the time of the 
offense among different types of sex offenders. Studies will be discussed according 
to the method they used to assess substance abuse, i.e., file research, screening 
instruments or semi-structured interviews. This review showed that about half of the 
sex offenders has a history of substance abuse, a quarter to half of the sex offend-
ers has a history of alcohol misuse, and about one fifth to a quarter of the sex of-
fenders has a history of drug misuse. Furthermore, about a quarter to half of the sex 
offenders was intoxicated at the time of the offense. The review results in recom-
mendations for future research. Because of the high prevalence of substance abuse 
in sex offenders it is advisable to routinely screen for substance abuse and, if nec-
essary, to treat substance abuse. 
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Introduction 
Recently, research is increasingly focusing on the relationship between criminality 
and substance abuse, because significantly more offenders than non-offenders are 
abusing substances. For example, a review showed that 18% to 30% of male pris-
oners and 10% to 24% of female prisoners were diagnosed with any alcohol related 
disorder (Fazel, Bains, & Doll, 2006). Prevalence of drug use disorders was esti-
mated between 10% and 48% in male prisoners and between 30% and 60% in 
female prisoners (Fazel et al., 2006). Although estimates of prevalence of sub-
stance use disorders varied significantly (substantial to large heterogeneity; Fazel et 
al., 2006), these figures are substantially higher than those in the normal population 
in the US where 8.5% was diagnosed with any alcohol use disorder and 2.0% was 
diagnosed with any drug use disorder in the past 12 months (Grant et al., 2004). 
Also, a substantial proportion of offenders was intoxicated by alcohol (e.g., McClel-
land & Teplin, 2001) or drugs (e.g., Brochu, Cournoyer, Motiuk, & Pernanen, 1999) 
when committing offenses, which emphasizes the connection between substance 
use and criminality.  
 
Substance abuse has also been studied in sex offenders and has been examined 
from various perspectives. For example, some studies focused on prevalence of 
substance abuse in sex offenders or intoxication by substances at the time of the 
sex offense, while others conducted experimental studies focusing on the mecha-
nisms that underlie the relationship between sex offenses and substance use (for a 
review, see Testa, 2002). Also, alcohol and drug (ab)use has been studied in vic-
tims of sex offenses (e.g., Abbey, McAuslan, & Ross, 1998). In addition, substance 
abuse has been investigated in different sex offender populations, such as con-
victed sex offenders in prison (e.g., Peugh & Belenko, 2001) or forensic hospitals 
(e.g., Harsch, Bergk, Steinert, Keller, & Jockusch, 2006), or college students who 
admitted to having committed sex crimes (e.g., Koss & Gaines, 1993; Ouimette, 
1997).  
 
Sex offenders comprise a heterogeneous group. To allow further study, several 
models have been developed to classify them. These (multi-axial) classification 
models distinguish between different types of sex offenders, such as rapists versus 
child molesters, male versus female sex offenders, adult versus adolescent sex 
offenders, etc. (Robertiello & Terry, 2007). Additionally, Robertiello and Terry (2007) 
distinguish subtypes of these typologies, such as sexualized versus non-sexualized 
rapists. 
 
An explanation for the association between alcohol use and sexual violence is of-
fered by Seto and Barbaree (1995), who proposed a disinhibition model for alcohol 
and sexual violence. Seto and Barbaree defined inhibition as “a decrease in the 
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likelihood of a behavioral response due to directly experienced or observed nega-
tive consequences for this behavior in similar situations” (p. 558). Disinhibition takes 
places when “the usual level of behavioral inhibition is reduced” (p. 558). According 
to them, alcohol leads to disinhibition of behavior in three ways. 1) First, when 
stronger beliefs are held regarding the disinhibiting properties of alcohol, such as 
reducing anxiety, it increases the likelihood that alcohol will act as a disinhibitor 
upon consumption. 2) Alcohol consumption leads to applying more liberal norms 
concerning socially condemned behavior, insomuch that disinhibition of behavior is 
to be expected. And 3) alcohol has pharmacological effects that interfere with proc-
essing inhibitory cues, e.g., womenʼs refusal.  
 
Seto and Barbareeʼs (1995) disinhibition model emphasizes the importance of rec-
ognizing alcohol use as a risk factor for sexual aggression. Many studies acknowl-
edged this and examined the prevalence of alcohol misuse in this population. How-
ever, to date, these studies have not been reviewed, and thus, a summary of the 
number of sex offenders that have alcohol use problems is lacking. The prevalence 
of drug misuse in sex offenders is also included. The purpose of this article is five-
fold: 1) summarizing studies that assessed substance abuse in different types of 
sex offenders; 2) because sex offenders comprise a heterogeneous group, compar-
ing prevalence rates of substance abuse among different subtypes of sex offenders; 
3) comparing sex offenders to nonsexual offenders and normal population controls 
with regard to substance abuse to examine whether sex offenders differ in sub-
stance abuse from other offenders and people in the normal population; 4) examin-
ing the proportion of sex offenders that was intoxicated at the time of the offense; 
and 5) comparing different subtypes of sex offenders with regard to intoxication at 
the time of the offense. 
 
A complicating factor is that only some of the studies described in this review did 
use the formal Diagnostic and Statistical Manual of mental disorders (DSM; APA, 
1994) criteria for alcohol or drug abuse and dependency. The other studies used 
other definitions of alcohol and drug (mis)use or remained unclear in their defini-
tions. Therefore, in this article, the phrases alcohol / drugs abuse and dependency 
are reserved for those studies that used the DSM-criteria, whereas the term misuse 
is applied for those studies that did not follow the DSM. The phrase "substance 
abuse” will be used as a general phrase and can refer to alcohol and / or drug mis-
use as well as to any DSM substance related disorder. It is important to notice that 
the definitions of the DSM-diagnoses substance abuse and dependence have 
changed over the years and thus over the course of the studies that are discussed 
in this article.  
 
Search engines that were used to collect literature for this review were Scopus, 
Web of Science, and PsycINFO. The following search strings were entered: ʻsex 
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offen* OR rapis* OR child molest* OR pedophil* OR incest offende* OR exhibi-
tionis* OR sexual murde* AND substance use OR substance abuse OR substance 
dependence OR alcohol use OR alcohol abuse OR alcohol dependence OR drug 
use OR drug abuse OR drug dependence OR addictionʼ. In addition, references of 
the studies that were identified in this way were reviewed to identify studies that 
were missed while searching for literature. Also, references of the studies that cited 
the identified studies were checked. 
 
Studies were included in this review if they assessed substance abuse in forensic 
sex offender populations by means of self-report. The following three methods were 
distinguished: 1) retrospective file research; 2) use of self-report (screening) ques-
tionnaires; or 3) use of semi-structured interviews. We discriminated between these 
different research methods because of the following reasons: 1) Diagnostic agree-
ment with regard to substance use disorders between clinical evaluations (as is 
done in studies that studied patients files to assess substance abuse) and semi-
structured interviews was moderate (Rettew, Doyle Lynch, Achenbach, Dumenci, & 
Ivanova, 2009). Clinical evaluations estimated lower prevalence figures of alcohol 
as well as drug use disorders than standardized diagnostic interviews (Rettew et al., 
2009). 2) Recommended cut-off scores of screening instruments often have high 
sensitivity (Hendriks, 2009). In practice, high sensitivity results in lower specificity, 
which leads to a relatively high number of false positives and thus an overestima-
tion of the prevalence of substance abuse (Hendriks, 2009). Because these differ-
ent methods yield different results, results should be discussed separately. In total, 
42 studies meeting inclusion criteria were included in this review; 16 studies were 
excluded for various reasons (see the Appendix at the end of this chapter). 
 
Prevalence of substance misuse and substance use disorders in 
sex offenders 
Tables 1, 2, and 3 show 42 studies that examined substance abuse in sex offend-
ers. Below, these studies will be discussed according to the research method that 
was used to obtain the data.  
 
Retrospective file research 
Thirteen studies that used retrospective file research to assess substance abuse 
are reported in Table 1. Five studies reported prevalence rates of lifetime substance 
misuse without distinguishing between alcohol and drug misuse and found that 
between 23% and 56.7% (median = 44.4%) of sex offenders had a history of sub-
stance abuse (Tzeng, Robinson, & Karlson, 1999; Carlstedt, Innala, Brimse, & 
Söderström Anckarsäter, 2005; Alish et al., 2007, Poortinga, Lemmen, & Majeske, 
2007; Rojas & Gretton, 2007). One study (Hill, Habermann, Berner, & Briken, 2005) 
reported prevalence rates of lifetime DSM-IV substance use disorders and found 
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that 50% of sexual murderers with one victim and 48% of sexual murderers with 
multiple victims were diagnosed with any lifetime substance use disorder. 
 
Five studies reported prevalence rates of any lifetime alcohol misuse in sex offend-
ers; figures varied between 3.4% and 47.0% (median = 27.3%; Tzeng et al., 1999; 
Kubik, Hecker, & Righthand, 2002; Iqbal, Dolan, & Monteiro, 2004; Looman, Abra-
cen, DiFazio, & Maillet, 2004; Bader, Schoeneman-Morris, Scalora, & Casady, 
2008). Furthermore, Hill et al. (2005) found that 46.5% of sexual murderers fulfilled 
DSM-criteria for any alcohol use disorder. In addition, four studies displayed in Ta-
ble 1 reported that between 19.2% and 50.0% (median = 26.3%) of sex offenders 
met DSM-criteria for alcohol dependence / alcoholism (Rada, 1975; Firestone, 
Dixon, Nunes, & Bradford, 2005; Hill et al., 2005; Briken et al., 2006). Finally, only 
Hill et al.ʼs (2005) study reported prevalence figures regarding DSM-IV alcohol 
abuse: 27.2% of sexual murderers were diagnosed with alcohol abuse.  
 
Five studies assessed drug misuse in sex offenders. Prevalence figures that were 
found among different studies varied widely; studies showed that between 9.4% and 
85.4% (median = 38.3%) of sex offenders were classified as drug misusers (Gratzer 
& Bradford, 1990; Kubik et al., 2002; Looman et al., 2004; Firestone et al., 2005; 
Scalora & Casady; 2008). Unfortunately, only one study provided information on the 
specific type of drug that was abused: Tzeng et al. (1999) found that 5.3% of child 
molesters had a history of cocaine misuse and 14.0% had a history of other drug 
misuse. Finally, again Hill et al.ʼs (2005) study was the only study that classified 
substance use disorders according to the DSM-IV, i.e., of sexual murderers, 10.0% 
was diagnosed with any lifetime drug use disorder.  
 
Screening instruments 
Sixteen studies were identified that studied alcohol and drug misuse in sex offend-
ers using screening instruments (see Table 2). All of them assessed alcohol mis-
use. Thirteen used the Michigan Alcoholism Screening Test (MAST; Selzer, 1971) 
for that purpose, an instrument consisting of 25 dichotomous items. A MAST-score 
between 0 and 3 is considered non-alcoholic, a score of 4 is suggestive of alcohol 
use problems and a score between 5 and 50 is indicative of alcoholism (Selzer, 
1971). On the basis of the MAST, six studies classified between 15.8% and 80.0% 
of sex offenders as alcohol abuser (i.e., MAST scores of 5 or higher; median = 
47.5%) (Rada, 1976; Rada, Laws, & Kellner, 1976; Langevin, Glancy, Curnoe, & 
Bain, 1999; Langevin, Curnoe, & Bain, 2000; Langevin, 2003; Langevin, 2006). This 
can be considered a wide range. Eight studies calculated mean MAST scores and 
found a wide range of scores varying from 5.1 to 26.0 (median = 9.5; Langevin & 
Lang, 1990; Abracen, Looman, & Anderson, 2000; Aromäki & Lindman, 2001; 
Looman, Abracen, DiFazio, & Maillet, 2004; Firestone, Dixon, Nunes, & Bradford, 
2005; Greenberg, Firestone, Nunes, Bradford, & Curry, 2005; Abracen, Looman,  
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Table 1. History of substance abuse among sex offenders: retrospective file re-
search. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

a = significant difference between groups (p < .05); b = only PA vs. PA + PRD do not differ significantly at 
p < .05; c = PRD vs. PA group differences statistically significant (p < .05); d

 = significantly more non-
sexual offenders with schizophrenia had a history of substance abuse than sex offenders with schizo-
phrenia and more nonsexual offenders had a history of substance abuse than sex offenders without 
schizophrenia; e = studies are also reported in Table 2; f = more rapists and child molesters had a history 
of alcohol misuse than nonsexual violent offenders; g = variable calculated by the authors; SUD = sub-
stance use disorder; dep. = dependence; d. = disorder; SO = sex offenders; PRD = paraphilia related 
disorder; PA = paraphilic disorders. 
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Table 2. Studies that used screening instruments to assess alcohol and drug mis-
use. 
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a = significant difference between groups (p < .05); b = significantly more child molesters against girls 
than child molesters against boys were drinking at the time of the offense (p < .05); c = nonsexual violent 
offenders scored significantly lower than rapists and child molesters (p < .05); d = nonsexual violent 
offenders scored significantly higher than rapists and child molesters (p < .05); e = rapists scored signifi-
cantly higher than the normal population control subjects (p < .05); f = rapists scored significantly higher 
on the MAST than nonsexual violent offenders (p < .05; g = rapists scored significantly higher than child 
molesters on the DAST; h = sex offenders with victims > 18 years had significantly higher DAST scores 
than both sex offender subgroups with younger victims (p < .05); i = studies are also reported in Table 1.; 
j = SADD and DAST were also administered, but were not included in the Table because no exact scores 
or percentages were provided; k = MCMI scores > 84 provide strong support for the presence of the 
clinical syndrome; SO = sex offenders; MAST = Michigan Alcoholism Screening Test; DAST = Drug 
Abuse Screening Test; SADD = Short Alcohol Dependence Data; MCMI-III = Millon Clinical Multiaxial 
Inventory-III. 

 
DiFazio, Kelly, & Stirpe, 2006; Marshall & Marshall, 2006). Given that a score of 5 
or higher is indicative of alcohol dependence (Selzer, 1971), this suggests that the 
majority of subjects were suffering from alcohol use disorders.  
 
Furthermore, two studies used the Short Alcohol Dependence Data (SADD; 15 
items, Davidson & Raistrick, 1986) to determine alcohol use disorders in sex of-
fenders. Scores were interpreted as follows: 1-9: low dependence, 10-19: medium 
dependence; 20 or more: high dependence. Mean SADD scores of sex offenders 
ranged from 8.1 - 14.2 (median = 12.2; (Baltieri & Andrade, 2007; Baltieri & An-
drade, 2008b). Besides, two studies used the CAGE (Mayfield, McLeod, & Hall, 
1974) to determine alcohol misuse in sex offenders. The CAGE is a short question-
naire with 4 yes / no items. A positive answer to two or more questions is consid-
ered clinically significant and indicative of alcohol dependence (Mayfield et al., 
1974). Between 30.2% and 89.6% (median = 43.5%) of sex offenders turned out to 
have alcohol use problems as judged with the CAGE (Baltieri & Andrade, 2008a, 
2008b). Overall, when alcohol misuse in sex offenders was assessed with screen-
ing instruments, a median of 42% of sex offenders were classified as alcohol 
abuser.  
 
Nine studies determined drug misuse in sex offenders. All nine studies used the 
Drug Abuse Screening Test (DAST; 28 items; Skinner, 1981) for this purpose; 
scores over 5 are indicative of drug misuse. On the basis of the DAST, two studies 
classified between 4.2% and 26.3% (median = 14.2%) of sex offenders as drug 
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abuser (Langevin et al., 1999; Langevin et al., 2000). Seven studies calculated 
mean DAST scores and found mean scores between 1.9 and 9.9 (median = 3.8; 
Langevin & Lang, 1990; Abracen et al., 2000; Looman et al., 2004; Abracen et al., 
2006; Marshall & Marshall, 2006; Baltieri & Andrade, 2007; Baltieri & Andrade, 
2008b).  
 
Semi-structured interviews 
Twelve studies used semi-structured interviews to diagnose substance use disor-
ders in sex offenders (see Table 3). These studies can be subdivided into studies 
that diagnosed lifetime and current substance use disorders in sex offenders; one 
study (Raymond, Coleman, Ohlerking, Christenson, & Miner, 1999) focused on both 
types of substance related disorders. Several different instruments were used to 
diagnose substance use disorders in sex offenders. Most studies used the SCID-I 
(First et al., 2002) for this purpose. Besides, one study used the Geriatric Mental 
State Schedule (GMS; Copeland et al., 1976), a semi-structured interview to assess 
the mental state of the elderly, one study used the Diagnostic Interview Schedule - 
Version III-A (DIS-III-A; Robins, Helzer, Ratcliff, & Seyfried, 1982) a structured inter-
view that was developed by the National Institute of Mental Health. Another study 
used the German version of the Mini International Neuropsychiatric Interview (MINI; 
Sheehan et al., 1997; German version: Margraf, 1994), a structured interview to 
diagnose the major mental disorders and finally, a last study used the DSM-III-R 
Diagnostic Interview for Children and Adolescents (DICA-R; Reich, Herjanic, Wel-
ner, & Gandhy, 1982), a structured diagnostic interview that covers the major men-
tal disorders in childhood. 
 
Again, prevalence figures varied widely among different studies. Four studies that 
provided figures of lifetime substance use disorders reported that between 50.0% 
and 100% (median = 58.5%) of sex offenders fulfilled DSM-criteria for any lifetime 
substance use disorder (Galli et al., 1999; Raymond et al., 1999; Dunsieth et al., 
2004; Leue, Borchard, & Hoyer, 2004). Furthermore, seven studies showed that 
between 3.8% and 90.9% (median = 38.9%) of sex offenders were diagnosed with 
lifetime alcohol abuse or dependence (Motiuk & Porporino, 1992; Myers & 
Blashfield, 1997; Galli et al., 1999; Raymond et al., 1999; Eher, Grünhut, Frühwald, 
& Hobl, 2001; Eher, Neuwirth, Fruehwald, & Frottier, 2003; Dunsieth et al., 2004). 
Five studies found that between 8% and 40.4% (median = 17.5%) of sex offenders 
were diagnosed with any lifetime drug use disorder (Motiuk & Porporino, 1992; Eher 
et al., 2001; Eher et al., 2003; Dunsieth et al., 2004; Leue et al., 2004). In addition, 
Dunsieth et al. (2004) reported that 60.7% of sex offenders with paraphilias and 
69.2% of sex offenders without paraphilias had a history of both alcohol and drug 
use disorders and Leue et al. (2004) found that 57% of sex offenders with paraphilia 
and 56% of sex offenders without paraphilia were diagnosed with lifetime alcohol 
dependence. Only two studies reported figures of lifetime diagnoses of specific 
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types of drugs, i.e., Galli et al. (1999) reported that 36% of their sample of adoles-
cent child molesters fulfilled DSM-criteria for any lifetime cannabis use disorder (i.e., 
abuse or dependence) and 5% for lifetime inhalant abuse. Besides, Raymond et al. 
(1999) found that 37.8% of their sample of pedophilic child molesters were diag-
nosed with any lifetime cannabis use disorder, 11.1% with any stimulant use disor-
der, 4.4% with any opioid use disorder, 17.8% with any cocaine use disorder, 2.2% 
with any hallucinogenic / PCP use disorder, 6.7% with any other drug use disorder 
and 8.9% with a poly drug use disorder.  
 
For the prevalence of current substance related disorders in sex offenders, the fol-
lowing figures were found. Three studies found that between 1.0% and 100.0% 
(median = 80.2%) of sex offenders were currently diagnosed with any substance 
use disorder (Green & Kaplan, 1993; Fazel, Hope, OʼDonnell, & Jacoby, 2002; 
Harsch, Bergk, Steinert, Keller, & Jockusch, 2006). Furthermore, Becker, Kaplan, 
Cunningham-Rathner, and Kavoussi (1986) reported that 21.1% of juvenile incest 
offenders were diagnosed with current alcohol or cannabis abuse. Kavoussi, Kap-
lan, and Becker (1988) found that 12.1% of adolescent sex offenders were currently 
diagnosed with alcohol abuse, 15.5% with cannabis abuse and 1.7% with cocaine 
abuse. Finally, Raymond et al. (1999) found that 4.4% of pedophilic child molesters 
met DSM-criteria for any current alcohol use disorder and another 4.4% for any 
current drug use disorder.  
 
Conclusion 
Regardless of the research method that was used to examine substance abuse in 
sex offenders, about half of the population was diagnosed with lifetime substance 
abuse. Furthermore, lifetime alcohol misuse was diagnosed in about a quarter to 
half of the sex offenders and lifetime drug misuse was diagnosed in about one fifth 
to a quarter of sex offenders, depending on the research method that was used. 
Finally, studies that assessed substance abuse by means of screening instruments 
found that sex offendersʼ mean screening scores regarding alcohol misuse were 
generally high, whereas mean screening scores regarding drug misuse were mod-
erate. 
 
For substance abuse without distinguishing between the substances that were 
used, higher rates were found when semi-structured interviews were used than with 
retrospective file research (medianʼs are 58.5% and 44.4%, respectively). For alco-
hol misuse, the highest rates were found when alcohol misuse was assessed with 
screening instruments (median = 47.5%), followed by semi-structured interviews 
(median = 38.9%) and retrospective file research (median = 27.3%). These results 
are in accordance with the methodological issues that are described above: screen-
ers tend to overestimate the prevalence of substance abuse (Hendriks, 2009), and 
higher rates of substance abuse are reported when semi-structured interviews are 
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Table 3. Studies that used structured interviews based on DSM-IV criteria to diag-
nose substance use disorders.  
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a = p < .05; b = alcohol and drug use disorders were diagnosed using wide diagnostic criteria (in contrast 
with stringent diagnostic criteria); c = less sex offenders fulfilled diagnostic criteria for any lifetime alcohol 
use disorder than homicide offenders, offenders who were convicted of manslaughter, offenders that 
were convicted of robbery or other offenders; d = less sex offenders fulfilled diagnostic criteria for any 
lifetime drug use disorder than homicide offenders, offenders that were convicted for manslaughter, 
offenders that were convicted of robbery, drug offenders and other offenders; e = more nonsexualized 
rapists and sexualized rapists had a history of any alcohol use disorder than child molesters; f = more sex 
offenders in forensic psychiatry and sex offenders in prison were diagnosed with any current substance 
use disorder than nonsexual violent offenders; dep. = dependence; off. = offenders; SO = sex offenders; 
C. = current; L. = liefetime; F. = female; J. = juvenile; mol. = molesters; hall. = hallucinogenic; SCID-I = 
Structured Clinical Interview for DSM-IV Axis-I Disorders; DIS-III-A = Diagnostic Interview Schedule - 
Version III-A; DICA-R = Diagnostic Interview for Children and Adolescents; GMS = Geriatric Mental State 
Schedule; Mini-DIPS = Diagnotisches Kurz-Interview bei Psychischen Störungen. 
 
used than when these are not used (Rettew et al., 2009). However, for drug misuse, 
the highest rates were found when drug misuse was assessed by means of retro-
spective file research (median = 38.3%), followed by structured inter-views (median 
= 17.5%), and screening instruments (14.2%), which is not in line with the above. 
 
It is noticeable that prevalence rates of substance abuse among sex offenders vary 
widely (wide variance). At the most extreme are the prevalence rates for any sub-
stance use disorder as assessed with semi-structured interviews; these figures 
ranged from 1.0% to 100.0%. An explanation for this might be that different types of 
sex offenders are very different with regard to substance abuse. Another limitation 
is that the number of participants that were studied varied widely among studies; 
sample sizes range from 10 (Kubik et al., 2002; Aromäki & Lindman, 2001) to 778 
participants (Langevin, 2006). 
 
Differences among different types of sex offenders with regard 
to the prevalence of substance abuse 
Retrospective file research 
Several retrospective studies compared substance abuse in different subtypes of 
sex offenders with one another (see Table 1). Three out of ten studies that com-
pared different subtypes of sex offenders with regard to the prevalence of sub-
stance use disorders found differences between these groups. Firestone et al. 
(2005) found that more incest offenders with victims younger than 6 years had a 
history of alcohol dependence or drug misuse than incest offenders with victims 
older than 12 years old. However, these results were not replicated in the study by 
Poortinga et al. (2007), who found no difference in substance use between child 



 68

molesters with victims under 6 years old versus sex offenders with victims older 
than 11 years. Furthermore, Briken et al. (2006) found that sexual murderers who 
met diagnostic criteria for paraphilia related disorders (such as compulsive mastur-
bation or pornography dependence) were more often diagnosed with alcohol de-
pendence than those who met diagnostic criteria for DSM-IV paraphilic disorders 
(such as sexual sadism, masochism, fetishism, etcetera). Finally, Rojas and Gret-
tonʼs (2007) results revealed that adolescent aboriginal sex offenders more often 
had a history of substance abuse than adolescent non-aboriginal adolescent sex 
offenders. 
 
The other seven studies reported in Table 1 did not find differences in substance 
use disorders among the groups under study, i.e., between rapists and child moles-
ters (Looman et al., 2004), female adolescent sex offenders and male adolescent 
sex offenders (Kubik et al., 2002), child molesters with victims under 6 and sex of-
fenders with victims older than 11 (Poortinga et al., 2007), child molesters with pe-
dophilia and child molesters without pedophilia (Carlstedt et al., 2005), sexual sa-
dists who attempted / committed sexual homicide and nonsexual sadists who at-
tempted / committed sexual homicide (Gratzer & Bradford, 1990), sexual murders 
with one victim and sexual murderers with multiple victims (Hill et al., 2005), and 
sexual murderers with several different paraphilias or paraphilia related disorders 
(Briken et al., 2006). 
 
Screening instruments 
Fifteen studies that used screening instruments to determine substance abuse 
compared different subtypes of sex offenders with one another with regard to the 
prevalence of substance abuse (see Table 2.); four of these studies found signifi-
cant differences. First, Abracen et al. (2006) found that rapists scored significantly 
higher on the DAST than child molesters. Further, Firestone et al. (2005) found that 
incest offenders with younger victims scored significantly higher on the MAST and 
were significantly more often diagnosed with alcohol misuse on the basis of the 
MAST than incest offenders with older victims. In contrast, Baltieri and Andrade 
(2008b) found that sex offenders with victims over 18 years old scored higher on 
the DAST in comparison to sex offenders with victims under 12 years old and sex 
offenders with victims between 12 and 18 years old. However, no in-between 
groups differences were found with regard to alcohol problems as determined with 
the CAGE and the SADD. In addition, Langevin et al.ʼs (1999) results demonstrated 
that more non-physician sex offenders were abusing alcohol as diagnosed with the 
MAST than physician sex offenders.  
 
The other eleven studies did not find differences among different types of sex of-
fenders. These studies compared rapists to child molesters (Rada et al., 1976; Ab-
racen et al., 2000; Aromäki & Lindman, 2001; Looman et al., 2004), extrafamilial 
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child molesters, incest offenders, sex offenders against females and exhibitionists 
with one another (Langevin & Lang, 1990), clerical to non-clerical sex offenders 
(Langevin et al., 2000), men who abused biological daughters to men who abused 
non-biological daughters (Greenberg et al., 2005), sexual addicted sex offenders to 
sex offenders who were not addicted to sex (Marshall & Marshall, 2006), sex of-
fenders with one, two and three victims, respectively (Baltieri & Andrade, 2007), 
rapists to sexual murderers (Oliver et al., 2007), and child molesters against boys to 
child molesters against girls (Baltieri & Andrade, 2008a).  
 
Semi-structured interviews 
Five out of thirteen studies that used semi-structured interviews to diagnose sub-
stance use disorders compared different subtypes of sex offenders with one an-
other with respect to the prevalence of substance use disorders. Two of these stud-
ies found significant differences between groups. Eher et al. (2003) found that 
sexualized rapists (i.e., primary motive for rape is sexual; Knight & Prentky, 1990) 
and nonsexualized rapists (i.e., primary motive for rape is aggression, hostility, or 
vindictiveness; Knight & Prentky, 1990) were more often diagnosed with any lifetime 
alcohol use disorder than child molesters. Dunsieth et al. (2004) found that sex 
offenders without paraphilias were more often diagnosed with any lifetime sub-
stance use disorder as well as any lifetime drug use disorder than sex offenders 
with paraphilias. However, a similar study did not find differences with regard to 
lifetime substance use disorders between sex offenders with versus without 
paraphilias (Leue et al., 2004). Finally, Harsch et al. (2006a) and Harsch et al. 
(2006b) found that sex offenders in forensic psychiatry were more often diagnosed 
with any current substance related disorder than sex offenders in prison.  
 
Conclusion 
Different studies compared different subtypes of sex offenders with one another 
with regard to substance abuse. However, the comparisons that were made were 
different among different studies. Only the prevalence of substance abuse in rapists 
and child molesters is compared several times with one another, but these studies 
did not find consistent differences between these types of sex offenders (Looman et 
al., 2004; Rada et al., 1976; Abracen et al., 2000; Aromäki & Lindman, 2001; 
Looman et al., 2004; Abracen et al., 2006; Eher et al., 2003). Because studies are 
too different or results of studies are inconsistent, it is too early to draw conclusions 
regarding whether different subtypes of sex offenders differ from one another as to 
the prevalence of substance abuse.  
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Comparing the prevalence of substance abuse in sex offenders 
to the prevalence of substance abuse in other populations 
Several studies directly compared substance abuse in sex offenders to substance 
abuse in other populations.  
 
Retrospective file research 
Three studies reported in Table 1 compared sex offender substance abuse to sub-
stance abuse in nonsexual violent offenders. Looman et al. (2004) found that more 
rapists and child molesters had a history of alcohol misuse than nonsexual violent 
offenders. They did not find differences with regard to drug misuse between rapists 
and child molesters versus nonsexual violent offenders. In contrast, Kubik et al. 
(2002) found that more female adolescent nonsexual violent offenders had a history 
of alcohol and drug misuse than female adolescent sex offenders. Finally, Alish et 
al. (2007) found that more schizophrenic nonsexual violent offenders had a history 
of substance abuse than schizophrenic sex offenders and that schizophrenic non-
sexual violent offenders more often had a history of substance abuse than sex of-
fenders without schizophrenia.  
 
Screening instruments 
One of the studies that used screening instruments to determine substance abuse 
compared sex offender substance abuse rates to substance abuse rates in the 
normal population. Aromäki and Lindman (2001) found that rapists had significantly 
higher MAST scores than the normal population control subjects but found no sig-
nificant difference between MAST scores of child molesters and MAST scores of 
normal population control subjects. However, sample sizes were very small and 
control subjects were not matched. 
 
Furthermore, three studies compared alcohol and drug misuse in sex offenders to 
alcohol and drug misuse in nonsexual violent offenders. Abracen et al. (2000) found 
that mean MAST scores of rapists as well as mean MAST scores of child molesters 
were significantly higher than those of nonsexual violent offenders. However, for 
mean DAST scores the opposite results were found: rapists as well as child moles-
ters scored significantly lower than nonsexual violent offenders. In contrast, Looman 
et al. (2004) found that only mean MAST scores of rapists were significantly higher 
than mean MAST scores of nonsexual violent offenders. No differences were found 
between mean MAST scores of child molesters and nonsexual violent offenders 
and between mean DAST scores of rapists and child molesters on the one hand 
and nonsexual violent offenders on the other hand. Lastly, Abracen et al. (2006) 
found that rapists / child molesters scored significantly higher on the MAST than 
nonsexual violent offenders but there were no between groups differences with 
regard to DAST scores.  
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Semi-structured interviews 
Four studies that used semi-structured interviews to assess substance use disor-
ders included a nonsexual violent offender control group. Motiuk and Porporino 
(1992) found that less sex offenders had a history of alcohol use disorders than 
homicide offenders, subjects convicted for manslaughter, subjects convicted for 
robbery and other offenders (but not drug offenders). Also, they found that less sex 
offenders had a history of drug use disorders than all other types of offenders. In 
contrast, Harsch et al. (2006) reported that more sex offenders in forensic psychia-
try and sex offenders in prison were diagnosed with any current substance use 
disorder than nonsexual violent offenders. Two studies did not find differences be-
tween female child molesters and female nonsexual violent offenders (Green & 
Kaplan, 1993) and elderly sex offenders and elderly nonsexual violent offenders 
(Fazel et al., 2002) with regard to current substance use disorders.  
 
Conclusion 
About a quarter of the studies on the prevalence of substance abuse in sex offend-
ers included a nonsexual offender control condition. Four of these studies compared 
male sex offenders to male nonsexual violent offenders regarding alcohol misuse 
and the majority of these studies revealed that more sex offenders than nonsexual 
violent offenders abused alcohol (Abracen et al., 2000; 2006; Looman et al., 2004). 
Only Motiuk and Porporinoʼs (2001) study demonstrated different results: in a very 
large incarcerated sample, less sex offenders were found to have any alcohol use 
disorders than the other types of offenders. For drug misuse, mixed results were 
found. Unfortunately, only one small study included a normal population control 
condition, which showed that sex offenders (rapists and child molesters) scored 
significantly higher on the MAST than the normal population control subjects. 
 
Intoxication at the time of the offense 
Ten out of 42 studies that were reviewed reported the proportion of sex offenders 
that were intoxicated at the time of the offense; figures relied on self-report. Four of 
these studies found that between 8.9% and 86% (median = 32.8%) of sex offenders 
were intoxicated by any substance at the time of the offense (Tzeng et al., 1999; 
Rojas & Gretton, 2007; Aromäki & Lindman, 2001; Greenberg et al., 2005). Six 
studies reported that between 9.4% and 85.7% (median = 47.9%) of sex offenders 
were drinking alcohol at the time of the offense (Rada, 1975; Rada, 1976, Rada et 
al., 1976, Tzeng et al., 1999; Briken et al., 2006; Bader et al., 2008). In addition, 
three studies reported that between 2.5% and 23.4% (median = 9.1%) of sex of-
fenders were intoxicated by drugs at the time of the offense (Rada, 1975; Langevin, 
2006; Scalora & Casady, 2008). From these studies can be concluded that sex 
offenders are often intoxicated when committing sex offenses and that most sex 
offenders that are intoxicated are intoxicated by alcohol. Again, it is noticeable that 
different studies find widely varying prevalence figures.  
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Differences in intoxication at the time of the offense among dif-
ferent subtypes of sex offenders 
Six of the studies that were reviewed compared different subtypes of sex offenders 
with regard to intoxication at the time of the offense. Briken et al. (2006) found that 
sexual murderers with paraphilia related disorders were more often intoxicated by 
alcohol at the time of the offense than sexual murderers with paraphilic disorders. 
Rada (1976) found that more child molesters against girls than child molesters 
against boys were drinking at the time of the offense. And Rojas and Gretton (2007) 
found that adolescent aboriginal sex offenders were more often intoxicated at the 
time of the offense than adolescent non-aboriginal sex offenders. No differences 
were found between child molesters against girls, child molesters against boys and 
child molesters against both sexes, between rapists and child molesters (Rada et 
al., 1976; Aromäki & Lindman, 2001) and between men who abused biological 
daughters and men who abused step / adopted daughters (Greenberg et al., 2005) 
with regard to intoxication at the time of the offense. The studies that compared 
substance use at the time of the offense differ too much from one another to draw 
conclusions as to differences in intoxication at the time of the offense between dif-
ferent subtypes of sex offenders. 
 

Discussion 
Summary 
Substance abuse has often been studied in different types of sex offenders, such as 
rapists, child molesters and exhibitionists. Various methods have been used to ex-
amine the prevalence of substance abuse, including retrospective file research, 
screening instruments and semi-structured interviews. These different methods 
showed that about half of the sex offenders had a history of substance abuse, that 
about a quarter to half of the sex offenders had a history of alcohol misuse or alco-
hol related disorders, and that about one fifth to a quarter of the sex offenders had a 
history of drug misuse or drug related disorders. These results are largely in accor-
dance with the methodological issues described in the introduction, whereas (for 
substance abuse and alcohol abuse) the highest prevalence rates were found when 
substance abuse was assessed with screening instruments, followed by semi-
structured interviews and retrospective file research. As mentioned, the assessment 
of the prevalence of substance abuse by screening instruments overestimates the 
prevalence of the disorder (Hendriks, 2009) and clinical evaluations and semi-
structured interviews yield different results when examining substance abuse (Ret-
tew et al., 2009). This, however, does not imply that one method is secondary to the 
other (Rettew et al., 2009). Furthermore, studies that assessed substance abuse by 
means of screening instruments found that sex offendersʼ mean screening scores 
regarding alcohol misuse were generally high, whereas mean screening scores 
regarding drug misuse were moderate. No conclusions could be drawn with regard 
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to whether substance abuse rates differed among different subtypes of sex offend-
ers.  
 
Table 4. Intoxication at the time of the offense among different types of sex offend-
ers 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 

* = p < .05; a = only PA vs. PA + PRD do not differ significantly at p < .05; b = significantly more child 
molesters against girls than child molesters against boys were drinking at the time of the offense (p < 
.05); SO = sex offenders; dr. = drugs; PRD = paraphilia related disorder; PA = paraphilic disorder 
 
Furthermore, the majority of the studies that included a nonsexual violent offender 
control group showed that more sex offenders than nonsexual violent offenders 
abused alcohol (Looman et al., 2004; Abracen et al., 2000; 2006), except for one 
very large study that demonstrated the opposite, i.e., that less sex offenders were 
diagnosed with an alcohol use disorder than other offenders (Motiuk & Porporino, 
2001). For drug misuse, mixed results were found. Unfortunately, only one small 
study included a normal population control condition (Aromäki & Lindman, 2001). 
 
A few studies provided figures regarding substance use at the time of the offense. 
From these studies can be concluded that about one third of the sex offenders were 
intoxicated at the time of the offense. Because different subtypes of sex offenders 
are compared regarding intoxication at the time of the offense, it is too early to draw 
conclusions regarding differences in intoxication among different types of sex of-
fenders. 
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Important limitations 
Although many studies examined substance use disorders in different types of sex 
offenders, most of them share some important limitations. 1) The methods that most 
studies used to determine substance abuse are disputable. Many studies deter-
mined the prevalence of substance abuse by using screening instruments, which 
tend to overrate the prevalence of substance abuse (Hendriks, 2009). Also, a large 
proportion of the studies extracted substance abuse rates from sex offendersʼ files, 
which leads to lower prevalence rates than using semi-structured interviews (Rettew 
et al., 2009). 2) Most studies assessed for lifetime substance abuse instead of for 
substance abuse at the time of the offense. Therefore, the information about the 
presence of substance abuse at the time of the sex offense is limited. 3) Most of the 
studies did not differentiate between the types of drugs that were abused or sex 
offenders were intoxicated at the time of the offense. As a consequence, no infor-
mation is available about whether specific types of drugs are related to (specific 
types of) sex offenses. 4) Some of the studies that were discussed used (very) 
small sample sizes.  
 
Also, there are several limitations with regard to the control groups that were used 
by the studies discussed in this review. 1) Many studies compared sex offenders to 
nonsexual offenders as well as different subtypes of sex offenders with one another 
with regard to substance abuse. However, it appears that these comparisons were 
made between convenient samples that were available for research purposes in-
stead of being based on any theory. Random comparisons between sex offenders 
and nonsexual offenders and between different subtypes of sex offenders with re-
gard to substance abuse will not contribute to expanding the knowledge on the rela-
tionship between substance abuse and sex offenses. 2) Although most studies did 
include control groups, this was the case in only half of the studies that diagnosed 
substance use disorders in sex offenders using semi-structured interviews. 3) Only 
one study (Aromäki & Lindman, 2004) included a normal population comparison 
group, which allows an important comparison. Unfortunately, this study also had 
some problems, e.g., the small numbers of subjects (i.e., 10 rapists, 10 child moles-
ters and 31 normal population control subjects) and the fact that the normal popula-
tion control subjects were not matched to both sex offender groups and demo-
graphic variables of the three groups were not compared with one another. There-
fore, it might be possible that the difference found between groups was attributable 
to other variables. 4) There were not many studies that compared substance abuse 
in sex offenders to substance abuse in nonsexual violent offenders. Therefore, no 
conclusions can be drawn with regard to whether the high prevalence of substance 
abuse in sex offenders is something that is exclusively related to sex offenders or 
that it is something that is present in other types of offenders as well.  
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Recommendations for future research 
These limitations result in the following recommendations for future research: 

• Future research on the prevalence of substance related disorders in sex of-
fenders should preferably use a structured interview for all participants. An 
alternative is to screen sex offenders for substance use disorders and to 
use a structured interview for those above the cut-off score, to exclude false 
positives. 

• Future studies should focus on substance use disorders among sex offend-
ers at the time of the sex offense, to study the relation between any sub-
stance related disorder and the sex offense in more detail. In addition, in-
toxication at the time of the offense should be addressed.  

• Future research studying substance use disorders in sex offenders should 
include control conditions other than subtypes of sex offenders, if possible 
(matched) normal population control subjects. Otherwise, nonsexual violent 
offender control groups should be included. 

• Future research should be more theory-driven when comparing sex offend-
ers to nonsexual offenders and different subtypes of sex offenders with one 
another with regard to substance abuse, so the relationship between sub-
stance abuse and sex offenses will be clarified.  

• When comparing different subtypes of sex offenders with one another with 
regard to substance use disorders, it is preferable to connect to previous 
research so studies can be compared with one another (e.g., compare rap-
ists with child molesters with regard to the prevalence of substance use 
disorders). 

• Furthermore, additional research is needed on whether or not specific types 
of drugs are more often connected to sex offenses than other types. 

• Future research should include a sufficient sample size. 
 

This review shows that substance abuse is prevalent in sex offenders, which is 
demonstrated by many studies. Mainly, the association between sex offenses and 
alcohol use has been studied and Seto and Barbaree (1995) suggested alcohol 
misuse might be related to committing sex offenses through disinhibitory mecha-
nisms. As a result, a logical next step would be to routinely screen for substance 
abuse in sex offenders and to include substance abuse treatment in treatment pro-
grams for sex offenders. Seto and Barbaree (1995) propose that, based on their 
model, special attention should be directed towards changing expectancies regard-
ing alcohol consumption, increasing the awareness of inhibitory cues and learning 
to take full responsibility for unacceptable behavior instead of blaming alcohol. 
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Appendix 
Fifteen studies were excluded from this review for the following reasons. Studies 
were excluded if the content of questionnaires (Lung & Huang, 2008) or interviews 
(Nathan & Ward, 2002; Faller, 1995) that were used to determine substance abuse 
was not known. Also, studies were excluded if they did not report the exact figures 
of substance abuse for the different populations that were studied (Henn, Herjanic, 
& Vanderpearl, 1976; Myers & Berah, 1983; Kouri, Pope, Powell, Oliva, & Camp-
bell, 1997). Furthermore, studies that did not differentiate between sex offendersʼ 
use and misuse of alcohol were excluded (Bonheur & Rosner, 1980; Peugh & 
Belenko, 2001; Way & Urbaniak, 2008). Besides, studies were excluded if they only 
reported on whether sex offenders were intoxicated at the time of the offense but 
not on substance abuse per se (e.g., Gudjonsson & Sigurdsson, 2000).  
 
Also, two studies were excluded because they did not differentiate between heavy 
alcohol use and alcohol misuse and the way drug misuse was assessed was un-
clear (Langevin, Ben-Aron, Wright, Marchese, & Handy, 1988; Langevin, 2003). 
One study (Strickland, 2008) that used the Substance Abuse Subtle Screening In-
ventory-3 (SASSI-3; Miller & Lazowski, 1999) to identify alcohol and drug misuse in 
female child molesters was excluded because no information could be obtained to 
interpret the outcomes on the SASSI-3. Furthermore, two frequently cited articles 
were excluded because of deviating methodology, i.e., Långström, Sjöstedt, and 
Grann (2004) and Fazel, Sjöstedt, Grann, and Långström (2007). These investiga-
tors assessed substance use disorders in sex offenders that were diagnosed during 
inpatient treatment. Because only a small proportion of sex offenders is hospital-
ized, only the most severe substance abusers were identified in these studies, 
which leads to underestimating the proportion of sex offenders that were diagnosed 
with any substance related disorder (Långström et al., 2004; Fazel et al., 2007). 
Finally, Oliver, Beech, Fisher, and Beckettʼs (2007) study was excluded, because 
the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 1994) that was used to 
determine substance abuse is not a true screening instrument. 
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CHAPTER5
Screening on perpetration and 
victimization of intimate partner 
violence (IPV): Two studies on 
the validity of an IPV screening 
instrument in patients in substance 
abuse treatment.

Kraanen, F. L., Vedel, E., Scholing, A., & Emmelkamp, P. M. G. (2013). Screening on perpetration and 
victimization of intimate partner violence (IPV): Two studies on the validity of the J-IPV in patients in 
substance use treatment. PLoS ONE, 8(5), e63681. 
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Abstract 
About 50% of patients in substance abuse treatment with a partner perpetrated 
and / or experienced intimate partner violence in the past year. To date, there are 
no screeners to identify both perpetrators and victims of partner intimate violence 
in a substance abusing population. We developed a 4 item screening instrument 
for this purpose, the Jellinek Inventory for assessing Partner Violence (J-IPV). 
Important strengths of the J-IPV are that it takes only 2 minutes to administer and 
is easy to use and to score. To investigate the validity of the J-IPV, two independ-
ent studies were conducted including 98 and 99 participants, respectively. Aim of 
the second study was to cross-validate findings from the first study. Psychometric 
properties of the J-IPV were determined by calculating sensitivity, specificity, posi-
tive and negative predictive value, and positive and negative likelihood ratioʼs by 
comparing J-IPV outcomes to outcomes on the Revised Conflict Tactics Scales 
(ʻgold standardʼ). Also, receiver operator characteristics (ROC)-curves were de-
termined to weight sensitivity and specificity as a result of different J-IPV cutoffs, 
and the area under the curve (AUC) was calculated. Results of the first study 
demonstrated that the J-IPV possesses good psychometric properties to detect 
perpetrators and victims of any as well as severe intimate partner violence. Re-
sults from the second study replicated findings from the first study. We recom-
mend administering the J-IPV to patients entering substance abuse treatment. If 
perpetrators and victims of partner violence are identified, action can be taken to 
stop IPV perpetration and arrange help for victims, for example by offering perpe-
trators treatment or by providing safety planning or advocacy interventions to vic-
tims.  
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Introduction 
Intimate partner violence (IPV) is a serious problem that comprises verbal, physi-
cal, and / or sexual violence against a(n) (ex-)partner; the present study focuses 
on physical IPV. Consequences of physical IPV can be severe for victims and 
may result in injuries, chronic pain, depression, posttraumatic stress disorder, 
suicidality, and substance use disorders (for reviews, see: Campbell, 2002; Pli-
chta, 2004). In addition, witnessing IPV between parents may lead, for example, 
to anger, fear, posttraumatic stress disorder, depression, and conduct problems in 
children (e.g., Wood & Sommers, 2011; Kitzmann, Gaylord, Holt, & Kenny, 2008; 
Holt, Buckley, & Whelan, 2008). Moreover, these children are at greater risk for 
IPV perpetration and / or victimization as an adult (e.g., Holt et al., 2008). IPV is 
also a prevalent problem. In the US, for example, about one fifth of the couples 
experienced physical IPV in the past year (Schafer, Caetano, & Clark, 1998); 
Dutch figures appear somewhat lower (Van der Veen & Bogaerts, 2010). In addi-
tion, a large proportion of IPV perpetrators are diagnosed with substance use 
disorders. Substance abuse and dependence are highly prevalent among IPV 
perpetrators in domestic violence treatment (e.g., Brown, Werk, Caplan, & Sera-
ganian, 1999; Kraanen, Scholing, & Emmelkamp, 2010; 2012), and approximately 
35%-60% of male and female patients in substance abuse treatment committed at 
least one act of physical IPV in the past year (e.g., Brown, Werk, Caplan, Shields, 
& Seraganian, 1998; Chermack, Fuller, & Blow, 2000; Chermack, Walton, Fuller, 
& Blow, 2001; Chermack & Blow, 2002; Murphy & OʼFarrell, 1994; Stuart, Moore, 
Ramsey, & Kahler, 2003; Maiden, 1997; Stuart, Moore, Ramsey, & Kahler, 2003). 
 
Because of the serious consequences of IPV and its high prevalence among pa-
tients in substance abuse treatment, it is important to assess IPV perpetration 
among these individuals. Ideally, IPV perpetrators should be identified at intake in 
order to prevent further assault of victims (Emmelkamp & Vedel, 2006). World-
wide, the Conflict Tactics Scales (CTS; Straus, 1979) and Revised Conflict Tactics 
Scales (CTS2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) are the most 
used instruments to assess perpetration and victimization of IPV (Straus, 2007). 
Reliability and validity of the CTS and CTS2 are moderate to high (Straus, 1979; 
1990; 2004; Newton, Connelly, & Landsverk, 2001; Vega & OʼLeary, 2007; Tuomi 
Jones, Ji, Beck, & Beck, 2002). However, these instruments consist of 38 and 78 
items respectively and take considerable time for patients to complete (i.e., 12-15 
minutes for the CTS2; Straus, 2007). These long questionnaires are often prob-
lematic to implement in an intake, which usually lasts only 45 – 60 minutes. A 
short version of the CTS2 (CTS2S; Straus & Douglas, 2004) is available, but this 
instrument still comprises of 20 items (10 items addressing IPV perpetration, 10 
items addressing IPV victimization). Straus and Douglas (2004) claimed that 
completion only takes 3 minutes, but our clinical experience is that this is only true 
for patients who do not experience IPV and thus have little to report on the 
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CTS2S. A systematic review pointed out that limited time was an important barrier 
to screening for IPV in health care settings (Sprague et al., 2012), which implies 
that there is a clear need for a screener to detect IPV perpetration that takes little 
time to administer. To date, such a screener is lacking. Given that insufficient 
knowledge and training also withheld healthcare workers from screening for IPV 
(Sprague et al., 2012), an IPV screener should have a simple response scale and 
scoring method. Further, because (Sprague et al., 2012) reported healthcare 
workers' personal discomfort as one of the barriers for screening for IPV, we as-
sumed that the use of a standardized screener to address IPV would facilitate 
intakers to discuss this sensitive subject. Finally, we decided that an IPV screener 
should have the format of a structured interview, to facilitate its use during a 
(structured) intake. 
 
On the basis of the criteria described above we developed the 4 items counting 
Jellinek Inventory for assessing Partner Violence (J-IPV), a screener that takes 
only 2 minutes to administer, and is simple to use and score. The first two ques-
tions of the J-IPV address victimization of IPV in the past year; the latter two ques-
tions address perpetration of IPV in the past year (see Appendix 1). The items 
addressing IPV victimization were included in order to bring about the subject of 
IPV in a non-offensive manner, as it is our clinical experience that it is easier for 
both men and women to report that their partner was offensive to them. Moreover, 
the fact that IPV can be reciprocal (both partners being perpetrator as well as 
victim) (Archer, 2000; 2002) urges to ask about both IPV perpetration and victimi-
zation. Our first aim was to investigate the validity of the J-IPV in distinguishing 
patients in substance abuse treatment who did and who did not commit physical 
IPV in the past year by comparing outcomes on the J-IPV to outcomes on the 
CTS2 (ʻgold standardʼ). Since the J-IPV also inquires about IPV victimization, and 
substance abuse is associated with IPV victimization as well (e.g., Chermack et 
al., 2001; Hien & Ruglass, 2009; Chermack et al., 2008; El-Bassel, Gilbert, Schill-
ing, & Wada, 2000; El-Bassel et al., 2004; Gilbert, El-Bassel, Chang, Wu, & Roy, 
2012; Kantor & Straus, 1989; Stith, Smith, Penn, Ward, & Tritt, 2004), it was also 
studied whether the J-IPV was able to discriminate between patients in substance 
abuse treatment who experienced victimization of IPV in the past year and those 
who did not. Although several tools to screen for IPV victimization were available, 
(e.g., the Hurt, Insult, Threaten, Scream (HITS) (Sherin et al., 1998), the Women 
Abuse Screening Tool (WAST) (Brown, Lent, Brett, Sas, & Pederson, 1996), and 
the Partner Violence Screen (PVS) (Feldhaus et al., 1997) (for reviews, see: Rab-
ins, Jennings, Campbell, & Bair-Merritt, 2009; Chuang & Liebschutz, 2002), none 
of these have been validated in a substance abusing population.  
 
To determine psychometric properties of the J-IPV for detecting 1) any IPV perpe-
tration, 2) severe IPV perpetration, 3) any IPV victimization, and 4) severe IPV 
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victimization, the following values were determined: 1) sensitivity (proportion of 
factual IPV perpetrators who indeed screen positive), 2) specificity (proportion of 
factual non-IPV perpetrators who indeed screen negative), 3) positive predictive 
value (PPV; proportion of all positive screening participants who actually commit-
ted IPV), and 4) negative predictive value (NPV; proportion of all negative screen-
ing participants screening who actually did not commit IPV) were computed. In 
addition, positive likelihood ratio (LR+; i.e., how much more likely a participant is 
to have perpetrated IPV after screening positive) and negative likelihood ratio (LR-
; i.e., how much less likely a participant is to have committed IPV after screening 
negative) were calculated as suggested, for example, by Attia (2003) and (Bigger-
staff, 2000). Finally, receiver operator characteristics (ROC)-curves were deter-
mined and the area under the curve (AUC) was calculated to determine the prob-
ability that a randomly chosen IPV perpetrator obtained a higher score on the J-
IPV than a randomly chosen non-IPV perpetrator.  
 
There are no universal criteria to determine the minimum standards of a screening 
instrument, since it depends on the situation whether greater value is attached to 
sensitivity or specificity (Baldessarini, Finklestein, & Arana, 1983). However, Tiet, 
Finney, and Moos (2008) suggested that clinicians and policy makers should se-
lect screening instruments that have both sensitivity and specificity of at least .80. 
In case of assessing IPV, we argued that high sensitivity (detecting all factual 
perpetrators and victims of IPV) and high NPV (the chance that after screening 
negative, IPV perpetration or victimization has indeed not taken place) are the 
most important qualities the J-IPV should possess. It is essential that if a patient 
screens negative on the J-IPV, it is safe to assume that indeed no IPV took place 
in the past year. Therefore, we hypothesized that, in order to be clinically useful, 
the J-IPV should possess sensitivity and NPV ≥ .80. Since validity coefficients 
capitalize on random errors within a specific sample (Butler, Budman, Fernandez, 
Fanciullo, & Jamison, 2010), classical test development requires that the perform-
ance of an instrument is confirmed in a cross-validation study (Anastasi & Ur-
baina, 1997). For that reason, two methodological identical studies in two different 
settings were conducted in order to calculate the aforementioned psychometric 
properties; aim of the second study was to cross-validate findings from the first 
study. Because of these random sampling errors, it is expected that the second 
study performs less than the first study (Butler et al., 2010). However, psychomet-
ric properties of the J-IPV should remain acceptable (i.e., sensitivity and NPV ≥ 
.80). 
 
Materials and Methods 
Ethics statement 
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The study was approved by the ethical committee of the University of Amsterdam 
(reference number 2010-kp-1350). Written informed consent was obtained from 
all participants. 
 
Participants  
The two studies were conducted at two different locations of Jellinek, a large sub-
stance abuse treatment facility, in Amsterdam (study 1) and Hilversum (study 2), 
the Netherlands. Patients were included if they had an intake between February 
28th 2011 and April 22nd 2011 in Amsterdam or between December 28th 2011 and 
October 17th 2012 in Hilversum. Patients were included if they 1) fulfilled DSM-IV-
TR criteria for substance abuse or dependence (with the exclusion of nicotine 
dependence as the sole substance use disorder diagnosis), 2) had a partner for at 
least 3 months in the past year, 3) had sufficient knowledge of the Dutch language 
(i.e., could understand the J-IPV questions without additional explanation), and 4) 
were at least 18 years old. Patients were excluded in case of 1) severe withdrawal 
or intoxication symptoms during the intake, 2) severe mental illness (e.g., suicidal 
ideation or psychotic symptoms), and 3) severe cognitive disorders, such as Kor-
sakoffʼs syndrome or dementia.   
 
Instruments 
Jellinek Inventory for assessing Partner Violence (J-IPV). The J-IPV is a 4 item-
screening device that was developed to assess IPV perpetration in patients enter-
ing substance abuse treatment. FK formulated the items of the J-IPV and EV, AS, 
and PE independently reviewed the items; the final items were based on consen-
sus. The questions are administered as a structured interview and questions are 
answered with ʻyesʼ or ʻnoʼ. Two native English speakers translated the J-IPV from 
Dutch into English. Translations were compared with one another and led to the 
final English version of the J-IPV (see Appendix 1 at the end of this chapter). 
 
Revised Conflict Tactics Scales (CTS2). The CTS2 (Straus et al., 1996) is the 
principal method to measure IPV among individuals in a lasting relationship 
(Archer, 1999) and was used as ʻgold standardʼ to validate the J-IPV. The instru-
ment consists of 39 item pairs addressing behavior that participant or partner may 
have exhibited when having a conflict with the other in the past year. Answers are 
scored on an 8 point scale, ranging from 0 – 7 (0 = never, 1 = once, 2 = twice, 3 = 
3-5 times, 4 = 6-10 times, 5 = 11-20 times, 6 = more than 20 times, 7 = it has 
happened but not in the past year). The CTS2 contains items in five subscales, 
i.e., 1) verbal violence, 2) physical violence, 3) sexual violence, 4) negotiation, 
and 5) injuries resulting from a fight with the partner. An example of an item pair 
is: ʻI slapped my partnerʼ and ʻMy partner slapped meʼ. Since we intended the J-
IPV to screen for physical IPV, we only used item pairs assessing physical vio-
lence (2 x 12 items). To make the transition to the physical violence items more 
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gradual, firstly 3 items pairs addressing verbal violence were administered (ʻI 
shouted or yelled at my partnerʼ, ʻI insulted or swore at my partnerʼ, ʻI threatened 
to hit or throw something at my partnerʼ). Subsequently, the physical violence 
items of the CTS2 were administered in the same order in which they appear in 
the CTS2. The other CTS2 items were not used in this study. The physical vio-
lence items of the CTS2 were used to categorize participants as perpetrator and / 
or victim of any / severe physical IPV. Participants were rated as perpetrator of 
any IPV when answering ʻyesʼ to at least one physical IPV perpetration item and 
were rated as victim of any IPV after at least one ʻyesʼ to any of the physical IPV 
victimization items. Further, participants were classified as having perpetrated 
severe physical IPV or being victimized by severe physical IPV if at least one of 
the severe physical violence perpetration or victimization items was answered 
with “yes”. The adapted version of the CTS2 was administered as a structured 
interview, a method that was supported by Straus (2007). Moreover, different 
studies found practically no differences between paper-and-pencil tests and inter-
views when assessing sensitive topics such as IPV (e.g., Lawrence, Heyman, & 
OʼLeary, 1995; Reddy et al., 2006; Rosenbaum, Rabenhorst, Reddy, Fleming, & 
Howells, 2006); Kim, Hubowitz, Hudson-Martin, & Lane, 2008). 

 
Measurements in the Addictions for Triage and Evaluation (MATE). The MATE 
(Schippers, Broekman, & Buchholtz, 2007) was routinely administered during the 
intake to assess patient characteristics and to guide treatment allocation 
(stepped-care policy). In this study, data from the MATE were used to obtain 
demographics (age, nationality, education, having children under 18 years old, 
treatment intensity) and substance use disorder diagnoses according to DSM-IV / 
ICD-10.  
 
Procedure 
During the intake, psychologists from the treatment staff who regularly conducted 
the intakes and were not involved in the factual studies administered the MATE. 
Subsequently, patients were informed about the study. If they agreed to partici-
pate, informed consent was obtained. Hereafter, the J-IPV and CTS2 were admin-
istered successively as structured interview. Since the aim of the study was to 
investigate whether the J-IPV predicted the outcome on the CTS2, we did not 
counterbalance administration of the J-IPV and CTS2. To help participants re-
member the 7-point rating scale of the CTS2, they were given a form with re-
sponse categories written out. The first study was conducted at Jellinek Amster-
dam; the second study at Jellinek Hilversum in order to cross-validate findings 
from the first study.  
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Data analyses 
Demographics of participants of the 2 studies were compared using chi-square 
tests for categorical variables (gender, nationality, living together, relationship 
intact, having children, treatment intensity and primary SUD diagnosis); an inde-
pendent samples t-test for normally distributed continuous variables (age); and a 
Mann-Whitney test for nonnormally distributed continuous variables (relationship 
length). To determine psychometric properties of the J-IPV, sensitivity, specificity, 
PPV, NPV, LR+, LR-, and AUC were calculated for the J-IPV compared to the 
CTS2 as ʻgold standardʼ (see Table 1 for a comparison of all indicators).  
 
Table 1. Formulas used to calculate sensitivity, specificity, PPV, NPV, LR+, and 
LR-. 
 
 
 
 
 

 
 
 
 
 

IPV = intimate partner violence; PPV = positive predictive value; NPV = negative predictive value; LR+ 
= positive likelihood ratio; LR- = negative likelihood ratio. 

Prior to the start of this study, the J-IPV had been used in clinical practice for 20 
months. Clinical observations taught that some patients who had committed 
physical IPV but saw themselves primarily as victim (and not perpetrator), did 
answer positively to one or both victimization items, but not to any of the perpetra-
tor items. This demonstrates that people tend to underreport IPV perpetration 
(e.g., [56]) but also shows that indeed IPV is often reciprocal [33; 34]. Therefore, 
psychometric properties of the J-IPV to detect any / severe IPV perpetration were 
determined when 1) all J-IPV items were used, 2) only both J-IPV perpetration 
items were used (items 3 and 4) and 3) the separate items addressing IPV perpe-
tration (items 3 and 4) were used. Psychometric properties of the J-IPV to detect 
any / severe IPV victimization were determined when 1) all J-IPV items were 
used, 2) only both J-IPV victimization items were used (items 1 and 2) and 3) the 
separate items addressing IPV victimization (items 1 and 2) were used. After de-
termining psychometric properties for these different options, the optimal cutoff or 
scoring method was selected to classify participants as 1) perpetrator of any IPV, 
2) perpetrator of severe IPV, 3) victim of any IPV, and 4) victim of severe IPV. As 
mentioned in the introduction, we valued high sensitivity and NPV the most impor-
tant psychometric properties the J-IPV should possess because it might be harm-
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ful to overlook perpetrators and victims of IPV. Therefore, the following steps were 
taken to decide on the optimal cutoff or scoring method. First, it was examined 
which cutoff or scoring method resulted in highest sensitivity and NPV. Then, it 
was observed whether this scoring method also yielded the highest AUC, and 
finally it was examined whether specificity and PPV were still acceptable. 
 
Results  
Participants 
Study 1  
A total of 115 participants met inclusion criteria. Seventeen participants (14.8%) 
were excluded: 7 participants (6.1%) refused participation, 5 (4.3%) suffered from 
severe mental illness, 4 (3.5%) dropped-out because of logistic reasons, and 1 
(0.9%) suffered from a severe cognitive disorder (see Figure 1). The final sample 
consisted of 98 participants (85.2%). Demographics and past year prevalence of 
any / severe IPV perpetration / victimization as determined with the CTS2 are 
displayed in Table 2.  
 
Study 2 
A total of 158 participants met inclusion criteria. Fifty-nine participants (37.3%) 
were excluded: 8 participants (5.1%) refused participation, 11 (7.0%) suffered 
from severe mental problems, 4 (2.5%) suffered from a severe cognitive disorder; 
2 (1.3%) were severely intoxicated, 3 (1.9%) dropped-out because the intaker was 
not yet trained in administering the J-IPV and CTS2, and 31 (19.6%) dropped-out 
because of logistic reasons (see Figure 2). The final sample consisted of 99 par-
ticipants (62.7%). Demographics and past year prevalence rates of any / severe 
IPV perpetration / victimization as determined with the CTS2 are displayed in Ta-
ble 2 as well.  
 
On the basis of the CTS2, participants were classified as 1) no perpetrator, no 
victim, 2) perpetrator only, 3) victim only, and 4) both perpetrator and victim of 
physical IPV (see Table 3). About half of the participants committed and / or expe-
rienced IPV in the past year. In accordance with previous research (Archer, 2000; 
2002), in most cases IPV was reciprocal (69.4% of the sample in which IPV had 
taken place; 34.7% of the total sample).  
 
In addition, as in study 1, participants were classified as (non) perpetrator and / or 
victim of IPV (see Table 3). Again, in several cases IPV was reciprocal (73.7% of 
the sample in which IPV took place; 33.3% of the total sample). In total, 38.4% of 
participants of study 2 committed physical IPV in the past year and 40.4% of the 
participants experienced past year IPV.  
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Comparison of demographics and prevalence of IPV between study 1 and study 2 
Demographics and IPV prevalence rates of participants of studies 1 and 2 were 
compared (see Table 2). Participants of studies 1 and 2 differed significantly re-
garding nationality (X2 (2) = 6.21; p < .05). Standardized residuals indicated that 
more participants of study 1 had a non-European nationality than participants in 
study 2. In addition, participants of study 1 and 2 differed significantly from one 
another regarding relationship length (F (186) = 4.52; p < .05); participants of 
study 2 had significantly longer relationships than participants of study 1. Partici-
pants of study 1 and 2 did not differ significantly regarding gender, age, living 
together, relationship at the time of the intake, children under 18, treatment inten-
sity, and primary substance use disorder diagnosis. In addition, there were no 
differences between the 2 studies regarding prevalence rates of any / severe past 
year IPV perpetration / victimization. Also, there were no differences in rates of 
reciprocality of IPV (see Table 3). 
 
Figure 1. Overview of participants and drop-outs of study 1. 
 

 
 
 
Figure 2. Overview of participants and drop-outs of study 2. 
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Table 2. Demographic variables and prevalence of IPV as determined with the 
CTS2 of participants in study 1 and study 2. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CTS2 = Revised Conflict Tactics Scales; SUD = substance use disorder; 1 Positive screener: one or 
more items of the J-IPV answered with ʻyesʼ; 2 Negative screener: none of the J-IPV items answered 
with ʻyesʼ; 3 after the intake, patients were assigned to either inpatient or outpatient treatment; * = p < 
.05. 
 
Table 3. Distribution of participants who perpetrated IPV, experienced IPV vic-
timization, who were both perpetrator and victim of IPV and who were neither 
perpetrator, nor victim in the past year of study 1 and study 2. 
 
 
 
 
 
 
 
 
IPV = intimate partner violence; CTS2 = Revised Conflict Tactics Scales. 
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Effectiveness of the J-IPV for the assessment of any IPV perpetration 
First, psychometric properties of the J-IPV for the assessment of any physical IPV 
perpetration were determined using CTS2 perpetration items as ʻgold standardʼ 
(see Table 4) and were determined as follows: 1) diagnostic accuracy of all J-IPV 
items in identifying IPV perpetration as determined with the CTS2 was tested for 
different cutoff values, 2) psychometric properties of both J-IPV perpetration items 
(items 3 and 4) were calculated, and 3), diagnostic efficiency was calculated for 
items 3 and 4, separately (see Table 4). In study 1, a cutoff of 1 (a positive answer 
to any of the J-IPV items) resulted in highest sensitivity (.80) and NPV (.85) (the 
indicators that were decided to be most important to the J-IPV). Also, the largest 
AUC (.80) was obtained when all 4 J-IPV items were used. In addition, specificity 
(.80) and PPV (.75) were still acceptable for this option, as well as LR+ (4.17), 
and an LR- (.24). For study 2, similar results were found (sensitivity = .84; NPV = 
.89; AUC = .86; specificity = 82; PPV = .74; LR+ = 4.67; LR- = .19) (see Table 4). 
For illustrative purposes, ROC-curves are displayed in Appendix 2. 
 
Effectiveness of the J-IPV for the assessment of severe IPV perpetration 
To detect severe IPV perpetration, using a cutoff of 2 resulted in optimal psycho-
metric properties in study 1 (sensitivity = 1.00; NPV = 1.00; AUC = .92; specificity 
= .83; PPV = .56; LR+ = 5.88; LR- = .00, see Table 4). An alternative is to look 
only at item 4 when screening for severe IPV perpetration, which resulted in com-
parable psychometric properties (sensitivity = .94; NPV = .99; AUC = .93; specific-
ity = .91; PPV = .71; LR+ = 10.79; LR- = .06). However, we prefer using a cutoff of 
2 to identify perpetrators of severe IPV, because this resulted in less false nega-
tives (scoring negative on the J-IPV while indeed someone has committed severe 
IPV). Even though the AUC of this option was not the largest, differences between 
AUCʼs were only marginal. In study 2, using a cutoff of 2 resulted in optimal psy-
chometric properties as well (sensitivity = 1.00; NPV = 1.00; AUC = .91; specificity 
= .79; PPV = .45; LR+ = 6.76; LR- = .00, see Table 4). However, PPV is some-
what low, given that only 45% of participants who answered at least 2 J-IPV items 
with ʻyesʼ indeed committed severe IPV. When a positive answer to J-IPV item 4 
was used to determine severe IPV perpetration, values of psychometric properties 
obtained in study 2 were somewhat lower than values obtained in study 1 (sensi-
tivity = .80; NPV = .96; AUC = .85; specificity = .90; PPV = .60; LR+ = 8.40; LR- = 
.22). ROC-curves are displayed in Appendix 2 at the end of this chapter. 
Effectiveness of the J-IPV for the assessment of any IPV victimization 
Psychometric properties for detecting any physical IPV victimization using CTS2 
victimization items as ʻgold standardʼ are displayed in Table 5. Psychometric 
properties of the J-IPV were determined as follows: 1) diagnostic accuracy of all J- 
IPV items in identifying IPV victimization as determined with the CTS2 was 
tested for different cutoff values, 2) psychometric properties of both J-IPV  
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victimization items (items 1 and 2) were calculated, and 3) diagnostic effi-
ciency for detecting IPV victimization was calculated for the separate vic-
timization items (1 or 2). A cutoff of 1 resulted in the most favorable psy-
chometric properties (sensitivity = .83; NPV = .87; AUC = .85; specificity = 
.84; PPV = .80; LR + = 5.19; LR- = .20). Similar results were obtained in 
study 2 (sensitivity = .80; NPV = .86; AUC = .84; specificity = .81; PPV = 
.74; LR+ = 4.29; LR- = .25). ROC-curves are displayed in Appendix 2. 

Effectiveness of the J-IPV for the assessment of severe IPV victimization 
Finally, psychometric properties of the J-IPV for detecting severe physical IPV 
victimization were determined (Table 5). In study 1, a positive answer to J-IPV 
item 1 led to both highest sensitivity (1.00) and highest NPV (1.00) in combination 
with largest AUC (.94), good specificity (.88) and acceptable PPV (.64). Further-
more, LR+ was 8.33 and LR- was .00. In study 2, these results were replicated; 
when item 1 was used as indicator for severe IPV victimization, the following re-
sults were found: sensitivity = .87; NPV = .97; AUC = .84; specificity = .82; PPV = 
.46; LR+ = 4.85; LR- = .16. However, optimal results were obtained when a posi-
tive answer to J-IPV item 2 was used as an indicator for severe IPV victimization 
(sensitivity = 1.00; NPV = 1.00; AUC = .94; specificity = .87; PPV = .58; LR+ = 
7.63; LR- = .00). ROC-curves are again displayed in Appendix 2 at the end of this 
chapter. 
 
Discussion 
The aim of the present study was to validate and cross-validate the J-IPV by de-
termining its sensitivity, NPV, AUC, specificity, PPV, LR+, and LR-. It was decided 
that sensitivity and NPV, which we considered the most important properties of 
the J-IPV, should be at least ≥ .80. Based on the results of the two studies, it is 
suggested to use the following cutoffs for the different purposes of the J-IPV. 1) 
To detect any IPV perpetration, we advise a cutoff of 1 since this yielded highest 
sensitivity (.80 and .84, respectively) and NPV (.85 and .82, respectively). In other 
words, 80% / 84% of IPV perpetrators screened positive for IPV perpetration on 
the J-IPV; after screening negative, 85% / 82% of the participants had indeed not 
committed IPV. 2) To detect severe IPV perpetration, optimal results were found 
for a cutoff of 2, which resulted in sensitivity and NPV of 1.00 in both studies. 3) 
To detect any IPV victimization, we recommend using a cutoff of 1, which resulted 
in highest sensitivity (.83 and .80) and NPV (.87 and .86). It is noticeable that the 
same cutoff was suggested for detecting any IPV perpetration; this could be ex-
plained by the fact that in about 70% of the cases IPV was reciprocal (see Table 
3). 4) To detect severe IPV victimization, we recommend using a positive answer 
to J-IPV item 1 (study 1: sensitivity = 1.00; NPV = 1.00; study 2: sensitivity = .87; 
NPV = .97).  
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For the other psychometric properties, the following results were found for the 
different cutoffs. AUCs that varied between .84 and .94 indicated that there was 
an 84% - 94% chance that a randomly selected perpetrator / victim of any / severe 
IPV scored higher on the J-IPV than a randomly selected patient that did not per-
petrate / experience any / severe IPV. Further, specificities ranged from .79 - .88, 
indicating that 79% - 88% of factual non-IPV perpetrators screened indeed nega-
tive. PPVʼs were found between .45 - .80, indicating that 45% - 80% of all positive 
screening participants actually committed / experienced any / severe IPV in the 
past year. PPVʼs of the J- IPV to detect severe IPV perpetration and victimization 
were on the low side (severe perpetration: .56 and .45; severe victimization: .64 
and .58). However, we do not consider this problematic. The J-IPV is developed 
to screen for IPV and to identify patients in whom IPV should be further assessed. 
We argue that additional assessment of IPV in patients who are not factually in-
volved in severe IPV is preferred to missing patients who are indeed involved in 
severe IPV. Moreover, patients who screened positive for severe IPV but were in 
fact not involved in severe IPV, were likely involved in non-severe IPV. Finally, 
likelihood ratios, ranging from 4.17 – 8.33 (LR+) and from 0 - .25 (LR-), demon-
strated that participants who screened positive were 4 – 8 times more likely than 
patients who screened negative to have perpetrated / experienced any / severe 
IPV, and that after screening negative, the odds were 0% - 25% to have perpe-
trated / experienced any / severe IPV. In sum, two independent studies demon-
strated that the J-IPV is a valid screener with sensitivities and NPVʼs ≥ .80 to de-
tect IPV in patients in substance abuse treatment. The second study replicated 
results from the first study, despite differences in population (relationship length 
and nationality), and despite the fact that the first study was conducted in a large 
city and the second in a smaller town. Although it was expected that the second 
study would perform less than the first study (Butler et al., 2010), this was hardly 
the case.  
 
There were several limitations to the study. In the first place, both the J-IPV and 
the CTS2 rely on self-report of participants, which implies that the results do not 
automatically reflect the physical violence that actually took place. Participants 
may deny or minimize the violence they have committed or were victimized by. On 
the other hand, although people tend to underreport violence in their relationship 
when completing the CTS (Straus, 2007), research showed low correlations with 
social desirability (Sugarman & Hotaling, 1996). Also, the purpose of the study 
was to investigate the J-IPV as an alternative for the CTS2 and not to study the 
predictive validity of the CTS2 and the J-IPV. Further, it is noticeable that more 
men than women participated in the two studies. However, men are overrepre-
sented in substance abuse treatment and this does not reflect a selection bias. 
Finally, in the second study, 31 patients (19.1%) were excluded from the study 
because of logistic reasons, such as the fact that the intaker had forgotten to ad-
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minister the J-IPV or that there was not sufficient time in the intake to administer 
the J-IPV and CTS2.  
 
In addition, there are several issues that should be addressed in future research. 
First, although the J-IPV demonstrated good psychometric properties in two dif-
ferent substance abuse treatment centers, these findings do not necessarily gen-
eralize to other settings (i.e., the J-IPV does not automatically possess external 
validity), since psychometric properties depend on the prevalence of a ʻdiseaseʼ in 
a population (Baldessarini et al., 1983). This emphasizes studying the validity of 
the J-IPV in other settings, such as forensic psychiatry, as well. Moreover, future 
research should include larger samples in order to narrow the 95% confidence 
limit of sensitivity and specificity. Using 98 participants, a sensitivity of .80 has a 
lower confidence limit of .65 (Flahault, Cadilhac, & Thomas, 2005). Ideally, it 
should be increased up to .70 or .75 for which 204 and 756 participants are 
needed, respectively (Heckert & Gondolf, 2000). Another suggestion for future 
research is to obtain collateral data from participantsʼ partners on the CTS2 as 
well, but it should be taken into account that partner reports are not reliable either 
(e.g., Heckerty & Gondolf, 2000). Also, the order in which the J-IPV items are 
addressed would be interesting to study. Further, the J-IPV was developed to 
detect physical IPV. However, emotional and sexual IPV also have serious con-
sequences for victims (e.g., Yoshihama, Horrocks, & Kamano, 2009; Pico-Alfonso 
et al., 2006). It would be of interest to study psychometric properties of the J-IPV 
to detect emotional IPV and to extend the J-IPV in order to detect sexual IPV. 
Also, it might be worth to investigate whether adding a third response category to 
the J-IPV (e.g., “sometimes”) may lower the threshold to admit IPV perpetration 
and / or victimization.  
 
Since the J-IPV demonstrated good psychometric properties, it is recommended 
to routinely administer the J-IPV, which is available in the public domain, during 
intakes in substance abuse treatment facilities. If patients answer ʻyesʼ to one or 
more of four J-IPV questions, IPV should be further assessed (stepped assess-
ment), for instance, by administering the CTS2. Also, when using the J-IPV, vari-
ous barriers on screening for IPV as reported by Sprague et al. (2012) are ac-
knowledged. In the first place, recourse barriers (knowledge regarding screening 
and time constraints) are addressed: the J-IPV is very simple to use and score 
and administration takes only about 2 minutes. Moreover, since the J-IPV dis-
criminates between any and severe IPV perpetration / victimization, it can be de-
cided to assess IPV only in detail if patients screen positive for severe IPV perpe-
tration and / or victimization if limited time or resources are available. Second, 
using the J-IPV would help overcome personal barriers (particularly personal dis-
comfort) to screening for IPV; the J-IPV is conducted as structured interview, 
which makes it easier for intakers to address this sensitive topic. Finally, also 
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patient-related barriers (the perception that patients with personality and / or psy-
chosocial problems are difficult to screen) can be disputed on the basis of the 
present study. These problems are prevalent among patients in substance abuse 
treatment and no problems in administering the J-IPV have been encountered. An 
additional comment is that since Sprague et al. (2012) reported that other re-
source barriers (i.e., inadequate follow-up resources, lack of an office protocol, 
and inadequate locations and procedures for screening) were among the most 
cited barriers to screening for IPV, it is important that institutions have clear poli-
cies on screening for IPV and what to do with patients who screen positive for 
IPV.  
 
After a positive J-IPV score and careful subsequent assessment, appropriate 
treatment for IPV perpetrators and / or victims should be arranged. However, to 
date, no evidence-based treatments addressing IPV perpetration exist (Babcock, 
Green, & Robie, 2004; Feder & Wilson, 2005). Nevertheless, research demon-
strated that IPV perpetration decreases significantly after successful treatment for 
alcohol dependence (for reviews, see: Stuart, OʼFarrell, & Temple, 2009; Murphy 
& Ting, 2009) and several researchers in the field argued that substance abusing 
IPV perpetrators should be allocated to a combined substance abuse - IPV treat-
ment (e.g., Easton et al., 2007; Stover, Meadows, & Kaufman, 2009; Stuart, 2005; 
Leonard, 2001). If it is decided to treat substance use disorders without directly 
addressing IPV, it is necessary to monitor IPV during the course of treatment. In 
addition, Easton et al. (2007) demonstrated that combined substance abuse / 
partner violence treatment was effective in reducing IPV perpetration. For victims, 
help should be arranged by offering safety planning or providing advocacy inter-
ventions (Ramsay et al., 2009). Yet another option is to refer patients to behav-
ioral couples therapy, which has shown promising results for the treatment of IPV 
perpetration (Babcock et al., 2004). Although there are no evidence-based treat-
ments addressing IPV perpetration, and although in some jurisdictions services 
for male IPV victims may not be available, we argue that these are no legitimate 
reasons to abstain from screening for IPV. On the contrary, since it is known that 
IPV is prevalent in patients in substance abuse treatment, we consider it unethical 
not to screen for IPV in substance abuse treatment facilities. 
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Appendix 1. 
 
Jellinek Inventory for assessing Partner Violence (J-IPV) 
 
People with substance use problems are often known to experience tension in the 
relationship with their partner. Patients who enter treatment in our institution are 
relatively often a victim of domestic violence and / or have acted aggressively 
themselves in an argument with the partner. Therefore, we routinely pose the 
following questions.  
 
1. Has it occurred in the past year that the situation with your 

partner got so out of hand that your partner has threatened 
you, or that he/she threatened to harm you? 
 

Yes / 
No 

2. Has it occurred in the past year that the situation with your 
partner got so out of hand and that your partner has been 
physically abusive towards you and for instance hit or kicked 
you? 
 

Yes / 
No 

3. Conversely, has it occurred in the past year that the situation 
with your partner got so out of hand that you acted in a threat-
ening way to your partner, or threatened to hurt him/her? 
 

Yes / 
No 

4. And has it occurred in the past year that the situation with your 
partner got so out of hand that you became physically violent 
and, for example, slapped, hit or kicked your partner? 
 

Yes / 
No 

Scoring the J-IPV 
 
The following cutoffs should be used when scoring the J-IPV: 
 

• Detection of any IPV perpetration: cutoff = 1 (at least 1 of 4 questions is 
answered positive) 

• Detection of any IPV victimization: cutoff = 1 (at least 1 of 4 questions is 
answered positive) 

• Detection of severe IPV perpetration: cutoff = 2 (at least 2 of 4 questions 
are answered positive) 

• Detection of severe IPV victimization: a positive answer to item 1 
 
The J-IPV is available in the public domain.  
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Appendix 2. 

Figure 1. Receiver operator characteristics (ROC)-curve to detect any IPV perpe-
tration (study 1) for a cutoff of 1 on the Jellinek Inventory for assessing Partner 
Violence (J-IPV). 
 
 

 
 

 
 

 
 

 
 

 
 
Figure 2. Receiver operator characteristics (ROC)-curve to detect any IPV perpe-
tration (study 2) for a cutoff of 1 on the Jellinek Inventory for assessing Partner 
Violence (J-IPV). 
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Figure 3. Receiver operator characteristics (ROC)-curve to detect severe IPV 
perpetration (study 1) for a cutoff of 2 on the Jellinek Inventory for assessing Part-
ner Violence (J-IPV). 

 
 

 
 

 
 

 
 
 
 
 
 
Figure 4. Receiver operator characteristics (ROC)-curve to detect severe IPV 
perpetration (study 2) for a cutoff of 2 on the Jellinek Inventory for assessing Part-
ner Violence (J-IPV). 
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Figure 5. Receiver operator characteristics (ROC)-curve to detect any IPV vic-
timization (study 1) for a cutoff of 1 on the Jellinek Inventory for assessing Partner 
Violence (J-IPV). 

 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6. Receiver operator characteristics (ROC)-curve to detect any IPV vic-
timization (study 2) for a cutoff of 1 on the Jellinek Inventory for assessing Partner 
Violence (J-IPV). 
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Figure 7. Receiver operator characteristics (ROC)-curve to detect severe IPV 
victimization (study 1) for a positive answer to item 1 of the Jellinek Inventory for 
assessing Partner Violence (J-IPV). 

 
 

 
 

 
 

 
 

 
 

 
Figure 8. Receiver operator characteristics (ROC)-curve to detect severe IPV 
victimization (study 1) for a positive answer to item 1 of the Jellinek Inventory for 
assessing Partner Violence (J-IPV). 
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CHAPTER6
Intimate partner violence (IPV) 
perpetration and victimization in 
patients in substance abuse treatment: 

predict past year IPV? 

Kraanen, F. L., Vedel, E., Scholing, A., & Emmelkamp, P. M. G. (accepted). Intimate partner violence 

use disorders predict past year IPV? Journal of Substance Abuse Treatment.
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Abstract 
The present study investigated whether (combinations of) specific substance use 
disorders predicted any and severe perpetration and victimization in males and 
females entering substance abuse treatment. All patients (N=1799) were 
screened for IPV perpetration and victimization; almost one third of the sample 
committed or experienced any IPV in the past year. For males, an alcohol use 
disorder in combination with a cannabis and / or cocaine use disorder significantly 
predicted any IPV (perpetration and / or victimization) as well as severe IPV per-
petration. For females, alcohol and cocaine abuse / dependence predicted both 
any IPV (perpetration and / or victimization) and severe IPV perpetration. Results 
from the present study emphasize the importance of routinely assessing IPV in 
patients in substance abuse treatment and demonstrate that clinicians should be 
particularly alert for IPV in patients with specific substance use disorder combina-
tions. 
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Introduction 
Intimate partner violence (IPV) is a prevalent societal problem. Schafer, Caetano, 
and Clark (1998) demonstrated that about 20% of the couples in the US general 
population experienced past year physical IPV. Dutch figures (although not com-
pletely comparable because of the longer reference period), appeared somewhat 
lower: in the past five years 49% reported any IPV, of whom 9% reported severe 
IPV (Van der Veen & Bogaerts, 2010). Consequences of IPV can be very serious 
and may lead to injuries and mental health problems in victims and children wit-
nessing IPV (e.g., Campbell, 2002; Plichta, 2004; Wood & Sommers, 2011; Kitz-
mann, Gaylord, Holt, & Kenny, 2008; Holt, Buckley, & Whelan, 2008). A large 
body of research has identified risk factors for IPV perpetration as well as victimi-
zation. Risk factors related to physical IPV perpetration are verbal abuse, life 
stress, marital dissatisfaction, anger, and depression, to name a few (for reviews, 
see: Stith, Smith, Penn, Ward, & Tritt, 2004; Schumacher, Feldbau-Kohn, Slep, & 
Heyman, 2001). Robust risk factors associated with physical IPV victimization 
include childhood abuse, depression, fewer years of education and violent behav-
ior toward the partner (Stith et al., 2004; Schumacher et al., 2001; Whitfield, Ande, 
Dube, & Felitti, 2003; Seedat, Stein, & Forde, 2005). A prominent risk factor for 
both IPV perpetration and victimization is substance use (Stith et al., 2004; Schu-
macher et al., 2001). The current study elaborated on previous research and 
aimed to assess IPV perpetration as well as victimization among patients in sub-
stance abuse treatment. At the same time it was intended to examine whether 
specific (combinations of) substance use disorders predicted IPV perpetration and 
/ or victimization. 
 
The co-occurrence of substance use and IPV perpetration has been studied ex-
tensively; up to about 60% of patients in domestic violence treatment were diag-
nosed with a substance use disorder (e.g., Brown, Werk, Caplan, & Seraganian, 
1999; Stuart, Moore, Kahler, & Ramsey, 2003; Kraanen, Scholing, & Emmelkamp, 
2010; 2012; Stuart, Moore, Ramsey, & Kahler, 2003). Furthermore, a number of 
studies found that IPV perpetration was overrepresented among patients in sub-
stance abuse treatment: past year prevalence rates of physical IPV perpetration in 
this group ranged from 40% to 60% (e.g., Chermack et al., 2008; OʼFarrell & Mur-
phy, 1995; Vedel, 2007; Murphy & OʼFarrell, 1994). In addition, Smith, Homish, 
Leonard, and Cornelius (2012) demonstrated that the relationship between sub-
stance use and IPV perpetration was different for specific combinations of sub-
stance use. Data from a large general population survey showed that a combina-
tion of alcohol and cannabis use disorders decreased the likelihood of IPV perpe-
tration compared to either an alcohol or a cannabis use disorder. In contrast, al-
cohol and cocaine use disorders increased the odds of IPV perpetration com-
pared to only an alcohol use disorder, but decreased the odds for IPV perpetration 
compared to only cocaine abuse / dependence.  
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Various explanations have been proposed for the relationship between substance 
use and IPV perpetration. Alcohol use and IPV perpetration may be causally re-
lated (e.g., Leonard, 2005) since direct pharmacological effects of alcohol lead to 
a distorted appraisal of cues and to disinhibition, which in turn may lead to com-
mitting IPV (Foran & OʼLeary, 2008). As for the relationship between cannabis use 
and IPV, some have suggested that IPV is mediated by irritability resulting from 
withdrawal from cannabis (e.g., Moore et al. 2008, Moore & Stuart, 2005; Hoaken 
& Stewart, 2003), or that a shared variable, (e.g., impulsivity), may be responsible 
for both IPV and cannabis use (Moore & Stuart, 2005). Further, cocaine use might 
be related to IPV through direct pharmacological effects (Moore et al., 2008) since 
cocaine intoxication affects the serotonergic signaling system that may facilitate 
aggression (e.g., Patkar et al., 2006). However, underlying personality traits might 
be responsible for this relationship as well (Hoaken & Stewart, 2003). Finally, 
even though a significant proportion of substance abusers use more than one 
substance (Moore, 2010), little is known about the effect of interactions between 
different substances and their relationship with IPV.  

 
IPV victimization is also associated with substance use. IPV victimization is preva-
lent in patients who follow substance abuse treatment; studies in this group re-
vealed past year IPV victimization figures up to over 50% (Chermack et al., 2008; 
El-Bassel, Gilbert, Schilling, & Wada, 2000; El-Bassel et al., 2004; Gilbert et al., 
2006; Chermack, Walton, Fuller, & Blow, 2001). Several mechanisms have been 
proposed for the relationship between substance use disorders and IPV victimiza-
tion. Some have argued that problematic substance use might lead to stress in 
the relationship that may eventually lead to IPV (e.g., Goldstein, 1985); others 
hypothesized that IPV victims use alcohol (e.g., Kaysen et al. 2007) and cannabis 
(e.g., Kilpatrick, Acierno, Resnick, Saunders, & Best, 1997) to cope with stress, 
anxiety and pain resulting from IPV. Some recent studies provided evidence for a 
causal relationship between substance abuse and victimization in women (e.g., 
Parks, Romosz, Bradizza, & Hsieh, 2008; Gilbert, El-Bassel, Chang, Wu, & Roy, 
2012). Riggs, Caulfield, and Street (2000) concluded that even though a relation-
ship between substance abuse and IPV victimization exists, perpetrator sub-
stance abuse appears to influence IPV more strongly. 
 
Studies that assessed IPV perpetration and victimization in patients in substance 
abuse treatment share some limitations. 1) Nearly all studies (with the exception 
of Chermack et al.ʼs (2008) study) either assessed IPV perpetration or IPV vic-
timization but not both, even though IPV is reciprocal in many cases (Archer, 
2000; 2002). 2) Most studies did not distinguish between any and severe IPV, a 
distinction that may be important from a clinical viewpoint. 3) Most studies investi-
gating the prevalence of IPV victimization did so in very specific samples, such as 
females in methadone treatment (e.g., El-Bassel et al., 2000; El-Bassel et al., 
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2005; Gilbert et al., 2006), but not in general samples of patients in substance 
abuse treatment. Therefore, the present study examined any IPV (perpetration 
and / or victimization) as well as severe IPV perpetration and victimization in a 
large, representative sample of male and female patients entering substance 
abuse treatment. 
 
Further, only a small number of studies focused on identifying risk factors for IPV 
perpetration among substance abusers (Taft et al., 2010; Chermack et al., 2008; 
Murphy & OʼFarrell, 1994; Kachadourian, Taft, OʼFarrell, Doron-LaMarca, & Mur-
phy; 2012). Results demonstrated that, for example, younger age, alcohol use 
problem severity, antisocial personality characteristics, and anger were associ-
ated with IPV perpetration (Chermack et al., 2008; Taft et al., 2010; Kachadourian 
et al., 2012; Murphy & OʼFarrell, 1994). Since the relationship between various 
substances (and their interactions) and IPV is different and different mechanisms 
appear to underlie the relationship between different substances and IPV, an im-
portant purpose of this study was to examine whether particular substance use 
disorders predicted any IPV (perpetration and / or victimization), severe IPV per-
petration, and severe IPV victimization, all in the past year. In addition, partici-
pants were categorized according to the substance use disorder(s) they were 
suffering from since a significant proportion of patients suffer from more than one 
substance use disorder, and there is evidence that interactions of different sub-
stances may lead to different outcomes regarding IPV (Smith et al., 2012). Since 
research on the effects of using multiple substances in relation to aggres-sive 
behavior is scarce, Smith et al.ʼs (2012) study was used to formulate hypotheses. 
It was expected that 1) patients with both an alcohol and a cannabis use disorder 
and 2) patients with both an alcohol and a cocaine use disorder were at higher 
odds for IPV perpetration than patients with an alcohol use disorder alone. Other 
substance use disorder combinations as predictors for IPV were studied explora-
torily.  

 
Materials and methods 
Participants 
Participants were patients who sought treatment at the cure department of 
Jellinek (in contrast to the care department that focuses on harm reduction in 
chronic patients), a large community substance abuse treatment center in Am-
sterdam, the Netherlands. Patients were allocated to either inpatient or outpatient 
treatment according to the stepped care principle (Sobell & Sobell, 2000); the 
majority of patients received outpatient treatment (about 95%). Patients were in-
cluded if they met the following inclusion criteria: 1) having a partner in the past 
year (i.e., being married, co-habiting or having a living-apart-together relation-
ship), 2) being 18 years old or older, and 3) current abuse or dependence of one 
or more psychoactive substances, with the exception of nicotine. Patients were 
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excluded in case of: 1) severe mental problems that required acute care (e.g., 
psychosis or suicidal ideation), 2) severe cognitive disorders (e.g., Korsakovʼs 
syndrome), 3) insufficient knowledge of the Dutch language or 4) severe intoxica-
tion or withdrawal at intake.  
 
All patients who had an intake at the Jellinek substance abuse treatment center 
between July 1st 2009 and January 15th 2012 were screened for eligibility. In total, 
4529 unique patients had an intake of which 2300 met inclusion criteria. The final 
sample consisted of 1799 patients (78.2% of those eligible to participate) (for an 
overview, see Figure 1). In total, 501 patients (21.8%) were not included because 
they met one or more exclusion criteria or for logistic reasons (N = 239; 10.4%). 
Examples of logistic reasons were: insufficient time to complete the IPV question-
naire during intake or the intaker had forgotten to administer the questionnaire. In 
addition, 55 patients completed more than one questionnaire because they had 
multiple intakes during the study period. Thirty-five of these patients (63.6%) ob-
tained the same scores on the questionnaire; 20 patients (36.4%) obtained differ-
ent scores. If patients obtained the same score on both screeners, only one of the 
screeners was included; if patients obtained different scores, the J-IPV with the 
highest score was used. 
 
Instruments 
Jellinek Inventory for assessing Partner Violence (J-IPV). The J-IPV (Kraanen, 
Vedel, Scholing, & Emmelkamp, 2013) was administered to all patients during 
intake (care-as-usual) to assess IPV. The J-IPV is a short structured interview 
aiming to identify past year IPV perpetration and victimization. The instrument 
consists of 4 yes / no items asking if someone was threatened by their partner, 
was physically abused by their partner, had threatened their partner, or had 
physically abused their partner in the past year. The J-IPV was validated in two 
separate studies with the Revised Conflict Tactics Scales (CTS2; Straus, Hamby, 
McCoy, & Sugarman, 1996) as ʻgold standardʼ to detect any IPV (perpetration and 
/ or victimization), severe IPV perpetration, and severe IPV victimization in the 
past year. Severe IPV perpetration / victimization involved at least one of the fol-
lowing incidents in the past year: using a knife / gun, punching or hitting with 
something that could hurt, choking, slamming against a wall, beating up, burning, 
and / or kicking (Straus et al., 1996). Any IPV perpetration / victimization involved 
one of the following acts in addition to the severe IPV acts: throwing something 
that could hurt, twisting arm / pulling hair, pushing / shoving, grabbing and / or 
slapping (Straus et al., 1996).  
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Figure 1. Overview of participants and dropouts. 
 
 
 
 
 
 
 
 
 
 
Both studies conducted by Kraanen et al. (2013) found the same optimal cutoff 
score for detecting both any IPV perpetration and any IPV victimization, i.e., a 
cutoff score of 1 (answering positive to at least 1 J-IPV item) (any IPV perpetra-
tion: sensitivity = .80 / .84 and specificity = .80 / .82; any IPV victimization: sensi-
tivity = .83 / .80 and specificity = .84 / .81). That the same cutoff score was found 
for both any IPV perpetration and victimization is due to the fact that IPV is often 
reciprocal (Archer, 2000; 2002). In Kraanen et al.ʼs two studies, perpetrators and 
victims of any IPV were overlapping in 69.4% and 73.7% of the cases, respec-
tively. Since it was not possible to distinguish between perpetrators and victims of 
any IPV using the J-IPV, patients who obtained a score of 1 or more were labeled 
as perpetrator / victim of any IPV. As for severe IPV, to detect perpetration, using 
a cutoff score of 2 resulted in optimal psychometric properties (sensitivity = 1.00 / 
1.00; specificity = .83 / .79). To detect severe IPV victimization, a positive answer 
to J-IPV item 1 resulted in optimal psychometric properties (sensitivity = 1.00 / 
1.00; specificity = .68 / .69).  
 
Measurements in the Addictions for Triage and Evaluation (MATE). The MATE 
(Schippers, Broekman, & Buchholtz, 2007) was administered during the intake to 
assess patient substance use and co-occurring problems and to determine treat-
ment allocation. In order to diagnose substance use disorders, the Composite 
International Diagnostic Interview (CIDI; World Health Organization, 1997) was 
included in the MATE. Substance use disorder (combinations) categories that 
were distinguished for male participants were: only alcohol, only cannabis, only 
cocaine, alcohol and cannabis, alcohol and cocaine, cannabis and cocaine, alco-
hol and cannabis and cocaine, and other (combinations of) substance use disor-
ders. Since we intended to have at least 5 participants in every cell, some sub-
stance use disorder categories were collapsed for females, leaving the following: 
only alcohol, only cannabis, alcohol and cannabis, alcohol and cocaine, alcohol 
and cocaine and cannabis, and ʻotherʼ. No distinction was made between sub-
stance abuse and dependence, since this would result in too many different cate-
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gories for statistical analyses.  
Procedure 
The current study obtained data by reviewing intake reports that were extracted 
from patientsʼ charts. Intakes were carried out by members of the treatment staff 
(psychologists). During these structured intakes, first the MATE was administered 
and subsequently the J-IPV (duration between 45 and 60 minutes). Usually, pa-
tients were alone during the intake, but in very few instances a relative, a friend, 
or another professional accompanied them.  
 
Data analyses  
First, men and women were compared for age, substance use disorder diagnosis 
and IPV. Independent samples t-tests were used for continuous variables; chi-
square tests for dichotomous outcomes. Direct binomial logistic regression analy-
ses were performed on any IPV, severe IPV perpetration and severe IPV victimi-
zation as outcome variables and (combination of) substance use disorders as 
predictor. Since several studies indicated that younger age is positively related to 
IPV (e.g., Chermack et al., 2008; Stith et al., 2004), age was entered as covariate 
in the equation as well. Since men and women differ in the physiological and be-
havioral responses to substances (Lynch, Roth, & Carroll, 2002; Brady & Randall, 
1999), we initially intended to enter gender as a predictor for IPV and to conduct 
interactions between gender and substance use disorder diagnosis. However, 
after inspection of the data, we found that women were underrepresented in cer-
tain categories. Since this would result in low statistical power, male and female 
patients were analyzed separately. Since ʻsubstance use disorderʼ is a categorical 
variable, the variables were entered in the analyses using dummy coding. The 
category ʻonly alcoholʼ was used as reference category since it was the largest 
group for both males and females and IPV was the least prevalent in patients that 
entered treatment for alcohol use disorder only. In addition, assumptions for con-
ducting logistic regression were assessed. No serious violation of the assumption 
of linearity between continuous predictors and outcome were detected using the 
Box-Tidwell approach as suggested by Tabachnick & Fidell (2007). Also, no evi-
dence for multicollinearity among predictors was found after assessing tolerance 
and VIF statistics, eigenvalues of the scaled, uncentered cross-products matrix, 
the condition index and the variance proportions for each index as recommended 
by Field (2009). 
 
Results 
Participants 
Age, substance use disorder diagnosis, and J-IPV outcomes of male and female 
participants as well as the total sample are displayed in Table 1. Male and female 
participants differed significantly regarding (combination of) substance use disor-
ders (X2 (7) = 19.71; P = .01). Standardized residuals demonstrated that fewer 
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females than males were diagnosed with alcohol, cannabis and cocaine use dis-
orders. Also, on average more men were diagnosed with substance use disorder 
than women (t (1793) = 2.52; p = .00). In addition, more female than male patients 
reported any IPV (perpetration and / or victimization) (X2 (1) = 7.34; p = .01), se-
vere IPV perpetration (X2 (1) = 12.15; p = .00), and severe IPV victimization (X2 
(1) = 18.97; p = .00) in the past year. Although the omnibus chi-square test for 
number of substance use disorders by category (i.e., 1, 2, or 3 or more substance 
use disorders) was statistically significant (X2 (2) = 7.05; p = .03), standardized 
residuals do not reveal specific differences between men and women. Finally, 
male and females patients did not differ regarding age. 
 
Table 1. Age, (number of) substance use disorders and prevalence of past year 
IPV in patients who completed the Jellinek Inventory for assessing Partner Vio-
lence (J-IPV). 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
SUD = substance use disorder(s); IPV = intimate partner violence; M = mean; s.d. = standard devia-
tion; 1 = abuse and / or dependence; 2 = in further analyses, for female patients, some categories of 
substance use disorders were collapsed; * = p < .05). 

Logistic regression analyses for any IPV, severe IPV perpetration and se-
vere IPV victimization in male patients entering substance abuse treatment 
In Table 2, the proportion of male participants that were involved in any IPV (per-
petration or victimization, severe IPV perpetration and severe IPV victimization in 
the past year by (combination of) substance use disorders are displayed. Table 3 
displays results from the logistic regression analyses for any IPV (perpetration 
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and / or victimization), severe IPV perpetration and severe IPV victimization in 
male participants. For all three models, the overall statistic was significant (any 
IPV (perpetration and / or victimization): X2 (8) = 29.96; p = .00; severe IPV perpe-
tration: X2 (8) = 35.20; p = .00; severe IPV victimization: X2 (8) = 23.67; p = .00). 
For all models, (combination of) substance use disorders and age were significant 
predictors. Specifically, for any IPV perpetration / victimization, male patients with 
alcohol and cannabis use disorders, alcohol and cocaine use disorders, and alco-
hol, cocaine and cannabis use disorders were at higher odds for any IPV perpe-
tration / victimization compared to patients with only alcohol abuse / dependence. 
Also, increased age was negatively associated with any IPV (perpetration and / or 
victimization). For severe IPV perpetration, substance use disorder and age were 
also significant predictors. Specifically, males with alcohol and cannabis use dis-
orders, alcohol and cocaine use disorders, alcohol, cannabis, and cocaine use 
disorders, or ʻotherʼ substance use disorders were at higher risk for severe IPV 
than those with only an alcohol use disorder. Again, increased age was negatively 
associated with severe IPV perpetration. For severe IPV victimization, only age 
was a significant predictor; increased age was negatively associated with severe 
IPV victimization.  
 
Logistic regression analyses for any IPV, severe IPV perpetration and se-
vere IPV victimization in female patients entering substance abuse treat-
ment 
In Table 2, past year prevalence of any IPV (perpetration and / or victimization), 
severe IPV perpetration and severe IPV victimization by (combination of) sub-
stance use disorder(s) is displayed for female participants. Regression analyses 
for female participants are displayed in Table 3. The overall models for any IPV 
perpetration / victimization and severe IPV perpetration as outcome variables 
were significant (any IPV (perpetration and / or victimization): X2 (6) = 22.92; p = 
.00; severe IPV perpetration: X2 (6) = 20.30; p = .00). For any IPV (perpetration 
and / or victimization), both substance use disorders and age were significant 
predictors. Specifically, the presence of both alcohol and cocaine use disorders 
(compared to the presence of alcohol abuse or dependence alone) was positively 
related to any IPV (perpetration and / or victimization); increased age was nega-
tively associated with any IPV. For severe IPV perpetration, only age was a sig-
nificant predictor; increased age was negatively related to severe IPV perpetra-
tion. Substance use disorder diagnosis did not predict severe IPV perpetration in 
women (p = .08). The overall model for severe IPV victimization was not signifi-
cant, which indicated no significant relationship between predictors (substance 
use disorder diagnosis and age) and IPV victimization. 
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Additional analyses – number of substance use disorders as predictor for 
IPV perpetration and victimization in male and female patients in substance 
abuse treatment 
From the above, it is noteworthy that individuals with more than one substance 
use disorder placed individuals at risk for IPV. Exploratory binomial logistic re-
gression analyses were run to examine whether the number of substance use 
disorders in an individual was related to IPV perpetration / victimization. Patients 
were classified among 3 categories: 1) 1 substance use disorder, 2) 2 substance 
use disorders, and 3) 3 or more substance use disorders. ʻNumber of substance 
use disordersʼ was entered as a categorical variable using repeated contrasts 
comparing 2 to 1 substance use disorder(s) and 3 or more to 2 substance use 
disorders. Again, age was entered in the analyses as well. Results from the logis-
tic regression analyses are displayed in Table 4. For male patients, all three mod-
els were statistically significant (any IPV (perpetration and / or victimization): X2 (3) 
= 27.16; p = .00; severe IPV perpetration: X2 (3) = 29.49; p = .00; severe IPV vic-
timization: X2 (3) = 21.37; p = .00). Number of substance use disorders and age 
were significant predictors in all 3 models: 2 substance use disorders increased 
the likelihood that a patient was involved in any / severe IPV compared with one 
substance use disorder; there were no differences between 2 versus 3 or more 
substance use disorders. Again, increased age was negatively related to IPV in all 
three models. For females, all three overall models were statistically significant as 
well (any IPV (perpetration and / or victimization): X2 (3) = 15.79; p = .00; severe 
IPV perpetration: X2 (3) = 18.68; p = .00; severe IPV victimization: X2 (3) = 7.88; p 
= .05). ʻNumber of substance use disordersʼ was a significant predictor for any 
IPV (perpetration and / or victimization) and severe IPV perpetration. Again, 2 
substance use disorders increased the likelihood of any IPV (perpetration and / or 
victimization) and severe IPV perpetration, but 3 or more substance use disorders 
did not increase odds compared to 2 diagnoses. Also, increased age was nega-
tively related to any IPV perpetration / victimization and to severe IPV perpetra-
tion, but not to severe IPV victimization. 
 
Discussion 
The current study demonstrated that almost one third of the patients in substance 
abuse treatment was involved in any IPV (perpetration and / or victimization) in 
the year prior to intake. Further, almost a quarter of patients severely abused their 
partner and 17.4% of patients were severely abused by their partner in the past 
year. For male patients, an alcohol use disorder in combination with a cannabis 
and / or cocaine use disorder was positively associated with any IPV (perpetration 
and / or victimization) and severe IPV perpetration; (combination of) other sub-
stance use disorders was associated with severe IPV perpetration compared to 
patients with only an alcohol use disorder. Substance use disorder diagnosis was 
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not related to severe IPV victimization. For female patients, alcohol and cocaine 
use disorders were associated with any IPV (perpetration and / or victimization). 
The models for severe IPV perpetration and victimization were not significant. 
Additional analyses demonstrated that for males, the likelihood to be involved in 
any / severe past year IPV perpetration / victimization increased significantly in 
case patients had 2 substance use disorders compared to 1 substance use disor-
der but not if they had 3 or more substance use disorders in comparison to 2. For 
females, this was only found for any IPV (perpetration and / or victimization) and 
severe IPV perpetration.   
 
Results of Smith et al.ʼs (2012) study were thus partially replicated. In accordance 
with Smith et al., it was found that both alcohol and cocaine use disorders were 
significantly associated with IPV perpetration compared to only an alcohol use 
disorder. These results are also consistent with Pennings et al.ʼs (2002) review 
that suggested that both alcohol and cocaine use lead to elevated levels of dopa-
mine and serotonin, which may lead to impaired impulse control and violent be-
havior. However, Smith et al. (2012) demonstrated that both alcohol and cannabis 
use disorders were negatively associated with IPV perpetration compared with 
only an alcohol use disorder, whereas the current study indicated that this specific 
combination of substance use disorders was positively associated with IPV perpe-
tration compared to only an alcohol use disorder. On the other hand, alcohol and 
cannabis use disorders were also positively associated with severe IPV victimiza-
tion. Since severe IPV perpetration and victimization overlap, it is inevitable that 
findings for IPV perpetration are dependent on findings for victimization (or vice 
versa). Differences in results between the two studies may be explained by the 
fact that the current study used a sample seeking treatment for substance use 
problems whereas Smith et al.ʼs study used a general population sample. 
 
Also, it was noteworthy that the prevalence of IPV perpetration in substance 
abusers in the current study was somewhat lower than the prevalence rates that 
were found in previous studies. However, prevalence of IPV in the general Dutch 
population (Van Dijk, Flight, Oppenhuis, & Duesmann, 1997; Van der Veen & 
Bogaerts, 2010) is also lower than in, for example, the US population (e.g., Field 
& Caetano, 2005). Also, the majority of the studied sample (about 95%) was re-
ferred to outpatient treatment, in contrast to samples that were studied in previous 
(mainly US) studies that consisted mostly of inpatients (e.g., Chermack et al., 
2008). Since the relationship between substance abuse and IPV in inpatients is 
stronger than in outpatients (Foran & OʼLeary, 2008), this may also partially be 
responsible for the difference in results. Further, the current study used the J-IPV 
to assess IPV instead of the CTS2 that was used in previous research (e.g., 
Chermack et al., 2008). Compared to the CTS2 as ʻgold standardʼ, the J-IPV had 
a sensitivity of .80 to detect any IPV, indicating that the J-IPV missed 20% of pa-
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tients that indeed were perpetrator / victim of any IPV. Although prevalence of IPV 
is lower in the current study than in previous studies, it is without doubt that IPV 
perpetration and victimization are more prevalent among substance abusers than 
in the general population.  
 
Furthermore, specific combinations of substance use disorders (alcohol in combi-
nation with cannabis and / or cocaine) appeared to be associated with IPV, par-
ticularly in males. However, the fact that these combinations are related to IPV 
does not imply a temporal or causal relationship between the use of these sub-
stances and IPV; personality factors might place individuals both at risk for abus-
ing multiple substances and committing IPV (Hoaken & Stewart, 2003). Also, 
posttraumatic stress disorder is often associated with IPV perpetration (e.g., Taft, 
Street, Marshall, Dowdall, & Riggs, 2007; Jordan et al., 1992) and substance 
abuse (Driessen et al., 2008; Van Dam, Ehring, Vedel, & Emmelkamp, 2010), 
which may contribute to the high numbers of IPV in substance abusers as well. 
Future studies should also assess personality traits and comorbid psychopa-
thology that are often associated with IPV and substance abuse in order to control 
for these variables. In addition, it is noticeable that specific substance use disor-
ders were found to be associated with IPV perpetration and victimization in male 
patients but not in female patients. Since males and females were analyzed sepa-
rately and no interaction effects for gender were studied in one analysis, the re-
sults for males and females cannot be directly compared.  
 
Several limitations to this study should be noted. In the first place, IPV was as-
sessed with the J-IPV. Although the J-IPV possesses good psychometric proper-
ties, it is not possible to distinguish between any IPV perpetration and any IPV 
victimization given the high rates of reciprocal IPV (over two third of the studied 
samples). However, although in many cases patients are both perpetrator and 
victim of any IPV, this is not true for all patients. Moreover, patients included in the 
any / severe IPV perpetration / victimization categories may not all have perpe-
trated or experienced IPV. Another limitation is that since patients with only an 
alcohol use disorder were used as a reference category, it is not possible to tell 
whether these patients were at increased risk for IPV. Since the study was con-
ducted among patients referred to substance abuse treatment, no healthy control 
subjects could be included. However, community studies demonstrated that pa-
tients with an alcohol use disorder were at increased risk for any IPV perpetration 
or victimization compared to patients without substance use disorders (e.g., Hum-
phreys, Regan, River, & Thiara, 2005).  
 
Another limitation is that this study relied on self-report of participantsʼ perpetra-
tion and victimization of IPV. Since IPV is a sensitive subject, participants possibly 
underreported IPV, which is not a specific problem for the J-IPV but for all self-
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report measures, including the CTS2. It is recommended that future research 
should involve partner reports as well. Further, although it was not the purpose of 
the present study, it would be interesting to assess other possible risk factors for 
IPV. Finally, future research should focus on the interaction between different 
substances and their relationship to IPV. Specifically, research should concentrate 
on temporal relationships between substance use and IPV, for example by as-
signing substance abusers in outpatient treatment to daily register substance use 
and IPV or by administering the Timeline Followback interview (TLFB; Sobell & 
Sobell, 1992).  
 
Several important clinical implications follow from the present study. This study 
demonstrated again that IPV perpetration and victimization is highly prevalent 
among substance abusers. Therefore, intake clinicians of substance use disorder 
treatment facilities should routinely ask about IPV, for example by administering 
the J-IPV, which only takes about 2 minutes. If patients score positive on the J-
IPV, the CTS2 can be administered to obtain information regarding acts and fre-
quency of IPV. If standard screening is not possible, clinicians should be particu-
larly alert for IPV in patients who suffer from more than one substance use disor-
der, specifically in those who have an alcohol use disorder in combination with 
cannabis and / or cocaine disorders. Consequently, treatment of substance abus-
ing IPV perpetrators should address both substance abuse and IPV as suggested 
by several researchers (e.g., Smith Stover, Meadows, & Kaufman, 2009; Stuart, 
2005; Leonard, 2001; Klostermann & Fals-Stewart, 2006; Kraanen, Emmelkamp, 
& Scholing, 2011). Also, victims should be provided with safety planning or advo-
cacy interventions (Ramsay et al., 2009). In addition, since IPV is often reciprocal 
(Archer, 2000; 2002), a treatment alternative is behavioral couples therapy, which 
showed some promising results (for a meta-analysis, see: Babcock, Green, & 
Robie, 2004). 
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CHAPTER7
Integrated treatment for 
substance abuse and partner 
violence (I-StoP): A case study

Kraanen, F. L., Hamdoune, M., Scholing, A., & Emmelkamp, P. M. G. (in press). Integrated treatment 
for Substance abuse and Partner violence (I-StoP): A case study. Clinical Case Studies.
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Abstract 
Substance use disorders and intimate partner violence (IPV) perpetration fre-
quently co-occur and it has been hypothesized that alcohol use and IPV perpetra-
tion are causally related. This led to the development of an Integrated treatment 
for Substance abuse and Partner violence (I-StoP). This case study describes the 
treatment of Henry, who repeatedly abused his partner and was diagnosed with 
alcohol and cannabis dependence. Treatment with I-Stop was highly successful 
with respect to IPV: at posttreatment and 6 months follow-up no IPV had taken 
place. However, Henry had not changed substance use. This can be explained by 
the spurious model that states that a third variable, such as inadequate problem 
solving skills (which was addressed in I-StoP) may be responsible for both IPV 
and substance abuse. Also, Henryʼs partner was involved in treatment and be-
came more assertive and, in contrast, he did change substance use. This case 
study illustrates that IPV is a very complex problem and that it is important to in-
volve the partner.  
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Theoretical and Research Basis for Treatment 
Although intimate partner violence (IPV) may have serious consequences for vic-
tims (for reviews, see: Campbell, 2002; Plichta, 2004) and children who witness 
violence between their parents (Wood & Sommers, 2011; Kitzmann, Gaylord, 
Holt, & Kenny, 2008; Holt, Buckley, & Whelan, 2008), the majority of IPV victims 
stay with their partner after being physically abused (Jacobsen, Gottman, Gortner, 
Berns, & Shortt, 1996; Zlotnick, Johnson, & Kohn, 2006). Therefore IPV offenders 
should be treated in order to prevent recidivism. To date, there are no evidence-
based treatments available for IPV offenders. Two meta-analyses (Babcock, 
Green, & Robie, 2004; Feder & Wilson, 2005) demonstrated that the most studied 
treatments addressing IPV perpetration, i.e., feminist psycho-education (Duluth 
model) and cognitive behavioral treatment (CBT), were not effective or only mar-
ginally effective at best. Fortunately, some studies demonstrated more encourag-
ing results, for example behavioral couples therapy (OʼLeary, Heyman, & Neidig, 
1999; Stith, Rosen, McCollum, & Thomsen, 2004). Also, Murphy, Taft, and Eck-
hardt (2007) showed that CBT was effective in reducing IPV perpetration in ʻnor-
mal angerʼ IPV perpetrators. In this study it was recommended that IPV perpetra-
tors should receive individualized treatment instead of the predominant “one-size-
fits-all” treatment since IPV perpetrators comprise a heterogeneous group (e.g., 
Murphy & Eckhardt, 2005; Dutch Association for Psychiatry, 2009; Kraanen, 
Emmelkamp, & Scholing, 2011). 
 
One respect in which IPV perpetrators may differ is whether or not they are diag-
nosed with substance use disorders. Studies reported that up to 50% of IPV per-
petrators in domestic violence treatment were diagnosed with alcohol, cannabis 
and / or cocaine use disorders (e.g., Brown, Werk, Caplan, & Seraganian, 1999; 
Stuart, Moore, Kahler, & Ramsey, 2003; Stuart, Moore, Ramsey, & Kahler, 2003; 
Kraanen, Scholing, & Emmelkamp, 2010; 2012). Also, up to two thirds of patients 
entering substance abuse treatment committed physical violence toward a partner 
in the past year (e.g., Chermack et al., 2008; OʼFarrell & Murphy, 1995; Vedel, 
2007; Murphy & OʼFarrell, 1994; Kraanen, Vedel, Scholing, & Emmelkamp, sub-
mitted). This leads to the conclusion that a substance use disorder combined with 
IPV perpetration is a frequently occurring dual diagnosis (DD).  
 
Leonard and Quigley (1999) proposed three models that explain the relationship 
between alcohol use and IPV perpetration, i.e., 1) the proximal effects model (al-
cohol use causes IPV perpetration), 2) the indirect effects model (alcohol use 
harms the relationship which may lead to conflicts that result in IPV), and 3) the 
spurious model (a third variable is responsible for both alcohol use and IPV perpe-
tration). Most evidence has been found in favor of the proximal effects model 
(Leonard, 2005): it is hypothesized that alcohol use leads to distorted evaluation 
of cues and to disinhibition which both increase the likelihood of IPV perpetration 
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(Foran & OʼLeary, 2008). This theory is supported by several studies that demon-
strated that successful treatment of alcohol dependence in alcohol dependent IPV 
offenders led to decreased IPV perpetration (for reviews, see Murphy & Ting, 
2009; Stuart, OʼFarrell, & Temple, 2009). In addition, it was shown that patients 
who abstained from alcohol also abstained from IPV perpetration, whereas pa-
tients who relapsed into alcohol use also relapsed into IPV (OʼFarrell, Van Hutton, 
& Murphy, 1999; Mignone, Klostermann, & Chen, 2009). The fact, however, that 
evidence has been found in favor of the proximal effects model does not rule out 
the other explanatory models. For example, the relationship between alcohol use 
and IPV perpetration may also be mediated by a third variable that is responsible 
for both, such as antisocial personality disorder (Moore & Stuart, 2005), a finding 
that agrees with the spurious model. As for the relationship between cannabis use 
and IPV, it is hypothesized that withdrawal from cannabis leads to irritability, 
which may result in IPV perpetration (e.g., Moore et al. 2008, Moore & Stuart, 
2005; Hoaken & Stewart, 2003). Finally, cocaine use may lead to IPV perpetration 
because the pharmacological properties of cocaine affect the serotonergic signal-
ing system, which may elicit aggression (e.g., Patkar et al., 2006). But again, per-
sonality pathology may be responsible for this relationship as well (Hoaken & 
Stewart, 2003).  
 
From the above it follows that substance abuse and IPV perpetration should be 
treated concurrently, as several researchers have called for (e.g., Leonard, 2005; 
Smith Stover, Meadows, & Kaufman, 2009; Stuart, 2005; Leonard, 2001; Kloster-
mann & Fals-Stewart, 2006; Kraanen et al., 2011). Easton et al. (2007) conducted 
a pilot study that compared the effectiveness of a combined substance abuse - 
IPV group therapy to a 12-step facilitation group in which IPV was not addressed. 
They found a trend that the combined treatment was more effective in reducing 
IPV than substance abuse treatment alone. However, in Easton et al.ʼs (2007) 
study the combined treatment took place in a substance abuse treatment setting 
and was offered to DD patients who were referred primarily for substance abuse 
treatment and were arrested for IPV in the past year. Many of this type of DD pa-
tients, however, are usually referred to a forensic mental health center for IPV. 
The question is whether such combined DD treatment is applicable in a forensic 
setting. Further, the Easton et al. treatment was conducted in a group format, 
whereas recent publications on IPV advocated individual treatment in order to 
better address the patientsʼ individual needs (e.g., Murphy & Eckhardt, 2005). For 
that reason, Integrated treatment for Substance abuse and Partner violence (I-
StoP; Kraanen, Scholing, Vedel, & Emmelkamp, 2008a; 2008b) was developed; 
an individual treatment for IPV perpetrators who are diagnosed with substance 
use disorders. Kraanen, Vedel, Scholing, and Emmelkamp (2013a) compared the 
effectiveness of I-StoP to a regular cognitive behavioral substance abuse treat-
ment, extended with one session to address IPV among IPV perpetrators in sub-
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stance abuse treatment. Both treatments appeared effective in reducing IPV, with 
no significant differences between the two treatments. The aim of the present 
article is to inform of the applicability of I-StoP in forensic mental health care. The 
treatment involved a DD patient who was referred to a forensic outpatient treat-
ment setting for IPV perpetration, and who at the same time appeared to suffer 
from several substance use disorders. The primary goal of the treatment was to 
stop IPV perpetration.  
 
Case Introduction  
This case describes the assessment and treatment of Henry, 50 years old, whose 
conflicts with his partner Eric had repeatedly gotten out of hand and, on many 
occasions, had resulted in verbal as well as physical violence. One day, when 
Henry had inflicted serious physical injuries to Ericʼs face, Eric insisted on Henry 
following treatment. Since Henry felt guilty about his behavior towards his partner, 
he sought treatment at a mental health care center which referred him to forensic 
outpatient treatment clinic De Waag, an institution with 8 branches in the west of 
the Netherlands. Eric did not accompany Henry during the intake session, but was 
willing to contribute to Henryʼs treatment by attending several sessions, which is in 
accordance with the treatment protocol. Henry and Eric both signed informed 
consent and gave permission that their data could be used anonymously for sci-
entific research. They were also informed that they were free to withdraw consent 
and / or resign from treatment at all times. Since Henry was seeking treatment 
voluntarily, there would be no legal consequences in case Henry would discon-
tinue treatment. 
 
Presenting Complaints  
Henry and Eric had been in a relationship for 12 years. Henry described the rela-
tionship as “satisfactory in general”; he and Eric enjoyed each otherʼs company 
and shared the same sense of humor. In Henryʼs opinion communication between 
him and Eric was good, while also mentioning how arguments between the two of 
them had repeatedly gotten out of hand. These escalations occurred almost every 
weekend over the past 8 years, when Henry and Eric drank large amounts of al-
cohol, smoked marihuana, and / or used ecstasy. In such instances, Eric brought 
up sensitive issues that he would hold back when sober, such as the idea that 
Henry was being authoritarian. This in turn infuriated Henry, which regularly re-
sulted in IPV. During some incidents both partners used violence, but Henry ad-
mitted that he was always the one who started the fight. On the other hand, Henry 
was often annoyed with Eric when Eric lost control over his behavior after alcohol 
and / or ecstasy consumption. On mornings after such incidents, Eric experienced 
blackouts, which Henry found difficult to cope with. 
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History  
Henry came from a troubled family. His parents divorced when he was still young 
and his mother remarried. His stepfather was very violent and physically abusive 
toward Henry and his siblings. His stepfather also sexually abused Henryʼs sister, 
and Henry felt that he had to protect her. In order to cope with the problematic 
situation at home, Henry started using cannabis, which helped him to calm down. 
Both his biological father (whom he had never seen again after his parentsʼ di-
vorce) and his stepfather were deceased. Six years earlier, Henry had cut off con-
tact with his mother, because he blamed her for failing to interfere with his violent 
stepfather. Henry felt that, because of his abusive childhood, he was very sensi-
tive to injustice and he became easily aggressive if a loved one was treated un-
justly.  
 

Before his relationship with Eric, Henry had several other intimate relationships. 
The first one, in which IPV occurred as well, lasted 15 years. Although both part-
ners were violent, it was Henry who initiated the violence. His second relationship 
lasted three years; Henry had ended it because the partner in this relationship had 
a severe alcohol use problem and tried to commit suicide several times. Henry 
quite often used both alcohol and marihuana. He drank mainly during the week-
ends, up to 12 cans of beer per occasion (about 16 standard units of alcohol). He 
used half a gram of marihuana each day. Henry was aware that alcohol triggered 
his aggression, but maintained that marihuana did not. In the past, Henry had 
used cocaine for ten years, but had stopped 11 years earlier. Further, he had 
been using ecstasy twice a month, but he quit 2 months before he entered treat-
ment after noticing that ecstasy made him aggressive.  
 
In the past, often while under the influence of alcohol, Henry had violent outbursts 
in other situations as well. For example, he had been physically violent in bars 
when he felt that someone had violated his boundaries. Another time he had 
beaten up a former boss at work so badly that the latter needed to be hospital-
ized. In recent years, Henry had been able to manage his anger in this type of 
situations; at the start of treatment he was only violent towards Eric. At the time of 
the intake, Henry was unemployed. He had been trying to find work, which he 
thought was difficult considering his age. Henry was satisfied with his social net-
work. 
 
Assessment  
To classify substance use disorders, the Structured Clinical Interview for DSM-IV 
Axis I Disorders was used (SCID-I; First, Spitzer, Gibbon, & Williams, 1996; Dutch 
translation: Van Groenestijn, Akkerhuis, Kupka, Schneider, & Nolen, 1998). Ac-
cording to the SCID-I, Henry fulfilled diagnostic criteria for current alcohol and 
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cannabis dependence. Since Henry had not used ecstasy for two months, he did 
not fulfill criteria for current ecstasy abuse or dependence. In addition, recidivism 
risk was assessed using Forensic Outpatient Risk assessment Scale (FORS) 
(Van Horn, Wilpert, Scholing, & Mulder, 2008), a Dutch risk assessment tool that 
was developed specifically for forensic outpatient settings. At the start of treat-
ment, Henry's recidivism risk was rated ʻmoderateʼ when sober and ʻhighʼ when 
under the influence of substances. 
 
Case Conceptualization  
A case conceptualization was formulated hypothesizing how Henryʼs problems 
originated and which factors led to IPV perpetration (see Figure 1). Firstly, Henry 
grew up in an aggressive environment where conflicts were solved with violence. 
For that reason the therapist assumed that Henry had failed to develop adequate 
skills to solve interpersonal problems. This is in accordance with research dem-
onstrating that children who witness violence are at increased risk to copy this 
behavior as an adult (e.g., Ehrensaft et al., 2003; Holt et al., 2008; Orndoff, Kel-
sey, & OʼLeary, 2001). Henry found it particularly difficult to talk about what both-
ered him about Ericʼs behavior. For example: Eric sometimes made fun of Henryʼs 
former boyfriends while intoxicated. This elicited thoughts in Henry such as: “He 
crosses my boundaries!”, and “He does not respect me!”. These thoughts made 
Henry both angry and sad. His lack of communication skills is demonstrated by 
the following example. One evening Henry found out that Eric had preferred to go 
to the cinema instead of staying at home to watch a movie, but had not told 
Henry. This led Henry to think: “He does not trust me!”, “He does not dare to 
communicate his whishes!”, and “He should tell me what he wants!”. This led to 
anger and disappointment in Henry. Henry and Eric were unable to solve these 
conflicts together. Instead, Henry often built up tension and eventually exploded if 
tension had risen too high. When Henry reached puberty, he started to use can-
nabis daily to cope with the situation at home and he continued his cannabis use 
throughout his life. So, secondly, the therapist hypothesized that withdrawal from 
cannabis made Henry more upset and thus increased the risk of IPV perpetration. 
His lack of adequate problem-solving skills complicated things even more. Thirdly, 
the therapist argued that Henryʼs use of both alcohol and ecstasy led to impulse 
control problems, which increased the risk of misbehaving towards Eric. Regard-
ing ecstasy use, studies document a correlation between ecstasy use and ag-
gression (e.g., Curran, Rees, Hoare, Hoshi, & Bond, 2004). It was hypothesized 
that ecstasy use was also responsible for an increase in impulse control prob-
lems, which were likely to lead to IPV perpetration. 
 
Alternatively one could reason with Leonard and Quigleyʼs (1999) spurious model 
in mind, that a third variable might be responsible for substance abuse and IPV 
perpetration. In Henryʼs case, this third factor could be his lack of problem solving 
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skills. Finally, Eric contributed to the escalations by starting discussions about 
delicate topics and by behaving irresponsibly when under the influence of alcohol 
and / or ecstasy.  
 
On the basis of this conceptualization, I-StoP was chosen as treatment. Several 
treatment goals were formulated. Since IPV was likely to be elicited by Henryʼs 
use of alcohol, withdrawal from cannabis and ecstasy use in the past, the first aim 
for Henry was to stop or control the use of these substances. Secondly, Henry 
had to learn to cope effectively with feelings of anger and irritation. Thirdly Eric, 
who appeared unassertive and seemed to utter his feelings only while under the 
influence of substances, had to learn to communicate more adequately. As a 
fourth aim, Eric should decrease his substance use as well. To enhance safety, 
the first step in the treatment was to invite Henry and Eric together to discuss the 
“time-out-procedure” (for a description of the time-out procedure, see below). 
Then Henry started I-StoP.  
 
Course of Treatment and Assessment of Progress 
Description of the treatment protocol (I-StoP) 
I-StoP is a structured treatment that addresses substance use disorders as well 
as IPV perpetration. I-StoP is mainly an individual treatment, but the partner is 
invited to certain sessions as well. The interventions addressing IPV perpetration 
are based on the work of Dutton (Dutton & Golant, 2000; Dutton, 2007) and in-
volve cognitive behavioral treatment. The interventions targeting substance abuse 
are derived from evidence-based cognitive behavioral treatment for substance 
use disorders (Emmelkamp & Vedel, 2006). In addition, I-StoP includes motiva-
tional interviewing interventions to enhance motivation for change (i.e., assessing 
pros and cons of substance use and IPV perpetration and assessing pros and 
cons of changing substance use and IPV perpetration) (Miller & Rollnick, 2002). 
But also, therapists are encouraged to apply the four general principles (also 
called the general spirit) of motivational interviewing throughout I-StoP, i.e., 1) 
expressing empathy, 2) developing discrepancy, 3) rolling with resistance, and 4) 
supporting self-efficacy (Miller & Rollnick, 2002). I-StoP consists of 16 weekly 
sessions and alternatingly addresses substance abuse or IPV perpetration. A 
workbook for patients accompanies the treatment protocol and consists of psy-
cho-education, homework assignments, and daily registration forms that address 
substance use / craving and IPV / anger. On the IPV registration forms one can fill 
out what caused the anger; how the patient noticed that he / she was angry (bod-
ily sensations); what the patient said to him- / herself that increased and de-
creased the anger; and the patient's behavior in the specific situation. The sub-
stance use registration forms involve describing the situation, the emotions, the 
intensity of the craving, the coping style chosen in that particular situation, and the 
consequences of the specific coping-style in that situation. The principal interven-
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tion addressing IPV is the “Cycle of Violence” (Walker, 1979). The “Cycle of Vio-
lence” consists of three phases: 1) the tension building phase, 2) the explosion 
(the actual IPV) and 3) the reconciliation phase. This cycle is discussed with the 
patient (and preferably with the partner as well), to inform them about how to rec-
ognize signals that reveal that tension is building up (such as specific thoughts, 
bodily sensations, and certain behavior) and to discuss how to prevent escalation, 
for example by asking for a time-out (for a more detailed description of the negoti-
ated time-out procedure, see Rosen, Matheson, Stith, McCollum, & Locke, 2003). 
The central intervention addressing substance abuse is making functional analy-
ses of substance use on the basis of which interventions are chosen. In addition, 
I-StoP addresses the following topics:  
 

• Explanation of the treatment rationale;  
• Examination of types of IPV that take place in the specific relationship;  
• Assessment of pros and cons of substance use;, 
• Assessment of pros and cons of IPV; 
• Formulation of treatment goals regarding substance use and IPV; 
• Description of self-control steps regarding substance use;  
• Anger management; 
• Coping with craving and emotions that could lead to substance use; 
• Discussion of the relationship between thoughts, feelings, and behavior 

and the connection with IPV and substance use;  
• Communication training;  
• Relapse prevention.  

 
Each session follows the same structure. First, IPV and substance use (if any) 
since the last session are discussed, based on the completed registration forms 
as well as specific homework assignments; then a new topic is introduced, and 
the session ends with new assignments based on the topic discussed. In addition, 
since patients differ, for example, in motivation to change and / or level of func-
tioning, the protocol can be adapted according to the specific needs of an individ-
ual, which is in accordance with the responsivity principle (Andrews & Bonta, 
2010). For instance, it can be necessary to spend extra time to enhance a pa-
tientʼs motivation to change substance use and / or IPV, or to take extra time for 
intellectually disabled patients. In Henryʼs case (see below), motivation to change 
substance use was repeatedly addressed throughout the treatment (not just in the 
beginning as described by the treatment protocol) because his motivation to 
change alcohol use fluctuated and he did not think it was necessary to change 
cannabis use.  
 
Course of the treatment of Henry 
Session 1 (with both partners present). In the first session the therapist disclosed 



 131

the treatment rationale; it was explained that substance use and IPV perpetration 
often co-occur and that substance use is a well-known risk factor for IPV perpetra-
tion. From the first session onwards Henry and Eric were motivated to stop or 
decrease substance use. Eric mentioned that he had already cut down on his 
alcohol intake by drinking 2 cans of beer (about 3 standard units of alcohol) twice 
a week. Also, the therapist inventoried the different forms of violence that took 
place in the relationship. Henry and Eric agreed on the following expressions of 
violence: verbal violence (Henry offended Eric, called him names, belittled him in 
front of others, did not take his opinions seriously), physical violence (Henry 
pushed, grabbed, hit, and kicked Eric), controlling behavior (e.g., when Eric was 
abroad for business, Henry forced Eric to go back to the hotel immediately after 
the conference instead of going out for dinner with colleagues), and demanding 
care. To obtain insight in the situations in which Henry got angry and experienced 
craving, the therapist asked him to complete the diary cards on a daily basis. 
 
Sessions 2 and 3. The following sessions focused primarily on substance use. 
Following the motivational interviewing principles described by Miller and Rollnick 
(2002), the therapist asked about the pros and cons of alcohol and ecstasy use to 
enhance Henry's motivation for change (see Table 1). Henry (as well as Eric) had 
already decreased his alcohol intake and experienced several advantages. Above 
all, Henry was relieved that Eric was now free of blackouts and that he did not 
have to keep an eye on him anymore. Henry still used cannabis regularly, but he 
was not prepared to discuss the topic since he denied that it was a problem. The 
therapist tried to entice Henry to examine his cannabis use with him by finding out 
the pros and cons of cannabis use. When Henry refused once more the therapist 
decided to drop the issue for the moment and to bring it up in another session. In 
addition, the treatment goals regarding substance use were formulated. Henry did 
not want to give up on drinking alcohol completely. He eventually agreed on stay-
ing sober during weekdays and on drinking 3 cans of beer (about 4 standard units 
of alcohol) at the weekends when staying at home, and "some more" when going 
out. Although the therapist considered this goal not specific enough, he decided to 
shelve the topic to prevent resistance.  
 
Sessions 4 and 5. The following sessions focused primarily on IPV. The pros and 
cons of IPV were examined to enhance motivation to stop IPV perpetration (see 
Table 2). Henry noticed that the pros occurred in the short term but that in the 
long term, IPV led to important disadvantages. Based on this discussion, Henry 
committed himself again to the treatment goal of desisting from violent behavior 
towards Eric. The pros and cons of his cannabis use still were no subject for dis-
cussion.  
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Table 1. Pros and cons of alcohol and ecstasy use for Henry. 
 
 
 
 
 
 
 
 
 
 
 

Table 2. Pros and cons of IPV perpetration for Henry. 
 
 

 
 

 
 

Session 6 (with Eric) and 7. Eric attended session 6 in which a misunderstanding 
between the couple became apparent. Eric explained that he was still afraid of 
Henry, although no violence had taken place since the beginning of treatment. 
The previous Saturday Eric wanted to go out instead of staying home and watch-
ing a movie, as was Henryʻs plan. Eric was afraid to tell Henry for fear of sanc-
tions. Henry, on the other hand, thought he did Eric a favor by staying home and 
watching a movie, because this was something Eric enjoyed very much. It be-
came evident that the communication between both partners often was a problem. 
The ʻCycle of Violenceʼ was discussed in terms of the incident. Henry and Eric 
agreed that the event had led to increased tension and the situation might have 
gotten out of hand. In addition, Henry mentioned that he did not consider scream-
ing at Eric as a form of IPV. Eric, on the other hand disclosed that the screaming 
made him anxious and that to him yelling was IPV. The next session, Henry men-
tioned that he had managed to keep from screaming at Eric. When asked whether 
he and Eric had discussed sensitive topics, Henry did not know. For the next 
week, Henry was assigned to ask Eric whether he was still anxious to discuss 
certain things with Henry. In addition, functional analyses of alcohol and cannabis 
use were made in order to assess determinants and reinforcers of substance use.
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Sessions 8 and 9. The following two sessions focused on handling anger. Specifi-
cally, the relationship between thoughts, feelings, and behavior was discussed, as 
well as the difference between feeling angry versus behaving aggressively. Henry 
still did not fully understand the difference between the two. It was also discussed 
how anger can function as a cover for other feelings. Henry recognized that his 
anger sometimes masked his jealousy. Before starting treatment, his jealousy had 
sometimes made him aggressive but since being in treatment he had learned to 
discuss these feelings and to control his anger.  
 
Sessions 10, 11, and 12. Taking time-outs had worked very well for Henry and 
Eric so no violence had occurred since the beginning of treatment. Substance 
abuse, however, still posed a problem. Henryʼs alcohol use had increased again 
and he drank about 12 to 15 cans of beer (about 16 - 20 standard units of alcohol) 
per week over 2 - 3 days whereas Eric, in contrast, had quit drinking. Henry had 
cut down his cannabis use from 2 to 1 joint per day. The therapist tried again to 
discuss the pros and cons of cannabis use and to motivate Henry to fully abstain 
from cannabis, at least for a restricted period, but to no avail. The following ses-
sions focused primarily on substance use. The concept of craving was discussed. 
Henry did not crave for alcohol but did experience craving for cannabis. Since 
cutting down on cannabis he had severe nightmares, which in the therapistʼs opin-
ion was a symptom of withdrawal. Different techniques to cope with craving were 
examined. The session also focused on emotions that could lead to substance 
use. Henry recognized that feelings of frustration and irritation led to cannabis 
use, but he was not willing to look at other means to handle these emotions. He 
explained that he used alcohol only to set the mood, not as a means to cope with 
negative feelings. Finally, permissive and rewarding thoughts that encouraged 
substance abuse were discussed. Henry recognized two rewarding thoughts (i.e., 
using substances to reward himself), but he said he no longer used these as an 
excuse for substance use.  
 
Sessions 13 and 14. The communication between Henry and Eric was discussed 
in relation to the last escalation that took place 6 months earlier. Henry became 
aware that at that time he expressed angry feelings in a way that was intimidating 
to Eric. Eric, on the other hand, used to hide his anger when he was irritated. 
Henry mentioned that recently Eric had readdressed a topic that was annoying to 
him. Instead of becoming mad at Eric, Henry had listened to him and had agreed 
that Eric was right. Both were pleased with the new behavior. However, Henry 
would prefer that Eric be upfront about sensitive issues instead of bringing them 
up later. The therapist explained that Eric should be given time to experiment with 
new behavior. Furthermore, the therapist readdressed Henryʼs alcohol use and 
tried to motivate Henry to stop for 2 weeks since it posed a risk for IPV. Henry 
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was still reluctant to do so; he was convinced that IPV was something that had 
occurred in the past and that it would not happen again.  
 
Session 15 (with Eric). The aim of the last session was to evaluate the treatment. 
Eric expressed that he was pleased with how things were going at home. He was 
now able to set boundaries in his relationship with Henry, which Henry took well. 
Henry was content that Eric was more assertive. They illustrated these changes 
with an example. Last week, a friend of theirs was coming over. Eric was late and 
called that he would not be home on time. Henry became irritated and asked Eric 
to hurry up. Eric requested a time-out. Henry refused since he thought all conflicts 
should be solved immediately. Eric, however, insisted on taking a time-out, which 
was granted. Eventually, Henry and Eric were both satisfied with the outcome: 
unlike in the past, Eric was being assertive and persistent. The situation had not 
gotten out of hand and Ericʼs assertive behavior had gained Henryʼs respect. The 
treatment goals were assessed. Henry admitted that the treatment goal regarding 
substance use was not met, but the treatment goal regarding IPV, Henryʼs main 
concern, was fully achieved. So he was content with the overall result. 
 
7.3 Assessment of progress 
The Revised Conflict Tactics Scales (CTS2; Straus, Hamby, Boney-McCoy, & 
Sugarman, 1997) was used to assess prevalence and frequency of IPV in time-
frames of 8 weeks. The CTS2 consists of 39 item pairs addressing perpetration 
and victimization of verbal, physical, and sexual IPV, injuries resulting from IPV, 
and the use of negotiation strategies. An example of an item pair is “I hit my part-
ner” and “My partner did this to me”. Substance use was assessed using the 
Quick Drinking Screen (QDS; Sobell et al., 2003). The QDS is a self-report ques-
tionnaire containing 5 aggregate summary questions about alcohol use. Several 
studies (Dum et al., 2009; Roy et al., 2008; Sobell et al., 2003) found that QDS 
results were very similar to results obtained by the often-used Timeline Follow-
back Interview (TLFB; Sobell & Sobell, 1996). The QDS was modified to assess 
drug use as well. Henry completed the CTS2 and QDS at pretreatment, halfway 
treatment, post treatment, and 6 months follow-up; Eric completed the CTS2 at 
pretreatment, posttreatment, and 6 months follow-up. Results are displayed in 
Table 1. 
 
At pretreatment (before starting I-StoP but after 4 sessions of risk assessment), 
Henry admitted that he had pushed Eric once, grabbed him twice, and yelled at 
him twice in the past 8 weeks. Once treatment had started, physical IPV ceased 
completely. At posttreatment, Henry admitted that he had once yelled at Eric and 
had once walked away angrily during an argument, whereas Eric reported no IPV 
victimization (verbal or physical). With regard to substance use, at pretreatment 
Henry reported drinking on average 21 cans of beer (about 28 standard units of 
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alcohol) per week as well as smoking 3.5 grams of cannabis per week. He had 
not used ecstasy in the 8 weeks prior to the treatment. Halfway treatment, canna-
bis use had decreased by half, but at posttreatment, Henry was back at the pre-
treatment level. Alcohol use had not changed during the course of treatment. 
Henry remained abstinent from ecstasy. In contrast to Henry, Eric reduced alcohol 
consumption to 5 cans of beer (about 7 standard units of alcohol) once a week. 
As a consequence, much to Henryʼs relief, Eric did not exhibit irresponsible be-
havior when going out nor did he experience blackouts.  
 
Complicating Factors  
One factor that obstructed treatment was that Henry did not want to explore his 
pattern of cannabis use. He kept saying that it was not harmful. In the case con-
ceptualization the therapist hypothesized that withdrawal led to irritability and IPV 
perpetration. Henry, however, maintained that this was not the case. After an 
extensive discussion in our team about the issue, it was decided not to push 
Henry about his cannabis use, for fear of resistance and for fear that Henry might 
quit therapy altogether. This is consistent with motivational interviewing principles 
that stipulate that ultimately it is the patient who decides whether or not to change 
substance use (Miller & Rollnick, 2002). In addition, Henry was ambivalent about 
changing alcohol use. At the start of treatment, Henry and his therapist formulated 
a treatment goal that comprised abstinence on weekdays and consumption of up 
to 3 cans of beer (about 4 standard units of alcohol) per day during the weekend. 
However, Henryʼs alcohol use had not changed much during the course of treat-
ment (i.e., at posttreatment Henry drank 12 to 15 cans of beer (about 16 - 20 
standard units of alcohol) over 2 - 3 days at the weekend (which can be consid-
ered binge drinking) and ʻa small number of drinksʼ during weekdays). The thera-
pist shared his concern about his drinking habits and the ensuing risk of renewed 
interpersonal violence. Henry maintained that his alcohol use was not problematic 
despite continuous and detailed psycho-education about the possible adverse 
effects of alcohol. At the end of treatment, however, Henry achieved his primary 
treatment goal, i.e., physical IPV perpetration had ceased.  
 
Follow-Up  
Six months after treatment completion, Henry and Eric completed follow-up ques-
tionnaires that assessed IPV and substance use in the past 8 weeks (CTS2 and 
QDS) by mail (see Table 1). Henry and Eric reported that no physical and verbal 
violence had taken place in the past 8 weeks. Regarding substance use, Henry 
reported that his alcohol intake and cannabis use had not changed and that he 
started using 0.25 gram of MDA (a drug that resembles MDMA and is also known 
as the ʻlove drugʼ) twice a week. Also, the first author contacted Henry by tele-
phone at 6 months follow-up and Henry reported that things were going very well 
between him and Eric. In his opinion, treatment had been effective and he was 
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very satisfied with the way it had improved their relationship.  
 
Table 3. Acts of IPV perpetration by Henry and IPV victimization of Eric in the 
past 8 weeks at pretreatment, halfway treatment, post treatment, and at 6 months 
follow-up. 

 
 
 
 
 

 
 
 
 
 

 
 
 

perp. = perpetration; vict. = victimization; IPV = intimate partner violence. 
 
Treatment Implications of the case 
First and foremost Henryʼs case demonstrated the complex nature of IPV and its 
treatment. As mentioned above, treatments for IPV perpetrators using a “one-
size-fits-all” approach were not effective in reducing IPV (Babcock et al., 2004; 
Feder & Wilson, 2005) and therefore it has been advocated that treatments 
should be tailored to the needs of individual IPV perpetrators. IPV perpetrators 
with substance abuse problems comprise a large subgroup and research demon-
strated that IPV decreased significantly after successful alcoholism treatment in 
alcohol dependent IPV perpetrators. As a result several researchers claimed that 
treatment for IPV and substance use should be integrated. However, this case 
study also demonstrated that it is too simplistic to assume that in all substance 
abusing IPV perpetrators alcohol and drug use disorders should be treated effec-
tively in order to stop IPV. Even though Henry was still using alcohol and drugs, 
IPV had stopped completely and had not returned 6 months posttreatment. One 
contributing factor might be that Henry had learned problem solving and commu-
nication skills during treatment and Eric had learned to address sensible topics at 
a convenient time (i.e., when both were sober and before anger had built up). 
Also, Henry took time-outs and was understanding when Eric took a time-out, 
although this was still challenging to him at times (see paragraph 7.2; session 15). 
These findings are in accordance with the spurious model (instead of the proximal 
effects model) that states that a third factor might be responsible for both IPV 
perpetration and substance use. In Henryʼs case, this third factor might have been 
his lack of problem solving and communication skills. In addition, Eric had also 
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changed during the course of treatment; he reduced his substance use and be-
came more assertive. Both factors might have contributed to the cessation of IPV. 
Moreover, these hypotheses fit in with the favorable outcomes for behavioral cou-
ples therapy for IPV perpetrators (OʼLeary et al., 1999; Stith et al., 2004) and un-
derscore the importance to involve the partner in IPV treatment, unless there are 
contra-indications. 
 
It should also be noted that this case study described the treatment of a homo-
sexual couple. Although IPV perpetration in same-sex couples with substance 
abuse problems has been understudied (Klostermann, Kelley, Milletich, & Mi-
gnone, 2011), the available data suggest that IPV in homosexual couples has 
much in common with IPV in heterosexual couples (e.g., Cruz & Firestone, 1998; 
McLennan, Summers, & Vaughn, 2002). It was also our own experience that 
treating a same-sex couple was no different than treating a heterosexual couple. 
However, there are some aspects of IPV in homosexuals that are unique and 
might apply to individual cases. For example, homosexuals who hide their sexual 
orientation may be pressured by an abusive partner into disclosing their sexual 
orientation (Kulkin, Williams, Borne, de la Bretonne, & Laurendine, 2007). Or, in 
case a homosexual IPV victim does not want to disclose his (or her) homosexual-
ity, this might prevent him from seeking help (Kulkin et al., 2007).  
 
Further, despite the pessimistic results from Babcock et al.ʼs (2004) and Feder 
and Wilsonʼs (2005) meta-analyses, the case of Henry demonstrated that it is 
indeed possible to treat IPV perpetrators effectively, given the fact that 6 months 
after finishing treatment still no relapse into IPV had occurred. However, it should 
be noted that even though this case study can be seen as a ʻfailure turned into 
successʼ, we still consider Henryʼs alcohol and drug use a risk factor for IPV per-
petration. A longer follow-up period is necessary in order to demonstrate whether 
or not Henry and Eric will relapse into their old pattern. Along the same lines, we 
believe that special attention is required for patients who are initially unwilling to 
change their substance use. Although I-StoP includes motivational interviewing 
techniques, more time and rehearsal of these techniques may be necessary to 
engage the patient in the treatment goals.  
 
Recommendations to Clinicians and Students  
In the first place, the case described above emphasizes that IPV is complicated. 
IPV always involves two partners. In some cases there is a relatively clear distinc-
tion between the perpetrator on the one hand and the victim on the other hand; in 
other cases the partners involved are both perpetrator and victim. And even in the 
first scenario, therapists should be aware that both partners contribute to the in-
teraction that eventually is responsible for IPV. It follows that it is mandatory to 
always analyze the interaction between both partners before choosing interven-
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tions. In addition, comorbidity may play a role, such as substance use disorders. 
As is documented by a large body of previous research, there is a relationship 
between substance abuse and IPV perpetration as well as victimization (for re-
views, see: Stith, Smith, Penn, Ward, & Tritt, 2004; Schumacher, Feldbau-Kohn, 
Slep, & Heyman, 2001). Consequently, it is important not only to assess sub-
stance abuse in IPV perpetrators and victims, but also to screen patients entering 
substance abuse treatment for IPV perpetration and victimization, for example 
with the Jellinek Inventory for assessing Partner Violence (J-IPV; Kraanen, Vedel, 
Scholing, & Emmelkamp, 2013b). If both IPV perpetration and substance use 
disorders are present, it is recommended to treat both problems at the same time, 
as we did with I-StoP. However, this case study demonstrates that the spurious 
model (a third factor leading to both substance abuse and IPV) should not be 
overlooked as an explanation for the relationship between substance use and IPV 
perpetration.  
 
Further, since IPV is such a complex problem, it is important to involve a patient's 
partner in the treatment, in order to hear both sides of the story, to gain insight in 
the dynamics between partners, and to enhance safety by discussing the time-out 
procedure and by dealing with substance abuse in the partner as well. Since there 
are no evidence-based treatments for IPV perpetrators, we advise to treat patients 
according to Andrews and Bontaʼs (2010) treatment model for offenders. Andrews 
and Bonta (2010) found evidence that effective treatment for offenders should 
adhere to three core principles: 1) the risk principle, 2) the need principle, and 3) 
the general responsivity principle. The risk principle involves matching treatment 
intensity with the risk level of offenders; the need principle includes targeting dy-
namic risk factors, such as antisocial cognitions or substance abuse; and the 
general responsivity principle concerns employing cognitive behavioral oriented 
interventions and skill building strategies. Finally, since evidence-based treat-
ments for IPV perpetrators are lacking, we call for randomized controlled trials to 
investigate the effectiveness of IPV treatments.  
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CHAPTER8
The comparative effectiveness of 
integrated treatment for substance 
abuse and partner violence (I-StoP) 
and substance abuse treatment alone: 
A randomized controlled trial

Kraanen, F. L., Vedel, E., Scholing, A., & Emmelkamp, P. M. G. (2013). The comparative effectiveness 
of Integrated treatment for Substance abuse and Partner violence (I-StoP) and substance abuse 
treatment alone: A randomized controlled trial. BMC Psychiatry, 13, 189.
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Abstract 
Research has shown that treatments that solely addressed intimate partner vio-
lence (IPV) perpetration were not very effective in reducing IPV, possibly due to 
neglecting individual differences between IPV perpetrators. A large proportion of 
IPV perpetrators is diagnosed with co-occurring substance use disorders and it 
has been demonstrated that successful treatment for alcohol dependence among 
alcohol dependent IPV perpetrators also led to less IPV. The current study inves-
tigated the relative effectiveness of Integrated treatment for Substance abuse and 
Partner violence (I-StoP) to cognitive behavioral treatment addressing substance 
use disorders including only one session addressing partner violence (CBT-
SUD+) among patients in substance abuse treatment who repeatedly committed 
IPV. Substance use and IPV perpetration were primary outcome measures. Pa-
tients who entered substance abuse treatment were screened for IPV. Patients 
who disclosed at least 7 acts of physical IPV in the past year (N = 52) were ran-
domly assigned to either I-StoP or CBT-SUD+. Patients in both conditions re-
ceived 16 treatment sessions. Substance use and IPV perpetration were as-
sessed at pretreatment, halfway treatment and posttreatment in blocks of 8 
weeks. Both completers and intention-to-treat (ITT) analyses were performed. 
Patients (completers and ITT) in both conditions significantly improved regarding 
substance use and IPV perpetration at posttreatment compared with pretreat-
ment. There were no differences in outcome between conditions. Completers in 
both conditions almost fully abstained from IPV in 8 weeks before the end of 
treatment. Both I-StoP and CBT-SUD+ were effective in reducing substance use 
and IPV perpetration among perpetrators who repeatedly committed IPV in sub-
stance abuse treatment who disclosed IPV perpetration. Since it is more cost and 
time effective to implement CBT-SUD+ than I-StoP, it is suggested to treat IPV 
perpetrators in substance abuse treatment with CBT-SUD+. 
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Introduction 
Intimate partner violence (IPV) perpetration is highly prevalent among substance 
abusers. Several studies demonstrated that up to more than half of male and fe-
male patients in substance abuse treatments committed at least one act of physi-
cal IPV in the past year (e.g., Brown, Werk, Caplan, Shields, & Seraganian, 1998; 
Chermack, Walton, Fuller, & Blow, 2001; Murphy & OʼFarrell, 1994; Stuart et al., 
2003-a; Maiden, 1997; Kraanen, Vedel, Scholing, & Emmelkamp, submitted). 
These figures are substantially higher than in the normal population, where about 
20% of the population committed IPV in the past year (Field & Caetano, 2005). 
Also, substance abuse is overrepresented in male and female IPV perpetrators in 
batterersʼ treatment (Brown, Werk, Caplan, & Seraganian, 1999; Kraanen, 
Scholing, & Emmelkamp, 2010; 2012; Dalton, 2001; Stuart, Moore, Ramsey, & 
Kahler, 2003-b; 2003-c; 2004). The relationship between substance use (particu-
larly alcohol) and IPV received increased attention over the past years. Several 
reviews confirmed the association between alcohol use and IPV (e.g., Foran & 
OʼLeary, 2008; Stith, Smith, Penn, Ward, & Tritt, 2004; Klostermann & Fals-
Stewart, 2006). In addition, a number of studies demonstrated that IPV perpetra-
tion in alcohol dependent patients decreased substantially after successful treat-
ment for substance abuse (for reviews see: Stuart, OʼFarrell, & Temple, 2009; 
Murphy & Ting, 2009)). These results were found when substance abusers were 
treated individually (Stuart et al., 2003-a; Stuart et al., 2002) as well as when par-
ticipants had received couples therapy (OʼFarrell, & Murphy, 1995; OʼFarrell, Mur-
phy, & Naevins, 2000; Vedel, 2007). Moreover, patients who relapsed into alcohol 
use after successful alcohol use disorder treatment were much more likely to re-
lapse into IPV perpetration than patients who abstained from alcohol (OʼFarrell, 
Van Hutton, & Murphy, 1999; Mignone, Klostermann, & Kelley, 2009). 
 
Also, the use of illicit drugs (particularly cocaine and cannabis) is connected to 
IPV perpetration (for reviews see: Stith et al., 2004; Moore et al., 2008; Schu-
macher, Feldbau-Kohn, Smith Slep, & Heyman, 2001; Schumacher, Smith Slep, & 
Heyman, 2001). Presumably, different routes lead from cocaine use and cannabis 
use to IPV perpetration (Moore et al., 2008). For cocaine it is hypothesized that its 
psychopharmacological effects directly increase aggressive behavior (e.g., Patkar 
et al., 2006; Mattson, OʼFarrell, Lofgreen, Cunningham, & Murphy, 2012), 
whereas for cannabis it is assumed that irritability as a result of withdrawal may 
lead to committing IPV (Smith, 2002). To our knowledge, it has not been studied 
yet whether successful treatment for cannabis and cocaine use disorders in pa-
tients who are referred to substance use treatment and commit IPV, also reduces 
IPV perpetration. 
 
Results described above indicate that successful treatment for alcohol depend-
ence in substance abusing IPV perpetrators leads to reduced IPV perpetration. 
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Particularly since there are no evidence-based treatments for IPV perpetrators, 
these results are valuable. Several meta-analyses examined the effectiveness of 
IPV treatment; feminist psychoeducation (Duluth model) as well as cognitive be-
havioral interventions were found to have effect-sizes near zero (Babcock, Green, 
& Robie, 2004; Feder & Wilson, 2005) and were thus hardly effective in reducing 
IPV. There are some indications that couples therapy aiming to reduce IPV may 
be promising for specific couples and types of IPV (Stith, Rosen, McCollum, & 
Thomsen, 2004; OʼLeary, Heyman, & Neidig, 1999), but it is too early to draw firm 
conclusions. One major problem of the early treatment studies on IPV is that most 
treatments were offered in a group format, followed a one-size-fits-all approach, 
and did not take individual characteristics of patients (such as substance use) into 
account. Recently, several authors (e.g., Langenderfer, 2013; Kelly & Johnson, 
2008; Kraanen, Emmelkamp, & Scholing, 2011) claimed that treatments for IPV 
should be tailored to specific patient and couple characteristics. 
 
Since treatment for alcohol use disorders is effective in reducing IPV perpetration 
in alcohol abusing patients referred to substance use treatment whereas IPV 
treatment alone is not, several researchers called for integrating IPV and sub-
stance abuse treatment (e.g., Smith Stover, Meadows, & Kaufman, 2009; Stuart, 
2005; Leonard, 2001; Klostermann, Kelley, Mignone, Pusateri, & Fals-Stewart, 
2010). However, to date, only one randomized controlled trial (RCT) has been 
carried out on the effectiveness of such an integrated treatment. Easton et al. 
(2007) conducted a pilot study that compared the effectiveness of a combined 
alcohol dependence / domestic violence group therapy based on cognitive behav-
ioral therapy (CBT) to a 12-step facilitation group that did not address partner 
violence. Participants who received the combined treatment abstained signifi-
cantly more days from alcohol than participants in the 12-step facilitation group 
and there was a trend for participants in the combined treatment to engage in less 
frequent IPV than participants in the 12-step group. However, since there were 
differences in days of abstinence between both conditions and since alcohol use 
is possibly causally related to IPV perpetration, it is necessary to control for days 
of abstinence when assessing differences between treatments in IPV perpetra-
tion. Further, in Easton et al.ʼs (2007) study the treatments for substance abuse in 
both conditions differed from one another (i.e., CBT vs. 12-step approach). There-
fore, it was not possible to determine whether reductions in IPV were attributable 
to the different treatment for substance abuse or to the focus on IPV in the com-
bined treatment. Also, some participants had no actual intimate relationship. Al-
though these participants may benefit from the treatment in future relationships, it 
is not possible to measure reductions in IPV perpetration when no partner is pre-
sent. In addition, only participants who were (also) diagnosed with alcohol de-
pendence were included, whereas research has demonstrated that there is a rela-
tionship between use of cocaine and cannabis and IPV perpetration as well. Be-
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sides, only men were included whereas a substantial proportion of the IPV perpe-
trators consist of women (Archer, 2000; 2002).  
 
The current study compared CBT addressing both substance use disorders and 
IPV (Integrated treatment for Substance abuse and Partner violence; I-STOP; 
Kraanen, Scholing, Vedel, & Emmelkamp, 2008-a; 2008-b) to CBT addressing 
only substance use disorders plus one session addressing IPV for enhancing 
safety (CBT-SUD+). The interventions addressing substance use were equal in 
both conditions; CBT-SUD+ contained the same topics as I-StoP regarding sub-
stance use but had more sessions to address these topics. Further, only partici-
pants who actually were in an intimate relationship with the victim at the start of 
treatment were included. In addition, participants with other (primary) substance 
use disorders than alcohol dependence could participate. The study was open to 
male and female patients, and treatments were conducted individually.  
 
Aim of this study was to compare the effectiveness of I-StoP and CBT-SUD+ on 
IPV perpetration and reduction of substance abuse. It was hypothesized that 1) 
participantsʼ substance use in both conditions would be significantly reduced at 
posttreatment compared to pretreatment, 2) there would be no significant differ-
ences between conditions regarding substance use at posttreatment, 3) physical 
IPV perpetration would be significantly reduced at posttreatment compared to 
pretreatment in participants in both conditions, and 4) patients receiving I-StoP 
would engage in less frequent IPV at posttreatment compared to patients allo-
cated to CBT-SUD+. Effects on secondary outcome measures (verbal IPV, in-
flicted injuries, general mental health, marital satisfaction, and treatment satisfac-
tion) were studied exploratorily. 
 
Method 
Participants  
Participants were recruited from patients who sought treatment at a substance 
abuse treatment facility (Jellinek) in Amsterdam, the Netherlands, between August 
1, 2009 and June 1, 2012. Patients were included if they 1) disclosed 7 or more 
acts of physical IPV in the past year at intake, 2) were diagnosed with abuse and / 
or dependence of alcohol, cannabis and / or cocaine, 3) were in an intimate rela-
tionship with the partner towards whom they committed IPV, and 4) were triaged 
to outpatient treatment. We aimed to include patients who committed at least 7 
acts of IPV in the past year since the goal of the treatment was to break a pattern 
of IPV perpetration in an enduring relationship. Therefore, we intended not to in-
clude patients to whom IPV perpetration was an incident. Patients who were in-
volved in incidental IPV typically reported 2 or 3 acts of physical IPV (for example, 
they reported to have pushed, grabbed, and slapped their partner). To select pa-
tients who were involved in a pattern of IPV perpetration, we decided to select a 
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cutoff that was well above 3 and settled for a cutoff of 7. In addition, patients were 
recruited on the basis of past year IPV, but IPV as treatment outcome was as-
sessed in blocks of 8 weeks. Another reason to include only patients who were 
involved in a pattern of IPV perpetration was to minimize the chance that patients 
would report no acts of physical IPV at pretreatment and could thus not improve 
during treatment. Finally, only patients who were able to follow outpatient treat-
ment were invited to participate because inpatients were offered various other 
treatment modules besides substance abuse treatment, including social skills 
training and emotion regulation treatment, which would overlap with I-StoP. Pa-
tients were excluded if they 1) were diagnosed with crack cocaine or heroin abuse 
or dependence, 2) currently received treatment for other mental health problems, 
3) had insufficient knowledge of the Dutch language to complete questionnaires, 
and 4) in case of severe mental health problems (e.g., psychosis, suicidal idea-
tion) or cognitive disorders (e.g., Korsakoffʼs syndrome). Patients were excluded 
in case of crack cocaine and / or heroin use disorders because these patients 
usually need more intensive treatment than outpatient treatment. Initially it was 
aimed to include 100 participants in the current study. 
 
Treatments 
Two detailed treatment protocols were developed for this study, i.e., I-StoP and 
CBT-SUD+. Both treatments consisted of 16 sessions of 45 minutes and were 
ideally delivered weekly to the participants. Treatments were conducted individu-
ally, but the partner was invited to attend the first session of both I-StoP and CBT-
SUD+ in order to check and enhance safety. I-StoP and CBT-SUD+ were flexible 
treatment protocols, i.e., treatment could be adjusted according to motivation and 
/ or level of functioning of the patient. Furthermore, sessions could be modified in 
case of crises, such as relapse into substance use or IPV, or topics could be 
treated in a different order if relevant.  
 
I-STOP 
I-STOP concurrently addressed both substance abuse and IPV perpetration. Sub-
stance abuse interventions were based on evidence-based CBT protocols ad-
dressing substance abuse adapted for use in The Netherlands (De Wildt, 2002-a; 
2002-b; Merkx & Van Broekhoven, 2003-a; 2003-b); for a description of interven-
tions, see Emmelkamp & Vedel, 2006). Interventions targeting IPV comprised 
CBT and were based on the work of Dutton (Dutton, 2007; Dutton & Golant, 
2000). Motivational interviewing techniques (Miller & Rollnick, 2002) were in-
cluded to increase participantʼs motivation to change substance abuse and stop 
IPV perpetration. Sessions primarily targeting IPV and substance use were alter-
nated. In addition, participants received a workbook containing psychoeducation, 
weekly assignments that correspond to the central topic of a session, and diary 
cards to daily register substance abuse / craving and anger / perpetration of IPV. 



 145

Therapists were instructed to address both IPV and substance abuse in each 
session by emphasizing anger / IPV registrations if the central theme of a session 
was related to substance abuse, and vice versa.  
 
Each session followed the same structure: 1) addressing completed diary cards 
and assignments, 2) discussing the main topic of the session, and 3) explaining 
the assignment for the next session. I-StoP contained the following interventions. 
First, the ʻCycle of Violenceʼ (Walker, 1979) was discussed with the patient and 
partner and the couple was taught to take time-outs in case of high-risk situations 
for IPV. It was important that the partner was present in order to maximize the 
chance that the time-out was going to be successful and to minimize the risk that 
the patient would use the tool abusively, for example, to control the interaction 
with the partner (for a more detailed description of the negotiated time-out proce-
dure, see Rosen, Matheson, Stith, McCollum, & Locke, 2003). In addition, the 
following topics and interventions were addressed: explanation of the treatment 
rationale, assessment of types of IPV that took place in the relationship, assess-
ment of pros and cons of IPV and substance abuse, formulating treatment goals 
regarding IPV (abstaining from IPV was the only adequate treatment goal) and 
substance use (preferably abstinence, but controlled substance use was also an 
accepted treatment goal; see Emmelkamp & Vedel, 2006), identifying self-control 
measures to prevent substance use, making functional analyses of substance 
use, anger management, coping with craving and emotions that may lead to sub-
stance use, the association between thoughts, feelings, and behavior in relation to 
substance use and IPV, communication skills, and relapse prevention regarding 
IPV and substance use.  
 
CBT-SUD+ 
CBT-SUD+ is a manualized, cognitive behavioral treatment that can be consid-
ered treatment-as-usual for substance use treatment in The Netherlands. For 
ethical reasons (checking and promoting safety), the first session of CBT-SUD+ is 
the same as the first session of I-STOP (i.e., a session addressing the ʻCycle of 
Violenceʼ and time-out procedure with the partner). Sessions followed the same 
structure as I-StoP-sessions. Further, topics and interventions of CBT-SUD+ were 
the same as I-STOP interventions addressing substance abuse. However, since 
CBT-SUD+ treatment consisted of 16 sessions as well, there was twice as much 
time to discuss these topics. 
 
Therapists and treatment adherence 
Five female social workers, who had received formal training in CBT and motiva-
tional interviewing and who had extensive experience in substance abuse coun-
seling, were trained in both treatment protocols. PE and FK supervised therapists 
once every two weeks. All patients were discussed comprehensively during su-
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pervision and meetings focused on adherence to treatment manuals and prepara-
tion of future sessions.  
 
Ethics and randomization 
The study was registered at the clinical trials registry (www.clinicaltrials.gov) 
http://clinicaltrials.gov/ct2/show/NCT00847873?term=emmekamp&rank=8;  
(# NCT00847873) and was approved by the Ethics Review Board of the Univer-
sity of Amsterdam (2008-KP-466). Participants were randomly assigned to either 
I-STOP or CBT-SUD+ using www.randomization.com. Outcome of randomization 
was written on cards and put into a closed envelope containing participant num-
bers. Envelopes were handed to participants after completing pretreatment as-
sessment. 
 
Measures 
Outcome measures 
IPV. The Revised Conflict Tactics Scales (CTS2; Straus, Hamby, Boney-McCoy, 
& Sugarman, 1996), a valid and reliable instrument (e.g., Straus et al., 1996; 
Straus, 2004; Newton, Connelly, & Landsverk, 2001; Vega & OʼLeary, 2007; 
Tuomi Jones, Ji, Beck, & Beck, 2002), was used to assess frequency and preva-
lence of IPV. The CTS2 consists of 39 item pairs addressing both perpetration 
and victimization of a specific act of violence. An example is: ʻI pushed my partnerʼ 
and ʻMy partner pushed meʼ. Answers were scored on a 7-point scale: 0 = never; 
1 = once; 2 = twice; 3 = 3-5 times; 4 = 6-10 times; 5 = 11-20 times and 6 = more 
than 20 times. Frequency scores of violent acts were calculated by taking the 
average of the frequency range (e.g., 3-5 times = 4), as recommended by Straus 
et al. (1996). The CTS2 comprises of 5 scales measuring different aspects of 
handling conflicts between partners: 1) physical violence, 2) verbal violence, 3) 
sexual violence, 4) negotiation, and 5) injuries resulting from IPV. As primary out-
come measure, the physical violence subscale was used; the verbal violence and 
injuries scales were used to assess secondary treatment outcomes. The CTS2 
was administered pretreatment, halfway treatment (after session 8), and post-
treatment. The partner was invited to complete the CTS2 pretreatment and post-
treatment as well. On every occasion IPV was assessed with reference to the 
past 8 weeks. 
 
Substance use. To assess substance use, the Timeline Follow Back Interview 
(TLFB; Sobell & Sobell, 1992-a) and the Quick Drinking Screen (QDS; Sobell et 
al., 2003) were used. The TLFB is a calendar-based method to assess frequency 
and quantity of substance use and days of abstinence (Sobell & Sobell, 1992-b). 
The TLFB is often studied and most studies found the TLFB to be a highly valid 
method to assess alcohol (e.g., Toll, Cooney, McKee, & OʼMalley, 2006; Sobell, 
Brown, Leo, & Sobell, 1996) and drug use (for a review, see Hjorthøy, Hjorthøy, & 
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Nordentoft, 2012). The instrument was administered pre- and posttreatment to 
assess substance use in 8 weeks prior to treatment and 8 weeks before the end 
of treatment. In addition, the QDS was administered. The QDS is a self-report 
instrument that contains 5 aggregate summary questions regarding alcohol use. 
Data obtained by the QDS were found to be very similar to data obtained by the 
TLFB (Sobell et al., 2003; Dum et al., 2009; Roy et al., 2008). The QDS was modi-
fied to assess drug use as well. Participants were asked about substance use in 
the past 8 weeks. The modified QDS was administered to the participant pre-
treatment, halfway treatment (after session 8), and posttreatment, and assessed 
substance use in the past 8 weeks.  
 
General psychopathology. To assess general psychopathology, the Brief Symp-
tom Inventory (BSI; Derogatis, 1975; Dutch translation: De Beurs, 2008) was 
used. The total BSI score provides an overall measure of severity of psychopa-
thology. Psychometric qualities of the BSI are good (De Beurs & Zitman, 2006). 
Participants completed the BSI at pre- and posttreatment; the BSI assessed 
symptoms of psychopathology during the past week.  
 
Marital satisfaction. The marital maladjustment-scale of the Dutch version of the 
Maudsley Marital Questionnaire (MMQ; Arrindell, Emmelkamp, & Bast, 1983) was 
used to assess marital satisfaction. Psychometric qualities are good (e.g., Arrin-
dell et al., 1983; Orathinkal, Vansteenwegen, & Stroobants, 2007). Participants 
completed the MMQ at pre- and posttreatment.  
 
Treatment satisfaction. Participants were asked at posttreatment to rate treatment 
satisfaction on a scale from one to ten.  
 
Clinical diagnoses and assessment of eligibility 
Patient characteristics. The Measurements in the Addictions for Triage and 
Evaluation (MATE; Schippers, Broekman, & Buchholtz, 2007) was used to assess 
patient characteristics and to guide treatment allocation (i.e., allocation to inpatient 
or outpatient treatment).  
 
IPV. The Jellinek Inventory for assessing Partner Violence (J-IPV; Kraanen, 
Vedel, Scholing, & Emmelkamp, in press) was used to screen patients for past 
year IPV perpetration. The J-IPV consists of 4 items; a positive answer to at least 
one item is indicative of IPV perpetration. The J-IPV possesses good psychomet-
ric properties to screen for IPV perpetration. In addition, the CTS2 (further named 
CTS2-screen to distinguish its purpose here from the CTS2 when used as out-
come measure) was administered to assess type and frequency of acts of past 
year IPV perpetration; patients had to have engaged in at least 7 acts of IPV in 
the past year to be included in the study.  
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Axis-I disorders. Axis-I disorders were classified using the Structured Clinical In-
terview for DSM-IV Axis-I Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 
2002; Dutch translation: Van Groenestijn, Akkerhuis, Kupka, Schneider, & Nolen, 
1998). 
 
Procedure 
At the intake, the MATE was administered, followed by the J-IPV. Patients who 
answered positive to one or more J-IPV items were invited for a second intake, 
which involved administration of the SCID-I and CTS2-screen. Participants who 
met inclusion criteria and were willing to participate were scheduled for pretreat-
ment assessment. During this meeting, first the purpose of the study was ex-
plained and informed consent was obtained. Than, the TLFB was administered 
and patients consequently completed the BSI, the QDS, the CTS2, and the MMQ. 
After that, participants were handed an envelope containing the treatment condi-
tion they were randomly assigned to (either I-StoP or CBT-SUD+) and an ap-
pointment for participant and partner was scheduled with one of the therapists. 
After that, treatment started. After session 8, the therapist asked participants to 
complete the modified QDS and the CTS2. After session 16, an appointment was 
scheduled for posttreatment assessment during which, consequently, the TLFB, 
the BSI, the QDS, the CTS2, and the MMQ were completed. There was no com-
pensation for treatment participation or completion of assessments by patients 
who completed treatment; patients who dropped out received 15 euro (about 20 
US dollar) if they completed posttreatment assessment.  
 
Statistical analyses 
Participant characteristics  
Demographics, current Axis-I disorder diagnoses, frequency of past year IPV and 
number of dropouts were compared between conditions using chi-square-tests for 
dichotomous variables, and t-tests and Mann-Whitney tests for normally and non-
normally distributed continuous variables, respectively.  
 
Treatment effects  
For the analysis of treatment effects, both completers and intent-to-treat (ITT) 
analyses were conducted. For ITT analyses, the last observation carried forward 
(LOCF) method was used. Patients were classified as completer if they attended 
at least 75% of treatment sessions. Patients were categorized as ITT if at least 
one treatment session was attended. Two measures were used to assess 
changes in substance use: days of abstinence and the average quantity of sub-
stances that were weekly used (since controlled substance use was also an ac-
cepted treatment goal). Since participants used different substances (measured 
on different scales, e.g. units or grams) and - in several cases - more than one 
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substance, it was necessary to calculate new (standardized) Z-scores for sub-
stance use. First, pre- and posttreatment quantities of 1) alcohol (mean standard 
units per week), 2) cannabis (mean grams per week), and 3) cocaine (mean 
grams per week) that had been used by all patients in the preceding 8 weeks 
were each displayed in a separate column. Then, the data in each column were 
transformed to Z-scores, after which the Z-scores in each column were again split 
in the pre- and posttreatment scores. Finally, for pretreatment and posttreatment 
separately, the Z-scores for alcohol, cannabis, and cocaine were added up in 
order to obtain a quantity-frequency summary measure of the combined use of 
different substances at both pretreatment and posttreatment. Days of abstinence 
and Z-scores were calculated on the basis of the QDS (instead of the TLFB) be-
cause QDS scores obtained halfway treatment were of use for the LOCF proce-
dure (the TLFB was administered only at pre- and posttreatment). TLFB outcomes 
were not further used. IPV outcomes at pretreatment, halfway treatment and post-
treatment were assessed by calculating frequency scores of physical IPV (primary 
outcome measure), verbal IPV, and injuries inflicted on the partner within the pre-
ceding 8 weeks. 
 
Pre- and posttreatment measures of substance use and IPV were compared 
within treatments using one-tailed paired samples t-tests for normally distributed 
values and one-tailed Wilcoxon signed rank tests for non-normally distributed 
values. ANCOVAʼs using pretreatment substance use / IPV as covariate were 
carried out to assess between-treatment differences because initial analyses 
showed a correlation between the pre- and posttreatment scores on both sub-
stance use and IPV, respectively. For a few ANCOVAʼs the assumption of normal-
ity was violated. However, since sample sizes were roughly equal it was assumed 
that the F-statistic would be relatively robust against violations of normality (Field, 
2009). Further, Leveneʼs test was used to assess homogeneity of variance. 
Finally, homogeneity of regression slopes was assessed; for some analyses for 
the ITT sample this assumption was violated. However, ANCOVA results are rela-
tively unaffected by violations of the assumption of homogeneity of regression 
when group sizes are equal (Wu, 1984; Hamilton 1976; 1977). Based on the 
above, there was no need to refrain from using ANCOVAʼs. 
 
Treatment effects – secondary outcome measures 
Pre- and posttreatment BSI and MMQ scores to assess overall psychopathology 
and marital satisfaction, respectively, were compared within treatments using 
paired samples t-tests and Wilcoxon signed rank tests; ANCOVAʼs with pretreat-
ment outcomes as covariate were performed to assess differences in posttreat-
ment BSI and MMQ scores between treatments. An independent samples Mann-
Whitney test was used to compare treatment satisfaction across both treatments.  
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Power analyses 
We argued that to be clinically meaningful, the difference between pre- and post-
treatment IPV should be large. For example, a small decrease in IPV might be 
statistically significant, but if an IPV perpetrator abuses a partner 3 times instead 
of 4 times in 8 weeks we did not consider this of clinical importance. The same 
applied to the difference between treatments. If, for example, IPV would decrease 
only slightly more in the I-StoP condition than in the CBT-SUD+ condition, these 
results would not match the effort needed to implement I-StoP in routine clinical 
care. The number of participants that were needed for a power of .80 was deter-
mined using G*Power (Paul, Erdfelder, Lang, & Buchner, 2007). The analyses 
demonstrated that 12 participants per condition were necessary to detect a large 
difference within conditions (Cohenʼs d > .80; Cohen, 1992) at α = .05, one-sided 
testing; 21 participants per condition were needed to detect a large difference 
between conditions including one covariate (i.e., a difference between patients 
who received I-StoP and patients who received CBT-IPV+ after controlling for 
pretreatment values; Cohenʼs f > .40; Cohen, 1992) at α = .05, one-sided testing. 
 
Results 
Participant characteristics 
Figure 1 displays the CONSORT 2010 flow diagram of participants from IPV 
screening through treatment completion. The final sample consisted of 52 patients 
who were included in the treatment study; 27 and 25 participants were randomly 
assigned to I-StoP and CBT-SUD+ respectively. Table 1 displays demographics 
and clinical characteristics of participants. There were no statistically significant 
differences between participants receiving I-StoP and participants receiving CBT-
SUD+. 
 
Retention 
A total of 19 participants (36.5%) completed at least 75% of treatment sessions (I-
StoP: N = 11 (40.7%); CBT-SUD+: N = 8 (32.0%)). Dropout rates did not differ 
significantly between I-StoP and CBT-SUD+ (p = .51). Two out of 52 participants 
(1 in each condition) completed the pretreatment assessment but never started 
treatment and were excluded from further analyses. Reasons for dropout and 
other information regarding treatment completion / dropout are displayed in Table 
2. There were no significant differences between conditions.  
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Figure 1. CONSORT 2010 flow chart of participant enrollment, randomization, 
and retention of the current study. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Primary outcomes  
Substance use  
Days of abstinence and substance use Z-scores of completers and ITT sample 
are displayed in Table 3. In both treatment conditions the completers had been 
significantly more days abstinent at posttreatment than at pretreatment (I-StoP: Z 
(10) = -1.99; p = .02 (1-tailed); SA: (t (7) = -4.17; p = .00). Comparable findings 
were found on substance use Z-scores at posttreatment versus pretreatment (I-
StoP: Z (10) = -2.05; p = .02 (1-tailed); CBT-SUD+: Z (7) = -2.37; p = .01 (1-
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tailed)). There were no statistically significant differences between I-StoP and SA 
in posttreatment days of abstinence and substance use Z-scores after controlling 
for pretreatment values. ITT analyses demonstrated similar results. Participants 
receiving I-StoP (Z = -2.13; p = .02; 1-tailed) as well as CBT-SUD+ (Z = -3.08; p = 
.00; 1-tailed) had been significantly more days abstinent at posttreatment than at 
pretreatment. Also, participants allocated to I-StoP (Z = -1.97; p = .02; 1-tailed) as 
well al CBT-SUD+ (Z = -2.72; p = .00; 1-tailed) had significantly lower substance 
use Z-scores at posttreatment than at pretreatment. Again, there were no differ-
ences between both conditions in days of abstinence and substance use Z-scores 
after controlling for pretreatment values. 
 
Table 1. Demographics and clinical characteristics of patients at pretreatment.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 = clinical detoxification took place during the course of treatment if it appeared that patients could not 
obtain their treatment goal at home and lasted 1 week; m = mean; s.d. = standard deviation; I-StoP = 
Integrated treatment for Substance abuse and Partner violence; CBT-SUD+ = substance abuse treat-
ment; SUD = substance use disorder; OCD = obsessive compulsive disorder; PTSD = posttraumatic 
stress disorder; GAD = generalized anxiety disorder; IPV = Intimate partner violence; perp. = perpetra-
tion. 

IPV 
Table 4 displays physical and verbal IPV perpetration and injuries inflicted on the 
partner for both treatment groups, at pretreatment and posttreatment and for com-
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Table 2. Reasons for dropout and completion rates per condition. 

no. = number; m = mean; s.d. = standard deviation; I-StoP = Integrated treatment for Substance abuse 
and Partner violence; CBT-SUD+ = substance abuse treatment; ITT = intention-to-treat; comp. = 
completers; ass. = assessment. 
 
Table 3. Pre- and posttreatment substance use (QDS) per condition. 
 
 
 
 
 
 
 

I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-SUD+ = substance 
abuse treatment. 
 
pleters and ITT sample. In both treatment conditions, the completers had commit-
ted significantly less physical IPV at posttreatment than at pretreatment (I-StoP: Z 
(10) = -2.68; p = .00 (1-tailed); CBT-SUD+: Z (7) = -2.37; p = .01 (1-tailed)). There 
were no significant differences between both conditions regarding posttreatment 
physical IPV perpetration after controlling for pretreatment physical IPV. ITT ana-
lyses yielded similar results. I-StoP patients and CBT-SUD+ patients both had 
committed significantly less acts of physical IPV at posttreatment (i.e., LOCF for 
dropouts) than at pretreatment (I-StoP: Z = -2.32; p = .01 (1-tailed); CBT-SUD+: Z 
= -2.87; p = .00 (1-tailed)). There were no differences between the treatments 
after controlling for pretreatment physical IPV perpetration.  
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Table 4. IPV perpetration 8 weeks before pretreatment assessment and 8 weeks 
before posttreatment assessment of completers and ITT sample per condition.  
 
 
 

 
 
 
 
 

IPV = intimate partner violence; I-StoP = Integrated treatment for Substance abuse and Partner vio-
lence; CBT-SUD+ = substance abuse treatment. 
 
Further, both treatments were effective in reducing verbal IPV perpetration among 
the completers (I-StoP: t (10) = 1.99; p = .04 (1-tailed); CBT-SUD+: t (7) = 3.31; p 
= .01 (1-tailed)), with no differences between the treatments after controlling for 
pretreatment verbal IPV perpetration. ITT analyses demonstrated that patients 
receiving I-StoP did not commit significantly less verbal IPV at posttreatment than 
at pretreatment (Z = -0.78; p = .19; 1-tailed), whereas participants receiving CBT-
SUD+ did (Z = -2.76; p = .00; 1-tailed). However, after controlling for pretreatment 
verbal IPV perpetration, no differences between both treatments remained. 
 
Finally, there was a non-significant trend that completers in both treatments had 
significantly less often injured their partner at posttreatment than at pretreatment 
(I-StoP: Z = -1.83; p = .06 (1-tailed); CBT-SUD+: Z = -1.89; p = .06 (1-tailed)); with 
no significant posttreatment difference between both groups. ITT analyses dem-
onstrated that participants allocated to I-StoP had not injured their partner signifi-
cantly less often at posttreatment than at pretreatment (Z = -1.11; p = .13; 1-
tailed), whereas patients receiving CBT-SUD+ did show a significant decrease in 
injuries inflicted (Z = -2.38; p = .01; 1-tailed). However, after controlling for pre-
treatment inflicted injuries, no differences between treatments remained.  

Secondary outcome measures 
Secondary outcome measures (general psychopathology, marital satisfaction and 
treatment satisfaction) of completers and ITT sample are displayed in Table 5. 
BSI scores reflecting psychopathology of participants in both conditions were 
significantly lower at posttreatment than at pretreatment for completers (I-StoP: t 
(9) = 2.92; p = .01 (1-sided); CBT-SUD+: t (7) = 3.97; p = .00) as well as ITT (I-
StoP: t (24) = 2.69; p = .01 (1-sided); CBT-SUD+: t (23) = 2.69; p = .01 (1-sided)). 
There were no differences between both conditions. MMQ scores, reflecting mari-
tal satisfaction, had not significantly decreased (lower MMQ scores are associ-
ated with higher marital satisfaction) within conditions, nor were there any differ-
ences between the conditions for completers as well as ITT analyses. Completers 
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in both conditions reported high rates of treatment satisfaction (on average over 8 
out of ten). There were no differences in treatment satisfaction between condi-
tions.  
 
Table 5. Secondary outcome measures of completers and ITT in both treatment 
conditions. 
 

 

 

 

 

 

 

 

 

1 = the first five participants did not complete the MMQ since the instrument was added to the assess-
ment in a later phase of the study; 2 = in both conditions, 8 participants evaluated treatment; BSI = brief 
symptom inventory; MMQ = Maudsley marital questionnaire; I-StoP = Integrated treatment for Sub-
stance abuse and Partner violence; CBT-SUD+ = substance abuse treatment. 

Discussion 
This is the first study that compared individual integrated CBT addressing both 
substance abuse and partner violence (I-StoP) to a bona fide substance use 
treatment as usual (i.e., CBT addressing substance abuse). Primary aim of the 
present study was to compare the effectiveness of I-StoP to substance use treat-
ment as usual (with one session addressing IPV added; CBT-SUD+) in reducing 
physical IPV among patients referred to substance abuse treatment who were 
involved in a pattern of IPV perpetration. Analyses were conducted both on com-
pleters only and on all included patients (ITT sample). As expected, both I-StoP 
and CBT-SUD+ were effective in reducing substance use and no significant dif-
ferences between both conditions were found; completers and ITT analyses 
yielded similar results. Further, in accordance with expectations, both treatments 
led to a significant decrease in physical IPV perpetration from pretreatment to 
posttreatment. However, contrary to expectations, I-StoP had not been superior to 
CBT-SUD+ in decreasing IPV. Again, the results on decrease in IPV were similar 
in completers and ITT analyses. Regarding secondary outcome measures, com-
pleters and ITT analyses showed slightly different outcomes. Completers analy-
ses revealed a significant decrease in verbal IPV and inflicted injuries and a sig-
nificant improvement in general psychopathology, with no differences between 
both treatments. In contrast, ITT analyses demonstrated that I-StoP had not led to 
less verbal IPV at posttreatment compared to pretreatment, whereas CBT-SUD+ 
had. This difference between conditions was significant. In addition, there was a 
non-significant trend that CBT-SUD+ had been effective in decreasing inflicted 
injuries, whereas I-StoP had not. Further, even though marital satisfaction at pre-
treatment was close to the maritally distressed range (Emmelkamp, Krol, 
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Sanderman, & Ruphan, 1987), both treatments (completers and ITT) did not im-
prove marital satisfaction. Finally, completers in both conditions reported high 
rates of treatment satisfaction.  
 
Although I-StoP was not more effective in reducing IPV than CBT-SUD+, the re-
sults of the current study are promising. Patients who completed treatment hardly 
engaged in IPV perpetration in the 8 weeks before treatment completion (I-StoP: 
M = 0.82 and CBT-SUD+: M = 0.38 acts of physical IPV perpetration at post-
treatment). Therefore, the decrease in IPV perpetration after treatment completion 
was not only statistically significant but also clinically relevant. Moreover, the cur-
rent study demonstrated that, on case level, patients with cannabis and / or co-
caine use disorders also decreased IPV perpetration after substance abuse 
treatment. Since CBT-SUD+ is easier to implement in substance abuse treatment 
centers than I-StoP, it may be concluded from the above that CBT-SUD+, a CBT 
treatment addressing substance use disorders with the inclusion of one session 
addressing IPV, is a sufficient treatment of IPV perpetration in patients in sub-
stance abuse treatment.  

Despite the favorable outcome, the results should be interpreted considering sev-
eral limitations of the study. The foremost shortcoming is the high dropout rate 
(61.2%), which resulted in a completers sample of only 19 participants. Even 
though high dropout is common for patients in substance abuse treatment (a re-
view by Stark (1992) described that the majority of studies reported dropout rates 
over 50% in the first month of treatment) and IPV treatment (ranging from about 
20% to 70%; Akoensi, Koehler, Lösel, & Humphreys, in press), dropout rates in 
this study were in the top range. Presumably, patients in whom both substance 
abuse and IPV perpetration are present are even more difficult to retain in treat-
ment than patients with either problem alone. Also, dropout rates are comparable 
to dropout rates in a similar (pilot) study comparing the effectiveness of I-StoP to 
CBT addressing IPV alone among substance abusing IPV perpetrators referred to 
outpatient forensic treatment after committing IPV (Kraanen, Scholing, & Emmel-
kamp, submitted). We argue however that since this study was conducted in rou-
tine clinical care, these dropout rates accurately reflect clinical practice, and that 
the external validity of this study is probably high. Further, it is also noticeable that 
low numbers of dropouts completed questionnaires (49% completed assessment 
halfway treatment, 39% completed posttreatment assessment), even though it 
has been tried repeatedly to obtain data by mailing questionnaires to patients and 
phoning them in order to remind participants to complete the forms. Unfortunately, 
it is common to patients in substance abuse treatment that they are difficult to 
contact after dropout, probably because they often suffer from various psychoso-
cial problems as well. 
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Further, due to high dropout rates, statistical power for the completers sample (but 
not the ITT sample) was low. As described in the Methods section, 21 participants 
per condition were needed to detect a large difference between groups, tested 1-
sided against alpha = .05 for a power of .80. For the ITT analyses, this number of 
21 participants per condition was met, but not for the completers sample. There-
fore, it is possible that true differences among completers (within groups as well 
as between groups) were not demonstrated. However, the main finding of the 
study is that the frequency of IPV had dropped to about zero in both treatment 
conditions for the patients who finished the treatment, independent of pretreat-
ment severity of IPV. 

Also, dropouts and completers were compared and were found not to differ re-
garding pretreatment physical IPV perpetration, verbal IPV perpetration, inflicted 
injuries, days of abstinence, substance use Z-scores, and pretreatment Axis-I 
disorders, except for major depressive episode. Chi-square tests demonstrated 
that dropouts were more often diagnosed with major depressive episode (N = 9; 
29.0%) than completers (N = 1; 5.0%) (X2 (1) = 4.45; p = .04). This is in accor-
dance with previous research; several studies have demonstrated that depression 
is linked to early treatment attrition (e.g., Curran, Kirchner, Worley, Rookey, & 
Booth, 2002; Haller, Miles, & Dawson, 2002; Dumas, Blasey, & Thacker, 2005). 
However, the fact that almost no differences were found between dropouts and 
completers might also be attributable to low statistical power (i.e., according to 
Cohen (1992) at least 64 or 21 participants per condition were necessary to dem-
onstrate medium or large effect sizes of Cohenʼs f = .25 and .40, respectively; 
Paul et al., 2007). For example, the pretreatment physical IPV scores of comple-
ters who received I-StoP (M = 6.91) were obviously lower than ITT allocated to I-
StoP (M = 12.12). In addition, since there were fewer patients who reported at 
least 7 acts of physical IPV in the past year than we had expected, we were un-
able to reach the target of 100 participants within the period that patients were 
recruited. Yet, despite the relatively small number of completers, IPV decreased 
significantly in the completers as well as the ITT sample. Nonetheless, future re-
search should focus on finding approaches, apart from using motivational inter-
viewing techniques, to increase treatment adherence and include more partici-
pants. For example, by targeting depressive symptoms from the beginning of 
treatment, as suggested by (Curran, Kirchner, Worley, Rookey, & Booth, 2002). 
Also, expectations regarding treatment should be assessed at the beginning of 
and during the course of treatment to examine whether treatments correspond 
with patientsʼ expectations and whether incorrect expectations may be a reason 
for dropout. 

Related to the high dropout and low retention rates is the fact that no ʻstate-of-the-
artʼ analyses could be used to analyze the results, such as multiple imputation 
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(MI). MI performs well with dropout rates of at most 50% but power decreases fast 
as dropout rates get higher (Graham & Schafer, 1999). Further, MI demands that 
data are missing at random (MAR) (e.g., Enders, 2009; Allison, 2002; Graham, 
2009). Many dropouts could not be contacted, but we assumed that they had 
probably relapsed and thus were not missing at random (NMAR). Moreover, the 
variables to be imputed exceeded the number of participants and imputing scale 
scores would lead to increased standard errors (Graham & Schafer, 2009). Since 
the data were probably NMAR, multilevel analysis could not be performed either 
(Field, 2009). 

Another point of discussion is that the results were based on self-report, which 
may have been influenced by patients' tendency to underreport IPV perpetration. 
Alternative methods would have been using police records and / or partners re-
ports as outcome. However, police records to verify IPV have a similar problem 
since only a small proportion of IPV is reported to the police (e.g., Rosenfeld, 
1992; Van der Veen & Bogaerts, 2010). On the other hand, partner reports are 
also subject to limitations. Heckert and Gondolf (2000) for example demonstrated 
that victims reported even less IPV than perpetrators. We have two reasons to 
assume that the findings in this study are fairly reliable and valid. 1) We tried to 
obtain pre- and posttreatment measures of partner on IPV by administering the 
CTS2. At pretreatment, 40.4% of partners completed the CTS2; at posttreatment 
this was only 7.7% of the total sample. Using these questionnaires as primary 
outcome measure would result in even lower completion rates. However, when 
comparing CTS2 physical IPV outcomes of both partners, we found no significant 
differences between participant and partner reports (Z = −0.82; p = .41), with 
partners reporting less acts of physical IPV (M = 6.5) than participants (M = 9.0). 
2) Not only treatment progress but also study inclusion was based on self-
disclosure of IPV. It is probable that some patients were not included at all be-
cause they underreported IPV, but the group who was finally included reported at 
least enough IPV to meet inclusion criteria. Another limitation is that the treat-
ments in general lasted significantly longer than intended (on average 33 instead 
of 16 weeks). Reasons for this delay were, for example, that therapist and patient 
could not schedule sessions during certain weeks, were on vacation, or because 
patients were doing so well that they, in agreement with their therapist, did not 
need to come to the institution every week and instead preferred to spread treat-
ment sessions over a longer period. This last point possibly implies that a shorter 
treatment might also be effective in reducing both substance use and partner vio-
lence. 

Further, results of the present study appear promising compared to the results of 
the meta-analyses by Babcock et al. (2004) and Feder and Wilson (2005) that 
demonstrated that IPV treatment alone was hardly effective in reducing IPV. 
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However, the comparison between the current study and these meta-analyses is 
difficult; the meta-analyses included follow-up data (6 months or more) whereas 
the current study only reported posttreatment results. Moreover, the meta-
analyses included only police and partner reports compared to self-report in the 
present study. Further, although lacking follow-up results are a limitation of the 
study, we argue that posttreatment and follow-up results are two different re-
search topics that each have merits of their own. Finally, due to the small comple-
ters sample, it was not possible to add covariates to the analyses and control, for 
example, for participantsʼ own substance use, partner substance use and IPV 
victimization since statistical power would be too low. 

The limitations described above lead to the following suggestions for future re-
search. In the first place, it would be interesting to study whether a shorter treat-
ment (of, for example, 10 sessions) would be as effective in reducing IPV perpe-
tration as the 16 sessions counting CBT-SUD+ treatment. Further, since CBT-
SUD+ contains 1 session addressing IPV, a prospective study could compare 
CBT-SUD+ to substance abuse treatment without addressing IPV to investigate 
whether it is indeed necessary to address IPV to reduce IPV perpetration or that 
substance abuse treatment alone is sufficient. Further, patients receiving inpatient 
treatment were excluded from the study. Future research should investigate 
whether CBT-SUD+ is as effective in reducing IPV in inpatients with more severe 
substance use disorders than in outpatients. In addition, predictors of treatment 
success should be studied. For example, there is substantial evidence that three 
or four subtypes of IPV perpetrators could be distinguished, i.e., the family only 
perpetrator who is only violent towards the partner, the borderline / dysphoric IPV 
perpetrator, who is characterized by psychological distress and is sometimes 
violent outside the family, and the antisocial IPV perpetrator (sometimes divided 
into two subtypes with different severity) who commits the most extrafamilial vio-
lence of the subtypes (Holtzworth-Munroe & Stuart, 1994; Holtzworth-Munroe, 
Meehan, Herron, Rehman, & Stuart, 2000). It would be relevant to assess 
whether subtypes (or other patient characteristics) predict treatment success and / 
or dropout rates. Also, it should be examined whether type of substance use dis-
order predicts treatment outcome, whereas previous research only demonstrated 
that successfully treating alcohol dependence led to reductions in IPV perpetra-
tion. Although individual patients with alcohol, cannabis and / or cocaine use dis-
orders who were included in the present study had improved with regard to IPV 
perpetration at posttreatment, unfortunately, the number of participants in this 
study was too low to analyze patients with different substance use disorders sepa-
rately. Finally, it should be studied whether I-StoP is effective in reducing IPV 
perpetration in substance abusing patients who are referred to IPV treatment. 
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Despite its limitations, the study has several strengths. In the first place, it was 
demonstrated among patients entering substance abuse treatment that both 
treatments were successful in reducing IPV perpetration. Completers in both con-
ditions hardly perpetrated any IPV 8 weeks before the end of treatment compared 
to (on average) about 12 acts of physical IPV in the 8 weeks before starting 
treatment. Moreover, results are directly applicable to clinical practice. 

Based on the outcome of the present study we advise to routinely screen for IPV 
perpetration at intake, for example by using the J-IPV. After screening positive, 
IPV should be further assessed with, for instance, the CTS2. If IPV perpetration is 
confirmed, patients should be allocated to CBT-SUD+, since CBT-SUD+ is easier 
to implement in a substance abuse treatment center and therapists only need a 
limited amount of additional training to carry out the protocol. Moreover, since 
results indicated that it is not necessary to refer IPV perpetrating patients in sub-
stance abuse treatment to IPV treatment, CBT-SUD+ is a cost- and time-effective 
approach and it saves patients the inconvenience from attending treatment at two 
separate institutions. However, since this is the posttreatment report and effects of 
I-StoP may be delayed, follow-up results should be awaited to draw more firm 
conclusions regarding the comparative effectiveness of I-StoP and CBT-SUD+ 
and effectiveness of both treatments in the long term. 
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CHAPTER9
The comparative effectiveness of a 
combined substance abuse - partner 
violence treatment to partner violence 
treatment alone among patients in 
forensic outpatient treatment: A pilot 
study

Kraanen, F. L., Scholing, A., & Emmelkamp, P. M. G. (submitted). The comparative effectiveness of a 
combined substance abuse - partner violence treatment to partner violence treatment alone among 
patients in forensic outpatient treatment: A pilot study. Journal of Interpersonal Violence. 
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Abstract 
Substance use disorders and intimate partner violence (IPV) perpetration often 
co-occur and there is evidence for a proximal effects model, i.e., it has been dem-
onstrated that after successful treatment of alcohol dependence, IPV perpetration 
decreased as well. This pilot study investigated the effectiveness of an Integrated 
treatment for Substance abuse and Partner violence (I-StoP), a cognitive behav-
ioral therapy (CBT) addressing substance use and IPV. Patients were randomly 
assigned to I-StoP or CBT addressing IPV (CBT-IPV). The results demonstrated 
that patients who received CBT-IPV committed significantly less physical IPV at 
posttreatment compared to pretreatment, but for patients who received I-StoP 
only a non-significant trend was found. Further, patients allocated to I-StoP de-
creased the amount of substance intake but were not more days abstinent at 
posttreatment. On all measures, however, there were no differences between 
conditions. Although both treatments were successful in decreasing IPV perpetra-
tion, this pilot does not support the proximal effects model because IPV perpetra-
tion decreased regardless of the fact that the number of days of abstinence did 
not. Further research with a larger sample is needed to draw more firm conclu-
sions. 
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Introduction 
Intimate partner violence (IPV) is a severe and prevalent societal problem. Esti-
mates are that in the United States, for example, about 20% of the patients who 
were in an intimate relationship experienced physical IPV in the past year 
(Schafer, Caetano, & Clark, 1998). In the Netherlands, prevalence rates appear 
somewhat lower (Van der Veen & Bogaerts, 2010), but it is difficult to compare 
studies because of methodological differences. IPV may have serious conse-
quences for victims, such as physical injuries, depression, posttraumatic stress 
disorder, suicidality, and substance use disorders (for reviews, see Campbell, 
2002; Plichta, 2004). Further, IPV between parents may also have detrimental 
effects on their children, and may lead to anger, fear, posttraumatic stress disor-
der, depression, and conduct problems, to name a few (Holt, Buckley, & Whelan, 
2008; Kitzmann, Gaylord, Holt, & Kenny, 2008; Wood & Sommers, 2011). In addi-
tion, children who witnessed IPV are at greater risk to become a perpetrator or 
victim of IPV as an adult (Holt et al., 2008). 
 
In the majority of cases, IPV victims stay with the abusive partner (Jacobsen, 
Gottman, Gortner, Berns, & Shortt, 1996; Zlotnick, Johnson, & Kohn, 2006). It is 
therefore important to offer effective treatment to perpetrators in order to stop IPV. 
Generally, three types of treatment are offered, i.e., 1) Duluth-type psychoeduca-
tion, 2) cognitive behavioral therapy (CBT), and 3) behavioral couples therapy. 
However, two meta-analyses have demonstrated that Duluth treatment and CBT 
have mean effect sizes near zero and are thus not effective in reducing IPV per-
petration (Babcock, Green, & Robie, 2004; Feder & Wilson, 2005). Behavioral 
couples treatment has proven promising in reducing IPV (Stith, Rosen, McCollum, 
& Thomsen, 2004; OʼLeary, Heiman, & Neidig, 1999), but only two methodologi-
cally sound studies on the effectiveness of behavioral couples treatment have 
been conducted. Therefore it is too early to draw firm conclusion regarding its 
effectiveness. Also, these studies did not involve patients with concurrent sub-
stance use disorders, even though a large proportion of IPV perpetrators suffer 
from substance abuse or dependence (for meta-analyses, see: Foran & OʼLeary, 
2008; Moore et al., 2008).  
 
One explanation for the fact that treatments until now did not consistently lead to a 
reduction of IPV may be that a ʻone-size-fits-all approachʼ was used, i.e., no dis-
tinction was made between different types of IPV perpetrators even though re-
search has demonstrated that IPV perpetrators comprise a heterogeneous group 
(Dixon & Browne, 2003; Dutch Association for Psychiatry, 2009; Kraanen, 
Emmelkamp, & Scholing, 2011). For example, Holtzworth-Munroe and Stuart 
(1994) found evidence for three subtypes of IPV perpetrators, i.e., 1) family-only 
perpetrators, 2) borderline-dysphoric perpetrators, and 3) antisocial perpetrators. 
Several studies replicated these findings (e.g., Chase, OʼLeary, & Heyman, 2001; 
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Holtzworth-Munroe, Meehan, Herron, Rehman, & Stuart, 2000). Also, as men-
tioned above, a considerable number of IPV perpetrators suffer from substance 
use disorders, and thus there can be distinguished between IPV perpetrators who 
are and who are not diagnosed with substance use disorders. A large body of 
research documented a relationship between substance use (particularly alcohol, 
cannabis, and cocaine use) and IPV perpetration (for meta-analyses, see: Foran 
& OʼLeary, 2008; Moore et al., 2008; Stith, Smith, Penn, Ward, & Tritt, 2004; Klos-
termann & Fals-Stewart, 2006). For example, research demonstrated that one 
third to half of the patients entering substance abuse treatment while having a 
stable intimate relationship committed at least one act of physical IPV in the past 
year (e.g., Maiden, 1997; Brown, Werk, Caplan, Shields, & Seraganian, 1998; 
Chermack, Walton, Fuller, & Blow, 2001; Kraanen, Vedel, Scholing, & Emmel-
kamp, submitted-a). These prevalence rates are much higher than the prevalence 
rates in the general population. In addition, about half of the IPV perpetrators in 
domestic violence treatment are diagnosed with substance abuse or dependence 
(e.g., Brown, Werk, Caplan, & Seraganian, 1999; Stuart, Moore, Ramsey, & 
Kahler, 2003; Kraanen, Scholing, & Emmelkamp, 2010; 2012).  
 
Leonard and Quigley (1999) suggested three models to explain the relationship 
between alcohol use and IPV perpetration, i.e., 1) the proximal effects model (al-
cohol use, mediated through psychopharmacological effects of alcohol on cogni-
tive processing, results in IPV perpetration), 2) the indirect effects model (alcohol 
use negatively influences the relationship and creates a conflictuous environment 
in the long term), and 3) the spurious model (a third variable, such as an antisocial 
personality, is responsible for both alcohol use and IPV perpetration). Research 
found most support in favor of the proximal effects model (Leonard, 2005). For 
example, several studies demonstrated that after successful treatment for alcohol 
dependence, alcohol dependent IPV perpetrators committed significantly less IPV 
(for reviews, see: Murphy & Ting, 2009; Stuart, OʼFarrell, & Temple, 2009). In 
addition, patients who relapsed into alcohol use were more likely to relapse into 
IPV perpetration (OʼFarrell, Van Hutton, & Murphy, 1999; Mignone, Klostermann, 
& Chen, 2009).  
 
Further, Moore et al. (2008) reviewed the literature regarding the relationship be-
tween illicit drug use and IPV perpetration and found that cannabis and cocaine 
use were most strongly related to committing IPV. It was hypothesized that co-
caine influences the serotonergic signaling system, which subsequently may pro-
voke IPV perpetration (e.g., Patkar et al., 2006), an explanation that is similar to 
the proximal effects model described by Leonard & Quigley (1999). Hoaken and 
Stewart (2003), however, stated that personality factors might mediate this rela-
tionship. With regard to cannabis use, it was suggested that withdrawal from can-
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nabis leads to irritability, which may incite IPV perpetration (e.g., Moore et al. 
2008, Moore & Stuart, 2005; Hoaken & Stewart, 2003).  
 
Therefore, several researchers concluded that IPV perpetrators with alcohol use 
disorders might benefit from a combined treatment approach that addresses both 
alcohol dependence and IPV (e.g., Klostermann, Kelley, Mignone, Pusateri, & 
Fals-Stewart, 2010; Smith Stover, Meadows, & Kaufman, 2009; Stuart, 2005; 
Leonard, 2001). To date, two studies investigated the effectiveness of such a 
combined treatment among IPV perpetrators in substance abuse treatment. 
Easton et al. (2007) carried out a randomized controlled trial (RCT) that compared 
the effectiveness of combined substance abuse – partner violence group treat-
ment to 12-step facilitation group treatment addressing only alcohol use. The re-
sults demonstrated a trend showing that the combined treatment was more effec-
tive in reducing IPV perpetration than the 12-step group. Kraanen, Vedel, 
Scholing, and Emmelkamp (submitted-b) conducted a second RCT. Since cocaine 
and cannabis use are also related to IPV perpetration, patients with cocaine or 
cannabis use disorders were included in the study as well. Kraanen et al. (submit-
ted-b) compared an individual Integrated treatment for Substance abuse and 
Partner violence (I-StoP) to substance abuse treatment including one session 
addressing IPV (CBT-SUD+) and found that both treatments were effective in 
reducing IPV perpetration but did not find any differences between the two treat-
ments. Although Easton et al.ʼs (2007) and Kraanen et al.ʼs (submitted-b) studies 
showed promising results, both RCTʼs were conducted among IPV perpetrators in 
substance abuse treatment, and thus these results cannot be generalized to IPV 
perpetrators with substance use disorders in forensic settings. To date, studies 
investigating the effectiveness of combined partner violence – substance abuse 
treatment among patients in domestic violence treatment in forensic settings are 
lacking. Only one case study demonstrated that I-StoP was effective in reducing 
IPV perpetration in a patient in forensic psychiatry (Kraanen, Scholing, Ham-
doune, & Emmelkamp, accepted). Therefore, the current pilot study aimed to in-
vestigate the effectiveness of I-StoP among patients in forensic outpatient treat-
ment and compared CBT addressing substance use disorders and IPV (Inte-
grated treatment for Substance abuse and Partner violence; I-STOP; Kraanen, 
Scholing, Vedel, & Emmelkamp, 2008a; 2008b) to CBT addressing IPV (CBT-
IPV). The interventions addressing IPV were equal in both conditions; CBT-IPV 
contained the same topics as I-StoP regarding IPV but had more sessions to ad-
dress these topics.  
 
Specifically, the purpose of this pilot study was to compare the effectiveness of I-
StoP and CBT-IPV on IPV perpetration and substance use. It was hypothesized 
that 1) patients who received I-StoP and CBT-IPV would engage in less frequent 
IPV perpetration at posttreatment compared to pretreatment, 2) patients who re-
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ceived I-StoP would demonstrate lower levels of IPV perpetration than partici-
pants who received CBT-IPV at posttreatment, 3) substance use of patients who 
received I-StoP would be significantly reduced at posttreatment compared to pre-
treatment, and 4) patients who received I-StoP would demonstrate a larger de-
crease of substance use than patients who received CBT-IPV. Effects on secon-
dary outcome measures (verbal IPV, inflicted injuries, general mental health, and 
relationship satisfaction) were studied exploratorily. 
 
Method 
Participants  
Participants were recruited from patients who were referred to forensic outpatient 
clinic De Waag (locations Amsterdam and Rotterdam) for IPV perpetration and 
had an intake between September 1st 2010 and May 31st 2012. Patients were 
included if they 1) were currently diagnosed with alcohol, cannabis and / or co-
caine related disorders, and 2) were still in an intimate relationship with the victim. 
Patients were excluded if 1) they were diagnosed with crack cocaine or heroin 
abuse or dependence, 2) they were in need of supervised detoxification, 3) they 
currently received treatment for other mental health problems, 4) they had insuffi-
cient knowledge of the Dutch language to complete questionnaires, 5) they expe-
rienced severe mental health problems (e.g., psychosis, suicidal ideation) or cog-
nitive disorders (e.g., Korsakoffʼs syndrome), or 6) other criminal behavior, such 
as child abuse, was prominent.  
 
Treatments 
For this study, two treatment protocols were developed, i.e., I-StoP and CBT-IPV. 
Both consisted of 16 sessions of 45 minutes and were preferably delivered weekly 
to the participants. Treatments were offered to patients individually, but the part-
ner was invited to attend four sessions of both I-StoP and CBT-IPV in order to 
enhance safety as well as to obtain insight in the dynamics between the two part-
ners. I-StoP and CBT-IPV were offered flexibly, meaning that the session could be 
adjusted according to the motivation or level of functioning of a patient. Further-
more, sessions could be modified in case of a crisis, such as relapse into IPV or 
(if patients were allocated to I-StoP) substance use, and topics could be treated in 
a different order if relevant.  
 
I-STOP 
I-STOP concurrently addresses problematic substance use as well as IPV perpe-
tration. Interventions addressing substance use derived from evidence-based 
CBT treatment manuals targeting problematic substance use that were adapted 
for use in The Netherlands (De Wildt, 2002a; 2002b; Merkx & Van Broekhoven, 
2003a; 2003b; for a description of interventions, see Emmelkamp & Vedel, 2006). 
Interventions targeting IPV perpetration are also cognitive behavioral and are 
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based on the work of Dutton (Dutton, 2007; Dutton & Golant, 2000). The use of 
motivational interviewing techniques (Miller & Rollnick, 2002) is emphasized 
throughout the treatment protocol to increase patientsʼ motivation to change. The 
primary focus of a session alternates between substance use and IPV. The treat-
ment protocol is accompanied by a workbook that contains psycho-education, 
homework assignments and registration forms to record craving / substance use 
and anger / IPV on a daily basis. Both IPV and substance use are addressed in 
each session by emphasizing substance use homework registrations if the central 
theme of a session is related to IPV, and vice versa.  
 
Each session of I-StoP follows the same structure: 1) discussing diary cards and 
homework, 2) discussing the main topic of the session, and 3) explaining new 
homework. I-StoP contains the following topics. First, the ʻCycle of Violenceʼ 
(Walker, 1979) and the time-out procedure are discussed with both patient and 
partner and high-risk situations are assessed (for a detailed description of the 
negotiated time-out, see Rosen, Matheson, Stith, McCollum, & Locke, 2003). In 
addition, the following is addressed: explanation of the treatment rationale, as-
sessment of types of IPV that take place in the relationship, assessment of pros 
and cons of IPV and substance abuse, formulating treatment goals regarding IPV 
(abstaining from IPV was the only acceptable treatment goal) and substance use 
(preferably abstinence, but controlled substance use was also accepted as treat-
ment goal; see Emmelkamp & Vedel, 2006), identifying self-control measures to 
prevent substance use, making functional analyses of substances that were used, 
anger management, coping with craving and emotions that may lead to substance 
use, the association between thoughts, feelings, and behavior in relation to IPV 
and substance use, communication skills, and relapse prevention as regards IPV 
and substance use.  
 
CBT-IPV 
CBT-IPV is manualized CBT aiming to reduce partner violence. CBT-IPV sessions 
follow the same structure as I-StoP sessions; topics and interventions of CBT-IPV 
are the same as I-STOP interventions addressing IPV. However, since CBT-IPV 
treatment consists of 16 sessions as well, there is more time to discuss these 
topics. 
 
Therapists and treatment adherence 
Eight therapists (6 licensed psychologists and two social workers with additional 
education in forensic health care) were trained to conduct both treatment proto-
cols. PE and FK supervised therapists for 60 minutes once every two weeks in 
two separate groups. During supervision, all patients were discussed extensively; 
the focus was on adherence to the treatment protocols and future sessions were 
prepared.  
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Ethics and randomization 
The study was registered at the clinical trials registry (www.clinicaltrials.gov) 
(NCT00847548) and was approved by the Ethics Review Board of the University 
of Amsterdam (2008-KP-463). Participants were randomly assigned to either I-
StoP or CBT-IPV using www.randomization.com. Outcome of randomization was 
written on cards and put into closed envelopes containing participant numbers. 
After completing pretreatment assessment, partcipants received envelopes con-
taining the treatment they were randomly assigned to. 
 
Measures 
Outcome measures 
IPV. The Revised Conflict Tactics Scales (CTS2; Straus, Hamby, Boney-McCoy, 
& Sugarman, 1996) was used to assess prevalence and frequency of IPV. Sev-
eral studies demonstrated that the CTS2 is a valid and reliable instrument (e.g., 
Straus et al., 1996; Straus 2004; Newton, Connelly, & Landsverk, 2001; Vega & 
OʼLeary, 2007; Tuomi Jones, Ji, Beck, & Beck, 2002). The CTS2 comprises 39 
item pairs addressing perpetration as well as victimization of a specific act of IPV. 
An example is: ʻI kicked my partnerʼ and ʻMy partner did this to meʼ. Answers were 
scored on a 7-point scale: 0 = never; 1 = once; 2 = twice; 3 = 3-5 times; 4 = 6-10 
times; 5 = 11-20 times and 6 = more than 20 times. Incidence of IPV was calcu-
lated by taking the average of the frequency range (e.g., 3-5 times = 4), as rec-
ommended by Straus et al. (1996). The CTS2 comprises of 5 scales, measuring 
1) physical violence, 2) verbal violence, 3) sexual violence, 4) negotiation, and 5) 
injuries resulting from IPV. The physical violence subscale was used as primary 
outcome measure; the verbal violence and injuries subscales were secondary 
outcome measures. The CTS2 was administered at pretreatment, halfway treat-
ment (after session 8), and posttreatment; the partner was asked to complete the 
CTS2 at pretreatment and posttreatment. IPV was assessed with reference to the 
past 8 weeks on every occasion. 
 
Substance use. The Timeline Follow Back Interview (TLFB; Sobell & Sobell, 
1992) and the Quick Drinking Screen (QDS; Sobell et al., 2003) were used to 
assess substance use. The TLFB is a calendar-based method to measure fre-
quency and quantity of substance use and days of abstinence (Sobell & Sobell, 
1992). Psychometric properties of the TLFB were frequently studied and the TLFB 
was found to be a valid method to assess alcohol (e.g., Toll, Kooney, McKee, & 
OʼMalley, 2006; Sobell, Brown, Leo, & Sobell, 1996) and drug use (for a review, 
see Hjorthøy, Hjorthøy, & Nordentoft, 2012). The TLFB was administered pre- and 
posttreatment to assess substance use in the past 8 weeks. Additionally, the 
QDS, a self-report questionnaire containing 5 aggregate summary questions 
about alcohol use, was administered. It has been demonstrated that QDS results 
were very similar to TLFB results (Sobell et al., 2003; Dum et al., 2009; Roy et al., 
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2008). The QDS was adapted to assess drug use as well. As with the TLFB, the 
modified QDS assessed substance use in the past 8 weeks and was administered 
to participants at pretreatment, halfway treatment (after session 8), and post-
treatment. 
 
General psychopathology. General psychopathology was assessed with the Brief 
Symptom Inventory (BSI; Derogatis, 1975; Dutch translation: De Beurs, 2008). 
The overall BSI score provides a measure of severity of general psychopathology. 
Reliability and validity of the BSI were good (De Beurs & Zitman, 2006). The BSI 
assessed symptoms of psychopathology during the past week and was com-
pleted by participants at pre- and posttreatment. 
 
Relationship satisfaction. Relationship satisfaction was assessed using the marital 
maladjustment-scale of the Dutch version of the Maudsley Marital Questionnaire 
(MMQ; Arrindell, Emmelkamp, & Bast, 1983). Psychometric properties were good 
(e.g., Arrindell et al., 1983; Orathinkal, Vansteenweegen, & Stroobants, 2007). 
Participants completed the MMQ at pre- and posttreatment.  
 
Risk assessment and clinical diagnoses  
Risk assessment. For risk assessment, the Forensic Outpatient Risk assessment 
Scale (FORS; Van Horn, Wilpert, Scholing, & Mulder, 2008) was used.  
 
Substance use disorders. Substance use disorders were classified using Module 
E. (Substance related disorders) of the Structured Clinical Interview for DSM-IV 
Axis-I Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 2002; Dutch transla-
tion: Van Groenestijn, Akkerhuis, Kupka, Schneider, & Nolen, 1998). 
 
Procedure 
The first author assessed reports of all patients that had an intake at De Waag in 
Amsterdam and in Rotterdam during the aforementioned period to screen patients 
for eligibility. If, based on intake reports, a patient appeared eligible to participate 
in the study, he / she was marked as such. During the intake staff, the formal cri-
teria were reviewed to decide whether or not the patient was eligible for participa-
tion. Then, the patient was assigned to one of the therapists who were trained to 
use I-StoP and CBT-IPV. First, three to five sessions were used for risk assess-
ment during which the FORS was administered and to discuss the time-out pro-
cedure, preferably with the partner present to enhance safety. Then, the pretreat-
ment assessment was carried out, which involved assessment of substance use 
disorders with Module E. of the SCID-I, administration of the TLFB, and comple-
tion of the BSI, CTS2, QDS, and MMQ. After pretreatment assessment, there was 
a possibility that patients could not participate for not fulfilling criteria for a current 
substance use disorder. After pretreatment assessment, the patients were 
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checked again for eligibility. Finally, an envelope was opened containing the 
treatment condition the patient was randomly assigned to. After that, treatment 
started. After session 8, the patient completed the CTS2 and QDS. An appoint-
ment for posttreatment assessment was scheduled after session 16, during which 
the TLFB, BSI, CTS2, QDS, and MMQ were administered. Patients were not 
compensated for participating in the study. 
 
Statistical analyses 
Participant characteristics  
Demographics, clinical characteristics, and retention rates of patients allocated to 
I-StoP and CBT-IPV were compared using chi-square-tests for dichotomous vari-
ables, and independent samples t-tests and Mann-Whitney tests for normally and 
non-normally distributed continuous variables, respectively.  
 
Treatment effects  
Treatment effects were analyzed for patients who completed treatment (comple-
ters) and for patients who intended to start treatment (intention-to-treat; ITT). The 
last observation carried forward (LOCF) method was used to carry out ITT analy-
ses. Patients were classified as completers if they attended at least 10 treatment 
sessions (62.5% of the total treatment); patients were categorized as ITT if they 
attended at least one treatment session. To assess changes in substance use, 
two measures were used, i.e., days of abstinence and, because controlled sub-
stance use was also an accepted treatment goal, the average quantity of sub-
stances that were used weekly during a period of 8 weeks. Since participants 
used different substances that are measured on different scales (standard units of 
alcohol, and grams of cannabis and cocaine) and participants in some cases used 
more than one substance, it was necessary to calculate standardized scores for 
substance use; in this case it was chosen to use Z-scores (mean = 0; standard 
deviation = 1). First, pretreatment and posttreatment quantities of 1) alcohol 
(mean standard units per week), 2) cannabis (mean grams per week), and 3) 
cocaine (mean grams per week) that were used in the preceding 8 weeks were 
displayed in three separate columns (one for alcohol, one for cannabis, and one 
for cocaine). Then, the data in the three columns were transformed to Z-scores, 
after which the Z-scores were split into pre- and posttreatment Z-scores for alco-
hol, cannabis, and cocaine use in the past 8 weeks. Finally, Z-scores for alcohol, 
cannabis, and cocaine use were added up (for pretreatment and posttreatment 
separately) to obtain a summary measure of the combined use of different sub-
stances at pretreatment and posttreatment. The QDS (instead of the TLFB) was 
used to calculate days of abstinence and Z-scores because the QDS scores that 
were obtained halfway treatment were of use for the LOCF procedure and the 
TLFB was administered only at pre- and posttreatment. TLFB outcomes were not 
used any further. IPV at pretreatment, halfway treatment, and posttreatment was 
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assessed by calculating frequency scores of physical IPV (primary outcome 
measure), verbal IPV, and injuries inflicted to the partner within the past 8 weeks. 
 
Pre- and posttreatment measures of substance use, IPV, general psychopa-
thology and relationship satisfaction (as measured with the BSI and MMQ, re-
spectively) were compared within conditions using one-sided paired samples t-
tests for normally distributed values and one-sided Wilcoxon signed rank tests for 
non-normally distributed variables. ANCOVAʼs using pretreatment scores as co-
variate were carried out to assess between-treatment differences because pre- 
and posttreatment scores correlated. The assumption of normality was violated for 
some ANCOVAʼs. However, it was assumed that, since sample sizes were equal, 
the F-statistic would be relatively robust against violations of normality (Field, 
2009). Further, to assess homogeneity of variance, Leveneʼs test was used. 
Finally, for some analyses the assumption of homogeneity of regression slopes 
was violated, but since sample sizes were equal, this was not considered prob-
lematic (Wu, 1984; Hamilton, 1976; 1977). Based on the above, it was considered 
acceptable to use ANCOVAʼs to analyse results from the present study. 
 
Results 
Participant characteristics 
In Figure 1, the CONSORT 2010 flow diagram of participants from intake through 
treatment completion is displayed. In total, 23 patients were included; 12 patients 
were randomly assigned to I-StoP and 11 patients to CBT-IPV. In Table 1, the 
demographics and clinical characteristics of participants are presented. Partici-
pants who received I-StoP and CBT-IPV differed regarding ethnicity (χ² (2) = 8.57; 
p = .01). Standardized residuals demonstrated that more participants allocated to 
I-StoP had a Surinam / Antillean background than patients allocated to CBT-IPV. 
There were no differences between conditions regarding other demographic or 
clinical variables.  
 
Retention 
In sum, 12 of 23 participants (52.2%) completed treatment (I-StoP: N = 6 (50.0%); 
CBT-IPV: N = 6 (54.5%)). Dropout rates did not differ between conditions. Four 
out of 27 participants that were initially included were excluded from further analy-
ses (1 patient allocated to I-StoP and 3 patients allocated to CBT-IPV): 1 patient 
had to follow mandatory substance abuse treatment, 1 patient did not complete 
pretreatment assessment, and 2 patients were initially included but appeared not 
to fulfill criteria for a current substance use disorder at pretreatment assessment 
(see Figure 1). Table 2 displays reasons for dropout and additional information 
regarding treatment completion. There were no significant differences between 
conditions.  
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Figure 1. CONSORT flow chart 
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Table 1. Demographics and clinical characteristics of patients at the intake  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
One missing value (CBT-IPV); 2 Level of education: secondary school, lower level = VBO, LBO, 
MAVO; 3 secondary school, higher level = HAVO, VWO, MBO; post-secondary = HBO, University; p < 
.05. 
 
Table 2. Reasons for dropout and completion rates per condition.  
 
 
 
 
 

 
 
 
 
 

 
 
 
 

 

No. = number; I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = 
substance abuse treatment; comp. = completers. 
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Primary outcome measures 
Physical IPV perpetration 
In Figures 2 and 3, physical IPV at pretreatment and posttreatment is displayed 
for completers and ITT (for exact figures, see Appendix – Table A). Completers 
and ITT analyses demonstrated similar results. Patients in the CBT-IPV condition 
perpetrated significantly less IPV at posttreatment than at pretreatment (comple-
ters: Z (5) = -1.84; p = .03; ITT: Z (10) = -1.84; p = .03; both 1-sided) but not in the 
case of patients who received I-StoP. There were no significant differences be-
tween conditions regarding posttreatment physical IPV perpetration after control-
ling for pretreatment physical IPV perpetration.  
 
Figure 2. Physical IPV perpetration in the 8 weeks before the start of treatment 
(pretreatment) and the 8 weeks before treatment completion (posttreatment) – 
completers 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
 
Substance use  
Days of abstinence and substance use Z-scores at pretreatment and posttreat-
ment of completers and ITT samples are displayed in Figures 4, 5, 6 and 7 (for 
exact figures, see Appendix – Table B). Again, completers and ITT analyses 
demonstrated similar results. There was no significant difference between pre- 
and posttreatment days of abstinence among patients who received I-StoP (com-
pleters and ITT). ITT analyses (but not completers analyses) demonstrated that 
participants allocated to I-StoP had significantly lower Z-scores at posttreatment 
than at pretreatment (ITT: t (1, 11) = 1.96; p = .04; 1-sided)). There were no sig-

Pretreatment                           Posttreatment 
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nificant differences between conditions regarding days of abstinence and Z-
scores at posttreatment after controlling for pretreatment values.  
 
Figure 3. Physical IPV perpetration in the 8 weeks before the start of treatment 
(pretreatment) and the 8 weeks before treatment completion (posttreatment) – 
intention-to-treat 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
 
Figure 4. Days of abstinence in 8 weeks before the start of treatment (pretreat-
ment) and the 8 weeks before treatment completion (posttreatment) – completers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
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Figure 5. Days of abstinence in 8 weeks before the start of treatment (pretreat-
ment) and the 8 weeks before treatment completion (posttreatment) – intention-to-
treat 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
 
Figure 6. Substance use Z-Scores based on substance use in the 8 weeks before 
the start of treatment (pretreatment) and the 8 weeks before treatment completion 
(posttreatment) – completers. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
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Figure 7. Substance use Z-Scores based on substance use in the 8 weeks before 
the start of treatment (pretreatment) and the 8 weeks before treatment completion 
(posttreatment) – intention-to-treat 

 
 

 
 

 
 

 
 

 
 
I-StoP = Integrated treatment for Substance abuse and Partner violence; CBT-IPV = cognitive behav-
ioral therapy addressing intimate partner violence.  
 
Secondary outcome measures 
Inflicted injuries and verbal IPV perpetration at pretreatment and posttreatment for 
completers and ITT in different conditions are displayed in Table 3. 
 
Table 3. Inflicted injuries and verbal IPV perpetration in the 8 weeks before pre-
treatment assessment and the 8 weeks before posttreatment assessment of 
completers and ITT sample per condition.  
 
 

 
 
 
 
IPV = intimate partner violence; I-StoP = Integrated treatment for Substance abuse and Partner vio-
lence; CBT-IPV = cognitive behavioral therapy addressing intimate partner violence; perp. = perpetra-
tion. 

Completers and ITT analyses demonstrated that there were no differences be-
tween pre- and posttreatment inflicted injuries among patients in both conditions. 
Also, there were no differences between conditions regarding posttreatment in-
flicted injuries after controlling for pretreatment inflicted injuries. Further, patients 
allocated to CBT-IPV perpetrated significantly less verbal IPV at posttreatment 
than at pretreatment (completers: Z (5) = -2.02; p = .02; ITT: Z (10) = -2.02; p = 

Pretreatment                           Posttreatment 
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.01; both 1-sided) but not in the case of patients who received I-StoP. For com-
pleters, there were no differences between conditions regarding posttreatment 
verbal IPV perpetration after controlling for pretreatment verbal IPV. However, ITT 
analyses demonstrated that patients allocated to CBT-IPV perpetrated signifi-
cantly less verbal IPV at posttreatment compared with patients allocated to I-StoP 
after controlling for pretreatment verbal IPV perpetration (F (1, 20) = 3.55; p = .04; 
1-sided).  
 
Outcome measures regarding general psychopathology and relationship satisfac-
tion of completers and ITT allocated to either I-StoP or CBT-IPV are displayed in 
Table 4.  
 
Table 4. Secondary outcome measures of completers and ITT in both treatment 
conditions. 
 

 

 

 

 

 

 
1 = only 5 participants completed posttreatment MMQ; BSI = brief symptom inventory; MMQ = 
Maudsley marital questionnaire; I-StoP = Integrated treatment for Substance abuse and Partner vio-
lence; CBT-IPV = cognitive behavioral therapy addressing intimate partner violence.
 
BSI scores reflecting general psychopathology of participants in both conditions 
(completers and ITT) did not differ significantly at posttreatment compared to pre-
treatment and there were no differences between conditions. The same applied to 
MMQ scores reflecting relationship satisfaction.  
 
Non-significant trends 
Since the number of patients who participated in this pilot study was low (which 
resulted in low statistical power), we also looked at non-significant trends regard-
ing differences between pre- and posttreatment measures as well as differences 
between conditions (see also Figures 2 to 7). In the first place, there were trends 
that completers who received I-StoP had lower substance use Z-scores and per-
petrated less physical IPV at posttreatment than at pretreatment (Z-scores: t (5) = 
1.86; p = .06; physical IPV: Z (5) = -1.60; p = .05; both 1-sided). Further, there 
was a trend that completers and ITT who received CBT-IPV inflicted less injuries 
to their partner at posttreatment than at pretreatment (Z (5) = -1.41; p = .08; Z (10) 
= -1.41; p = .08; both 1-sided). In addition, after controlling for pretreatment phys-
ical IPV perpetration there was a trend that patients allocated to CBT-IPV perpe-
trated less physical IPV than patients allocated to I-StoP (F (1, 20) = 1.90; p = .09; 
1-sided). Finally, there was a trend that completers in the I-StoP condition perpe-
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trated less verbal IPV at posttreatment than at pretreatment (Z (5) = -1.46; p = .07; 
1-sided). 
 
Discussion 
This is the first (pilot) RCT that investigated the effectiveness of an Integrated 
treatment for Substance use and Partner violence (I-StoP) among patients re-
ferred to a forensic outpatient treatment facility because of IPV perpetration. 
Treatment effects of I-StoP were compared to treatment effects of CBT address-
ing IPV perpetration without addressing substance use (CBT-IPV); the primary 
aim was to reduce physical IPV perpetration. In accordance with the hypothesis, 
IPV perpetration had significantly decreased at posttreatment among patients who 
received CBT-IPV. However, this was not the case among patients who received 
I-StoP. Also, there were no differences between conditions, which was also not as 
expected. In addition, regarding substance use the hypotheses were only partially 
confirmed as well: patients who received I-StoP were not more days abstinent at 
posttreatment than at pretreatment, but decreased substance use Z-scores indi-
cated that the amount of substances that were used had diminished at posttreat-
ment. However, again there were no differences between conditions. Regarding 
secondary outcome measures it was found that verbal IPV perpetration had de-
creased significantly at posttreatment among patients who received CBT-IPV, but 
not among patients who received I-StoP. Finally, several non-significant trends 
could be detected but it is debatable whether they are meaningful because of the 
low number of participants. The most prominent trend was a decrease in physical 
IPV perpetration among patients allocated to I-StoP.  
 
Unfortunately, most hypotheses were not confirmed by the present study. In the 
first place, as mentioned above, only a non-significant trend was found that physi-
cal IPV perpetration had decreased among patients allocated to I-StoP (p = .05). 
However, this decrease can be considered clinically significant whereas comple-
ters perpetrated almost no physical IPV anymore in the 8 weeks before treatment 
completion. Also, the decrease in verbal IPV perpetration among completers who 
received I-StoP was non-significant (p = .07) but clinically relevant as participants 
committed verbal IPV (such as screaming or yelling at their partner) less than two 
times in the 8 weeks before treatment completion. In addition, although substance 
use had been addressed in I-StoP, patients who received I-StoP were not more 
days abstinent at posttreatment than at pretreatment even though they had de-
creased the amount of substance intake. It appears that, although motivational 
interviewing was used, it was very difficult to motivate patients to change sub-
stance use. The fact that IPV decreased but not substance use (at least not on all 
measures) is also not in line with expectations whereas in accordance with the 
proximal effects model it was suggested that if substance use would decrease, 
IPV perpetration would decrease as well. However, IPV perpetration had de-
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creased despite the fact that substance use had not or had only marginally de-
creased. This indicates that the proximal effects model is not sufficient to explain 
the relationship between substance use and IPV perpetration, at least not in all 
cases. Alternatively, the spurious model (a third variable is responsible for both 
alcohol and / or drug use and IPV perpetration) might be an explanation. Exam-
ples of such third variables are impulsivity or ineffective problem solving skills, as 
was hypothesized in a previous case study (Kraanen et al., submitted-c). 
 
The present study holds several limitations. To begin with, the sample size was 
very small, which resulted in low statistical power. This might explain the fact that 
although on some variables a decrease in problematic behavior was visible (such 
as in physical IPV perpetration among patients who received I-StoP) but not sta-
tistically significant. Further, due to the low number of participants it was not pos-
sible to run mediation analyses to investigate whether substance use mediates 
the relationship between treatment and IPV perpetration. Besides, dropout rates 
were fairly high (about 45%). However, this is in accordance with other studies 
that investigated the effectiveness of IPV perpetrator programs (Akoensi, Koehler, 
Lösel, & Humphreys, in press). Nevertheless, it is important to focus on lowering 
attrition rates, particularly since it has been observed that dropouts are at in-
creased risk to relapse into IPV perpetration (Daly & Pelowski, 2000). In addition, 
although IPV had almost decreased to zero at posttreatment among patients who 
completed the treatment, follow-up data are lacking and as a consequence no 
conclusions can be drawn as to whether participants also abstained from IPV 
perpetration over a longer period of time. On the basis of the proximal effects 
model, it is assumed that patients who are not abstinent from substances are at 
risk to relapse into IPV perpetration. However, it should not be overlooked that, as 
mentioned above, other models such as the spurious model, can explain the rela-
tionship between IPV perpetration and substance use.  
 
Another shortcoming is that the results were based on self-report of the partici-
pants. As an alternative one could use partner reports and police records. On the 
other hand, partner reports are unreliable as well; some studies found that victims 
reported even lower rates of IPV than perpetrators (Heckert & Gondolf, 2000). 
Also, only a small proportion of all perpetrated IPV is reported to the police (e.g., 
Van der Veen & Bogaerts, 2010; Rosenfeld, 1992). However, since pretreatment 
and posttreatment assessments were based on self-report, we consider the de-
crease in IPV perpetration to be fairly reliable. Another limitation related to as-
sessment is the fact that pretreatment assessment took place after an intake, 
several sessions that addressed risk assessment and a session with the partner 
in which the cycle of violence (that can be considered the primary intervention 
addressing partner violence) was discussed, had already taken place. If pretreat-
ment IPV perpetration was assessed directly after the intake, IPV rates (and per-
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haps also substance use rates) might have been higher and treatment effects 
may have been more evident.  
 
From the above, several suggestions for future research can be deduced. Most 
importantly, research should focus on retention of patients in forensic outpatient 
treatment. It appears that even though motivational interviewing was advocated, 
this was not sufficient. Although research has identified predictors for dropout 
among IPV perpetrators, such as substance abuse and psychopathology (for a 
review, see Daly & Pelowski, 2000), to our knowledge, predictors of dropout 
among substance abusing IPV perpetrators have not been studied. We argue that 
it is particularly important to focus on dynamic risk factors for dropout, since ad-
dressing these risk factors possibly leads to higher rates of treatment retention. 
Further, it is obvious that the present study should be replicated with a larger 
sample to increase statistical power and to make it possible to run additional 
analyses. Further, pretreatment assessment should take place directly after intake 
in order to obtain a more reliable measure with regard to IPV perpetration and 
substance use before starting treatment. In addition, it is important to collect fol-
low-up data. Also, future research should acquire reports from all partners on IPV 
and (perhaps) substance use. Finally, because it has been suggested that treat-
ment should be based on individual characteristics of IPV perpetrators and not on 
a ʻone-size-fits-all approachʼ, it might be important to distinguish between types of 
substance abusing IPV perpetrators. For example, there could be perpetrators to 
whom the proximal effects model applies but for others the relationship between 
substance use and IPV perpetration might best be explained by the spurious 
model. It is worth investigating whether an individual treatment approach for sub-
stance abusing IPV perpetrators is more effective in reducing IPV perpetration 
than, for example, I-StoP or CBT-IPV.  
 
Although the majority of hypotheses have not been confirmed, the present study 
led to various new insights and ideas for future research. Moreover, it was dem-
onstrated that both treatments were effective in reducing IPV perpetration, which 
is also a valuable finding since there are still no evidence-based treatments for 
IPV perpetrators. 
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CHAPTER10
General discussion
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The current thesis consisted of two parts. Part I concentrated on the prevalence of 
substance use disorders among different types of perpetrators, i.e., perpetrators 
of intimate partner violence (IPV), perpetrators of general violence (GV), and per-
petrators of sex offenses (SO); part II focused on problematic substance use in 
relation to IPV perpetration. More specifically, the main objectives in this part of 
the thesis were threefold: first, to investigate the validity of a screener to detect 
perpetrators and victims of IPV among patients in substance abuse treatment; 
second, to examine whether (combinations of) specific substance use disorders 
increased the risk for IPV perpetration and victimization among patients in sub-
stance abuse treatment, and third, to study the effectiveness of Integrated treat-
ment for Substance abuse and Partner violence (I-StoP) among patients in outpa-
tient substance abuse treatment and in outpatient forensic treatment. In the final 
chapter, findings and conclusions of the studies described in chapters 2 to 9 are 
summarized and discussed. Lastly, general considerations and clinical implica-
tions are presented, and the chapter concludes with suggestions for future re-
search.  

Summary and discussion of the main findings  
In part I of this dissertation the prevalence of substance use disorders among 
different types of perpetrators was described. In Chapter 2 a study on the inci-
dence of substance use disorders among IPV perpetrators in domestic violence 
treatment at a forensic outpatient treatment facility pointed out that 50% of 150 
participants met criteria for one or more substance use disorders at the time of the 
offense they were treated for. On top of that, about two thirds of the patients who 
were diagnosed with a substance use disorder reported that they were intoxicated 
by alcohol or drugs at the time of the offense. Additional analyses demonstrated 
that substance abusing IPV perpetrators did not differ from non-substance abus-
ing IPV perpetrators with regard to demographics and offense related variables. A 
major limitation of this study was that the data were subtracted from patient files 
and that no structured clinical interview was used to assess substance use disor-
ders. 
 
In chapter 3, the incidence of substance use disorders among different types of 
perpetrators (i.e., perpetrators of GV, IPV, SO, and ʻotherʼ offenses) was as-
sessed. Patients who had an intake at a forensic outpatient treatment facility were 
first screened for substance use disorders with the Alcohol Disorder Identification 
Test (AUDIT; Saunders, Aasland, Babor, De la Fuente, & Grant, 1993) and the 
Drug Use Disorder Identification Test (DUDIT; Berman, Bergman, Palmstierna, & 
Schlyter, 2005; Dutch translation: Kraanen & Fluttert, 2008). After screening posi-
tive on any of the two screeners, the substance abuse section of the Structured 
Clinical Interview for DSM-IV Axis-I Disorders (SCID-I; First, Spitzer, Gibbon, & 
Williams, 1996; Dutch translation: Van Groenestijn, Akkerhuis, Kupka, Schneider, 
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& Nolen, 1998) was administered to classify substance use disorders. The results 
showed that 62% of GV perpetrators were diagnosed with any substance use 
disorder, which compares to 31% of IPV perpetrators, 9% of SO perpetrators, and 
27% of ʻother perpetratorsʼ. Significantly more GV perpetrators and less SO per-
petrators were diagnosed with substance abuse and / or dependence than other 
perpetrators. In addition, 49% of GV perpetrators were intoxicated at the time of 
the offense, 25% of IPV perpetrators, 17% of SO perpetrators and 21% of ʻother 
perpetratorsʼ. Significantly more GV perpetrators were intoxicated than other sub-
types of perpetrators. In conclusion, substance use disorders are highly prevalent 
among patients in forensic mental health institutions and far more prevalent than 
in the general population, in which about 5% was diagnosed with any substance 
use disorder in the past year (De Graaf, Ten Have, & Van Dorsselaer, 2010). The 
figures in this study, however, were only based on self-report. On the one hand 
one could argue that ʻtrueʼ prevalence rates may even have been higher since it is 
common that patients deny or trivialize their substance use; on the other hand, 
some participants were still awaiting trial, so they may have exaggerated sub-
stance use and use it as an excuse for committing IPV. It is noteworthy that the 
study in chapter 3 showed lower rates of substance use disorders among IPV 
perpetrators than the one in chapter 2 (31% and 50%, respectively). Two factors 
can account for this difference: first, the dropout rates in the second study were 
relatively high: over one-third of the patients that screened positive on AUDIT and 
/ or DUDIT did not complete the SCID-I, while positive screening patients were 
likely to be diagnosed with substance related disorders; second, the results from 
the second study were obtained from self-report whereas the first study used pa-
tient files that included additional information, for example, police reports.   
 
Finally, in chapter 4 the literature concerning substance use disorders among SO 
perpetrators was reviewed. The results showed that half of the SO perpetrators 
had a history of any substance abuse and a quarter of the SO perpetrators were 
intoxicated at the time of the offense. Again, discrepancies between the various 
studies in this thesis were evident: the studies reviewed in chapter 4 demon-
strated higher substance use disorder rates among SO perpetrators than the 
study in chapter 3 (i.e., 50% and 9%, respectively). There is a difference, though, 
in the type of offenses that may explain the results. In chapter 4 substance use 
disorders were studied in hands-on SO perpetrators, whereas most SO perpetra-
tors in the study in chapter 3 committed hands-off sex offenses (such as down-
loading child pornography). However, since no other studies examined substance 
abuse among hands-off SO perpetrators, the question is whether these findings 
can be generalized to other hands-off SO perpetrator populations. In sum, the first 
three chapters of this thesis confirmed that substance abuse and offense often co-
occur; the two studies that are reported in chapters 2 and 3 demonstrated that this 
is also the case in the Netherlands.  
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Part II of this thesis focused on substance use disorders in relation to IPV perpe-
tration. In chapter 5, two studies delineated the validation and cross-validation of 
the Jellinek Inventory for assessing Partner Violence (J-IPV). This is a 4 items 
counting screening instrument to identify perpetrators and victims of IPV among 
patients in substance abuse treatment. The first study demonstrated that the J-
IPV possessed good psychometric properties and could be used to detect any 
and severe IPV perpetration as well as IPV victimization among substance abus-
ers. These results were replicated in the second study that was conducted in an-
other substance use disorder treatment facility. This led to the conclusion that the 
J-IPV is an effective screening instrument for IPV perpetration and victimization 
during the intake for substance abuse treatment. After screening positive, IPV 
should be assessed further, for instance with the Revised Conflict Tactics Scales 
(CTS2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996). The J-IPV, however, 
is not able to discriminate between IPV perpetration and IPV victimization, which 
is a limitation of the tool. 
 
In chapter 6, the question was whether (combinations of) substance use disorders 
predicted IPV perpetration and victimization among patients in substance abuse 
treatment. A diagnosis of alcohol abuse or dependence in combination with can-
nabis and / or cocaine abuse or dependence predicted any IPV (perpetration and / 
or victimization) and severe IPV perpetration in male patients. Being diagnosed 
with both an alcohol and a cocaine related disorder predicted any IPV (perpetra-
tion and / or victimization) and severe IPV perpetration in female patients. Unfor-
tunately, it was not possible to distinguish between any IPV perpetration and any 
IPV victimization since J-IPV, the screening instrument used to assess IPV, is not 
able to discriminate between any IPV perpetration and victimization. So this was a 
limitation of the study. 
 
Chapter 7 presented the case study of Henry, a patient in forensic outpatient 
treatment who received I-StoP. I-StoP aims 1) to stop IPV perpetration and 2) to 
stop substance use or in case this cannot be achieved, to reduce substance use 
to safe levels. I-StoP was developed based on the assumption that alcohol intoxi-
cation causes IPV perpetration, which is in accordance with Leonard and Quig-
leyʼs (1999) proximal effects model. This is one of the three models formulated to 
explain the relationship between alcohol use and IPV perpetration. As for Henry, 
who was diagnosed with alcohol and cannabis dependence, he did refrain from 
IPV perpetration but not from substance use during the treatment. At 6 months 
follow-up he even started using MDA, a drug similar to MDMA (ecstacy). Although 
he continued using substances during the course of treatment, some skills had 
improved, such as problem solving and communication skills. It is therefore hy-
pothesized that Leonard and Quigleyʼs (1999) spurious model (i.e., a third vari-
able, such as Henryʼs ineffective problem solving skills, is responsible for both IPV 
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perpetration and substance use) may, at least in certain cases, explain the link 
between alcohol and IPV. At the same time though, Henryʼs partner Eric had de-
creased his substance use and had become more assertive, which presumably 
also contributed to the cessation of IPV. This case study underlined that although 
alcohol use and IPV perpetration may be causally related (some studies showed 
that giving up on alcohol led to cessation of IPV perpetration; for reviews see 
Murphy & Ting, 2010; Stuart, OʼFarrell, & Temple, 2009), it is also noteworthy that 
other explanatory models may apply. 
 
In chapter 8, the first of two randomized controlled trials (RCTs) examined 
whether Integrated treatment for Substance abuse and Partner violence (I-StoP; 
Kraanen et al., 2008a; 2008b) was effective in treating IPV perpetration among 
IPV perpetrators in substance abuse treatment. I-StoP was compared to cognitive 
behavior therapy (CBT) for substance use disorders (SUD) including one session 
addressing IPV (CBT-SUD+). As expected, both I-StoP and CBT-SUD+ were 
effective in reducing substance use. Contrary to what was expected no differ-
ences were found between both conditions. In both cases, completers had hardly 
committed any IPV in the past 8 weeks at posttreatment, an outcome that makes 
the results not only statically significant but also clinically meaningful. The results 
were similar both for completers only and for the intention-to-treat (ITT) sample. A 
limitation of this study was the large dropout rate (about 60%). Although it is quite 
common that patients in substance abuse treatment terminate treatment prema-
turely (e.g., Stark, 1992), the dropout rates in this study were in the top range and 
led to underpowered completers analyses. The participants of the Jellinek RCT, 
however, were not only diagnosed with substance use disorders but were also 
involved in IPV, and this fact may account for the high dropout rate. On top of that, 
patients were not compensated for their participation in the study, as is often the 
case in US studies. As said earlier, contrary to what was expected, patients who 
received I-StoP did not show lower IPV perpetration rates than those allocated to 
CBT-SUD+. For completers in both conditions, however, it was hard to reduce IPV 
even further since they had almost completely refrained from IPV at posttreat-
ment, which explains the unexpected result. Further, CBT-SUD+ included one 
session that addressed the primary intervention for IPV perpetration (i.e., the time-
out procedure); it is not possible, therefore, to tell whether CBT-SUD without the 
IPV session would be as effective as I-StoP in reducing IPV. Since follow-up data 
are not available as yet, no conclusions can be drawn regarding long-term effects 
on IPV. 
 
Finally, in chapter 9, a pilot RCT examined whether I-StoP was effective in a fo-
rensic outpatient treatment facility among IPV perpetrators with substance use 
disorders. Patients were randomly assigned to I-StoP or CBT addressing IPV 
perpetration (CBT-IPV). The results of the completers demonstrated that there 
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was a trend that patients who completed I-StoP committed less physical IPV at 
posttreatment compared to pretreatment and patients who completed CBT-IPV 
perpetrated significantly less physical IPV at posttreatment compared to pretreat-
ment. Also, patients allocated to I-StoP reported lower substance use, meaning 
that they had reduced their amount of substance intake at posttreatment com-
pared to pretreatment but they were not more days abstinent at posttreatment 
compared to pretreatment. It is promising that completers had almost completely 
refrained from physical IPV perpetration at posttreatment. There were no differ-
ences between both conditions. Again, the results of this pilot were weakened by 
the low number of participants and the high number of dropouts. Also, no follow-
up data were available. 
 
General considerations 
The major strength of the studies discussed in this thesis is that they were con-
ducted in routine clinical care, i.e., in outpatient forensic mental health care and 
outpatient substance abuse treatment facilities. However, research in clinical 
practice presents several challenges, in particular when research is conducted 
among patients with severe problems, as is the case when IPV perpetrators suffer 
from one or more substance use disorders. One such a challenge was that a large 
proportion of patients did not meet the fairly strict inclusion criteria used in the 
RCTʼs, such as being currently in a relationship. During a pilot study, it became 
apparent that I-StoP did not meet the needs of individuals who were currently 
single. It was therefore considered necessary to use more stringent inclusion cri-
teria. Also, for ethical reasons it was not possible to conduct an RCT with a wait-
ing list control condition. Further, it was very difficult to engage these substance 
abusing IPV perpetrators in treatment, for example, because they often suffered 
from comorbid disorders (e.g., posttraumatic stress disorder), and psychosocial 
stressors (e.g., financial and work related problems). In some instances even, 
patients were removed from studies for safety reasons; and then, patients often 
did not show up for treatment sessions, which resulted in prolonged treatment 
duration.  
 
Another complicating factor was working with therapists who, although coopera-
tive, were not used to research-related activities; besides, they were short on 
time. Also, in several instances therapists happened to forget to administer ques-
tionnaires to patients or did not have the time to do so. Or, during the prevalence 
studies, they were already convinced that patients were not involved in IPV or 
substance abuse and so did not administer questionnaires, which led to data loss. 
Another complication is that since research in clinical practice takes several years 
it happens that new developments cannot be implemented in ongoing studies. 
One such an example is the schematic representation of the escalation process 
between partners (Van Lawick, 2008, cited in: Dutch Association for Psychiatry, 
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2009) that was included in the Dutch Guideline Familial Domestic Violence in 
Children and Adults (Dutch Association for Psychiatry, 2009) (see Figure 1). This 
tool was likely to be implemented in I-StoP had it been published before I-StoP 
was developed. On the other hand, implementation of this intervention in I-StoP 
would probably not have changed the outcome of the RCTʼs.  
 
The principle goal of this thesis was to study the effectiveness of I-StoP, a newly 
developed treatment protocol addressing both substance abuse and IPV perpetra-
tion in order to reduce IPV perpetration. Assessing IPV when evaluating I-StoP, 
however, met with several challenges. To assess IPV, the CTS2 (Straus et al., 
1996) was used, which is the most used instrument to measure IPV (Straus, 
2007). Although the psychometric properties of the CTS2 are good (e.g., Straus, 
2004; Newton, Connelly, & Landsverk, 2001; Vega & OʼLeary, 2007), the instru-
ment has some limitations. For example, although the CTS2 measures the preva-
lence of acts of IPV during a certain period of time, not all possible violent acts are 
included. Biting and pinching for instance do not occur in the physical violence 
subscale and the verbal violence subscale does not include controlling behaviors. 
In addition, in the two RCTs described in this thesis, patients were only included if 
they were still in a relationship with the abused partner (at the pretreatment as-
sessment), since assessment of actual IPV is useless when no intimate partner is 
present. Patients however who do not have a partner may also benefit from I-
StoP, This is why other ways have to be found to measure treatment success. 
Further, the outcomes of the RCTs presented in this thesis are based on partici-
pantsʼ self-report. Although other options such as police reports or data obtained 
from a partner also have shortcomings (i.e., not all incidents of IPV are reported to 
the police (e.g., Rosenfeld, 1992; Van der Veen & Bogaerts, 2010) and partners 
may also deny IPV (e.g., Heckert & Gondolf, 2000)), self-report of sensitive sub-
jects such as IPV and substance use may result in lower prevalence figures. 
 
An issue both theoretically and practically important is the nature of the relation-
ship between IPV and alcohol use. In chapter 7, three models have been pro-
posed: 1) the proximal effects model (alcohol use, mediated through psycho-
pharmacological effects of alcohol on cognitive processing, results in IPV perpe-
tration), 2) the indirect effects model (alcohol use negatively influences the rela-
tionship and creates a hostile environment in the long term), and 3) the spurious 
model (a third variable, such as impulsivity, is responsible for both alcohol use 
and IPV perpetration). Although many researchers adhere to the proximal effects 
model to explain the relationship between substance use and IPV perpetration, 
the results of the forensic mental health RCT and the case study remind us that 
the spurious model should not be overlooked. 
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Figure 1. Schematic representation of the escalation process (Van Lawick, 2008).  

 
 
Clinical implications 
The studies described in the first part of this thesis emphasized that substance 
use disorders are highly prevalent among perpetrators. Since substance abuse is 
a significant dynamic risk factor that increases the likelihood for recidivism if pre-
sent (Andrews & Bonta, 2010), it is important to assess substance abuse among 
perpetrators and, if necessary, offer treatment. Further, it has been demonstrated, 
that, also in the Netherlands, IPV perpetration and victimization are prevalent 
among patients in substance abuse treatment. Several important steps can be 
taken to prevent further IPV. First, perpetrators and victims should be identified in 
an early stage. Second, the issue of IPV should be made more openly talked 
about as for patients and therapists alike (Dutch Association for Psychiatry, 2009). 
Two studies presented in this thesis demonstrated that the J-IPV is a valid instru-
ment to screen for IPV in patients in substance abuse treatment. It is therefore 
recommended to routinely administer the J-IPV during intake to patients entering 
substance abuse treatment. If at least one of the questions is answered in the 
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affirmative, IPV should be assessed further, either by way of an interview or for 
example by completing self-report questionnaires such as the CTS2 (Straus et al., 
1996). Consequently, patients should be given psycho-education regarding the 
relationship between substance use and IPV perpetration and should be moti-
vated to stop IPV perpetration in addition to changing substance use. Additionally, 
a team of therapists should discuss whether patients should (also) be referred to a 
specialized treatment institute, depending on the severity of IPV. 
 
In addition, it was found that patients entering substance abuse treatment who 
were diagnosed with specific combinations of substance use disorders are more 
likely to be a perpetrator or a victim of IPV than patients diagnosed only with an 
alcohol use disorder. More specifically, male patients, with an alcohol use disorder 
and a cannabis and / or cocaine use disorder were associated with any IPV per-
petration and / or victimization and severe IPV perpetration. Female patients, with 
both an alcohol and cocaine related disorder were associated with any IPV perpe-
tration and / or victimization and severe IPV perpetration. In sum, it is recom-
mended to routinely screen all patients entering substance abuse treatment for 
IPV perpetration and victimization. If however not enough time or resources are 
available, therapists should pay particular attention to IPV among patients with the 
aforementioned substance related diagnoses. 
 
Furthermore, both I-StoP and CBT-SUD+ proved to be effective in reducing IPV 
perpetration as well as substance use among IPV perpetrators in substance 
abuse treatment. Since no differences between I-StoP and CBT-SUD+ were 
found, it seems logical to refer IPV perpetrators in substance abuse treatment to 
CBT-SUD+, It is possible, however, that I-StoP has delayed effects and that more 
patients who received CBT-SUD+ relapse into IPV perpetration than those pa-
tients who received I-StoP, since the skills acquired with I-StoP prevent them from 
relapsing. Thus follow-up results are needed to provide more insight into this mat-
ter. Until then, the present results of both treatment protocols are promising, since 
no evidence-based treatments (EBT) addressing IPV perpetration have emerged 
since Babcock, Green, and Robie (2004) and Feder and Wilson (2005) reviewed 
all studies on the treatment of IPV perpetrators and concluded that no EBT were 
available at that time.  
 
It is harder to advise on the treatment of substance abusing IPV perpetrators in 
forensic mental health treatment, since both I-StoP and CBT-IPV reduced IPV 
perpetration (the primary treatment goal for this type of patients) to almost zero 
and no differences were found between conditions. Possibly, I-StoP may be effec-
tive in reducing both substance use and IPV among patients who are already to 
some extent motivated to change substance use. In any case, instead of adhering 
to a ʻone-size-fits-allʼ approach, it is important to tailor treatment to an individual-
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ized case formulation as advocated by Murphy and Eckhardt (2005), and as was 
also demonstrated in the case study presented in chapter 7. The outcome of such 
an individualized case formulation may very well be that substance abusing IPV 
perpetrators are allocated to I-StoP. To conclude, the same case study implied 
that Henryʼs partner Eric contributed to the escalations in the relationship through 
his excessive substance use and his lack of assertiveness when sober. This 
makes out a good case for inviting the partner to at least some sessions and to 
pay attention to the interaction between both partners.  
 
Suggestions for future research 
Compared to research on, for example, depression or anxiety disorders, research 
on perpetrators is still in its infancy. This thesis therefore generates numerous 
suggestions for future research. The most important suggestions refer to the 
treatment of IPV perpetrators. In the first place, no follow-up data exist concerning 
the two RCTʼs described in this thesis. Although the results of the studies are 
promising (at posttreatment, almost no IPV had been perpetrated in de preceding 
eight weeks), it is too early to conclude that the treatments are effective in the 
long term. Second, both RCTʼs should be replicated with larger sample sizes. 
Third, more research is needed on the relationship between drug use and IPV 
perpetration and its treatment. Fourth, research on the effectiveness of other IPV 
treatments is needed as well. For example, studies of behavioral couples therapy 
addressing IPV have demonstrated favorable results (Stith, Rosen, McCollum, & 
Thomsen, 2004; OʼLeary, Heyman, & Neidig, 1999). Further, new treatments tai-
lored to the needs of individuals should be developed. For instance, subtypes of 
IPV perpetrators (i.e., family only, borderline dysphoric, and antisocial IPV perpe-
trators; Holtzworth-Munroe & Stuart, 1994), could be the focus, or the dynamics of 
IPV (intimate terrorism, common couple violence, mutual violent control, and vio-
lent resistance; Johnson, 1995; 1999; Johnson & Leone, 2000), or differences in 
attachment styles (securely attached versus anxious attached IPV perpetrators 
(Buck, Leenaars, Emmelkamp, & Van Marle, 2012; in press)). Fifth, research is 
needed on predictors of treatment success of (substance abusing) IPV perpetra-
tors and on predictors of dropout. Sixth, the J-IPV has proven to be successful at 
screening for IPV perpetrators and victims among patients in substance abuse 
treatment. Future research should focus on studying the validity of the J-IPV in 
other settings. To illustrate, in forensic outpatient treatment, IPV perpetration is 
not routinely assessed in patients who are referred for other offenses. Finally, 
although certain substance use disorder combinations in patients in substance 
abuse treatment are associated with IPV perpetration and victimization, other 
researchers identified other risk factors, such as depression or drinking days 
(Chermack et al., 2008). Future research on predictors for IPV perpetration and 
victimization should study other potential risk factors in addition to (combinations 
of) substance use disorders. 
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Conclusions 
The studies described in the first part of this thesis emphasized that substance 
use disorders and criminal behavior often go hand in hand, also in the Nether-
lands. The second part of this thesis focused specifically on substance abusing 
IPV perpetrators. It brought forth a valid screener to identify IPV perpetrators and 
victims in substance abuse treatment. Also, it was demonstrated that certain 
combinations of substance use disorders are risk factors for IPV among patients 
in substance abuse treatment. Finally, the effectiveness of I-StoP was investi-
gated and the treatment of a patient receiving I-StoP has been described. Al-
though this thesis contributed to insight into the relationship between substance 
use and criminal behavior and treatment of substance abusing IPV perpetrators, it 
became also apparent how complex the subject matter is. Research presented in 
this thesis is a step in the right direction, but it is only a start. Much more research 
on the relationship between substance use and criminal behavior in general and 
substance use and IPV perpetration in particular is needed to achieve the ultimate 
goal, preventing recidivism. 
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Criminality is a significant problem that harms individual victims, for example by 
causing injuries, mental health problems, and material damage, as well as soci-
ety. Clearly, crime should be limited as much as possible. Since a large proportion 
of offenders who have been convicted recidivate, it is essential to focus on pre-
venting relapse into criminal behavior. To accomplish this, it is important to iden-
tify risk factors associated with recidivism and to develop effective treatments for 
offenders. A risk factor often associated with criminal behavior is substance use. 
Therefore, the present thesis focused on criminal behavior and (problematic) sub-
stance use and consisted of two parts. The first part of this thesis zoomed in on 
the prevalence of substance use disorders among perpetrators of specific of-
fenses, i.e., intimate partner violence (IPV), general violence (GV), and sexual 
violence (SV). Subsequently, the second part of the current dissertation reported 
on substance abuse in relation to IPV perpetration. Specifically, the following was 
studied: 1) the validity of a screener to detect IPV perpetrators in substance abuse 
treatment, 2) the question as to whether combinations of specific substance use 
disorders were predictors for IPV perpetration and victimization among patients in 
substance abuse treatment, and 3) the effectiveness of a combined treatment 
addressing both IPV perpetration and problematic substance use. 
 
Part I 
In chapter 2, a study on the incidence of substance use disorders among IPV 
perpetrators in domestic violence treatment is reported. It was pointed out that 
50% of 150 participants was diagnosed with at least one substance use disorder 
such as alcohol, cannabis and / or cocaine abuse or dependence at the time of 
the index offense. Also, a substantial proportion of the patients who were diag-
nosed with a substance use disorder (about two thirds) reported intoxication at the 
time of the offense. Moreover, it was demonstrated that substance abusing IPV 
perpetrators did not differ from non-substance abusing IPV perpetrators with re-
gard to demographics and offense related variables. It can be concluded from this 
study that, also in the Netherlands, substance use disorders are highly prevalent 
among IPV perpetrators in forensic outpatient treatment. 
 
In chapter 3, the incidence of substance use disorders among perpetrators of 
GV, IPV, SV, and ʻotherʼ offenses in forensic outpatient treatment was assessed. 
Patients who had an intake were first screened for alcohol and drug misuse. After 
screening positive, substance use disorders were formally diagnosed using a 
semi-structured interview. It was found that 62% of the GV perpetrators, 31% of 
the IPV perpetrators, 9% of SV perpetrators, and 27% of ʻotherʼ perpetrators ful-
filled criteria for substance abuse and / or dependence. Comparisons demon-
strated that significantly more GV perpetrators and significantly less SV perpetra-
tors were diagnosed with a substance use disorder than other perpetrators. In 
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addition, GV perpetrators were significantly more often intoxicated at the time of 
the offense than perpetrators of IPV, SV, and ʻotherʼ offenses. It can be concluded 
that substance use disorders are highly prevalent among patients in forensic out-
patient treatment. It is noticeable that the study in chapter 2 reported higher rates 
of substance use disorders among IPV perpetrators than the study presented in 
chapter 3 (50% and 31%, respectively). Explanations are that 1) the dropout rates 
in the study described in chapter 3 were relatively high: over one-third of the pa-
tients that screened positive for alcohol and / or drug abuse did not complete the 
diagnostic interview while positive screening patients were likely to be diagnosed 
with substance use disorders, and 2) the results from the study described in chap-
ter 3 were based on self-report whereas the study presented in chapter 2 used 
patientsʼ files which contained collateral information, for example, from police re-
ports.   
 
Finally, in chapter 4, the last chapter of part I of this dissertation, the literature on 
substance misuse among SV perpetrators was reviewed. It was demonstrated 
that half of the SV perpetrators had a history of any substance abuse and that a 
quarter of the SV perpetrators were intoxicated at the time of the offense. Again, 
discrepancies between the studies in this thesis are evident: this review of the 
literature showed a higher prevalence rate of substance use disorders rates 
among SV perpetrators than the study that was reported in chapter 3 (i.e., 50% 
and 9%, respectively). One explanation for this difference is that the studies in-
cluded in the review examined substance use disorders among hands-on SV per-
petrators, whereas most SV perpetrators included in the chapter 3 study commit-
ted hands-off SV (such as downloading child pornography). However, since no 
other studies examined substance abuse among hands-off SV perpetrators, it 
cannot be verified whether these findings can be generalized to other hands-off 
SV perpetrator populations. In sum, the studies presented in chapters 2, 3, and 4 
of this thesis confirmed that substance abuse and criminal behavior often co-
occur; the two studies presented in chapters 2 and 3 demonstrated that this is 
also the case in the Netherlands.  
 
Part II 
Part II of this thesis (chapters 5, 6, 7, 8, and 9) specifically focused on substance 
abuse in relation to IPV perpetration. In chapter 5, two studies were described on 
the validation and cross-validation of the Jellinek Inventory for assessing Partner 
Violence (J-IPV), a 4 items screening instrument that identifies perpetrators and 
victims of IPV among patients in substance abuse treatment. The first study dem-
onstrated that the J-IPV possessed good psychometric properties and could be 
used to detect any and severe IPV perpetration as well as IPV victimization 
among substance abusers. These results were replicated in the second study that 
was conducted in another substance use disorder treatment facility. It was con-
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cluded that the J-IPV is a valid screener for IPV perpetration and victimization 
among patients in substance abuse treatment. After screening positive, IPV 
should be assessed in more detail. A limitation of the J-IPV is that the instrument 
is not sensitive enough to discriminate between any IPV perpetration and any IPV 
victimization, possibly due to the fact that IPV perpetration and victimization are in 
most cases overlapping (i.e., patients are in many cases both perpetrator and 
victim). 
 
In chapter 6, it was examined whether (combinations of) substance use disorders 
predicted IPV perpetration and victimization among patients in substance abuse 
treatment. An alcohol related disorder in combination with a cannabis and / or 
cocaine use disorder predicted any IPV (perpetration and / or victimization) and 
severe IPV perpetration in male patients. Being diagnosed with both an alcohol 
and cocaine use disorder predicted any IPV (perpetration and / or victimization) 
and severe IPV perpetration in female patients. Substance use disorders did not 
predict severe PV victimization in both male and female patients. A limitation of 
this study was that it was not possible to distinguish between any IPV perpetration 
and any IPV victimization, because the J-IPV was used to assess IPV. 
 
In chapter 7, a case study was presented of a patient in forensic outpatient 
treatment (Henry) who received Integrated treatment for Substance abuse and 
Partner violence (I-StoP). I-StoP aims 1) to stop IPV perpetration, and 2) to stop 
or reduce substance use to non-harmful levels. The rationale of I-StoP was based 
on the assumption that alcohol intoxication causes IPV perpetration, which is in 
accordance with the proximal effects model. After completing I-StoP, Henry, who 
was diagnosed with alcohol and cannabis dependence, had stopped IPV perpe-
tration but not substance use. At 6 months follow-up he had even started using 
MDA, a drug resembling MDMA (ecstasy). However, he had not relapsed into IPV 
perpetration. Although Henry had not altered his substance use during the course 
of treatment, other skills had improved, such as problem solving and communica-
tion skills. It is therefore hypothesized that the spurious model (i.e., a third vari-
able, such as in Henryʼs case ineffective problem solving skills, is responsible for 
both IPV perpetration and substance use) might also explain the alcohol – IPV 
nexus. In addition, Henryʼs partner Eric had decreased substance use and had 
become more assertive, which presumably also contributed to the cessation of 
IPV. This case study underlined that although alcohol use and IPV perpetration 
may be causally related (which may carefully be concluded from studies showing 
that stopping alcohol use led to cessation of IPV perpetration), other explanatory 
models should not be overlooked. 
 
In chapter 8, a randomized controlled trial on the effectiveness of I-StoP was 
presented. The study was conducted among IPV perpetrators in substance abuse 
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treatment. The outcome of I-StoP was compared to the outcome of cognitive be-
havior therapy (CBT) for substance use disorders (SUD) including one session 
addressing IPV (CBT-SUD+). Patients in both conditions significantly reduced 
substance use and IPV perpetration at posttreatment compared with pretreat-
ment. There were no differences in outcome between conditions and results were 
no different for completers and the intention-to-treat sample. Completers in both 
conditions almost fully abstained from physical IPV perpetration in 8 weeks before 
the end of treatment. The primary concern of this study was the high dropout rate 
(about 60%). Although it is quite common for patients in substance abuse treat-
ment to end treatment prematurely, the dropout rates in this study were in the top 
range. Since the effectiveness of CBT-SUD+ is no different from I-StoP, it is rec-
ommended to administer CBT-SUD+ to IPV perpetrators in substance abuse 
treatment because it is more cost and time effective to implement CBT-SUD+.   
 
Then, in chapter 9, a pilot randomized controlled trial on the effectiveness of I-
StoP among IPV perpetrators in forensic outpatient treatment who were diag-
nosed with substance use disorders was described. Patients were randomly as-
signed to I-StoP or CBT addressing IPV perpetration (CBT-IPV). The results of 
the completers demonstrated a non-significant trend that patients who completed 
I-StoP committed less physical IPV at posttreatment compared to pretreatment; 
patients who completed CBT-IPV perpetrated significantly less physical IPV at 
posttreatment compared to pretreatment. In addition, there was a non-significant 
trend that patients allocated to I-StoP reported lower substance use, indicating 
that their amount of substance intake had decreased at posttreatment compared 
to pretreatment. However, patients allocated to I-StoP were not more days absti-
nent at posttreatment compared to pretreatment. There were no significant differ-
ences between conditions. It is promising that completers hardly perpetrated any 
physical IPV at posttreatment. The primary concerns of this pilot were the low 
number of participants who were included and the high number of dropouts.  
 
Finally, in chapter 10 the main findings of this thesis were discussed. From part I 
of this thesis can be concluded that substance use disorders are highly prevalent 
among perpetrators of various offenses and that offenders are often intoxicated 
when committing crimes. Research presented here pointed out that also in the 
Netherlands this is the case. From part II can be concluded that 1) the J-IPV is a 
valid screener to identify perpetrators and victims of IPV among patients in sub-
stance abuse treatment; 2) specific combinations of certain substance use disor-
ders are predictors for IPV perpetration and victimization among patients in sub-
stance abuse treatment; 3) both I-StoP and CBT-SUD+ are effective in reducing 
IPV and substance use among patients in substance abuse treatment; and 4) 
CBT-IPV was effective in reducing IPV and there was a non-significant trend that 
I-StoP was effective in reducing IPV among patients in substance abuse treat-
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ment; also, there was a trend that patients who received I-StoP had reduced sub-
stance use. In sum, this thesis contributed to the body of research regarding the 
relationship between substance misuse and criminal behavior in general and par-
ticularly regarding substance misuse and IPV perpetration. It also became evident 
how complex the subject is. Research presented in this thesis is a step in the right 
direction, but much more research on the subject is needed with as ultimate goal 
recidivism prevention. 
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Criminaliteit is een belangrijk probleem en zorgt niet alleen voor schade bij indivi-
duele slachtoffers doordat zij bijvoorbeeld verwondingen oplopen, psychische 
klachten ontwikkelen en / of materiële schade ondervinden, maar heeft ook grote 
financiële consequenties voor de maatschappij. Om deze redenen dient criminali-
teit zoveel mogelijk ingeperkt te worden. Omdat een groot deel van de daders die 
zijn veroordeeld voor het plegen van delicten recidiveert, is het cruciaal om te 
focussen op het voorkómen van terugval in delictgedrag. Hiervoor is het belangrijk 
om risicofactoren die samenhangen met recidive te identificeren en om effectieve 
behandelingen voor daders te ontwikkelen. Een risicofactor die vaak geassoci-
eerd wordt met crimineel gedrag is middelengebruik. Om die reden richtte dit 
proefschrift zich op crimineel gedrag en (problematisch) middelengebruik. Het 
proefschrift, dat bestond uit twee delen, richtte zich in het eerste deel op de preva-
lentie van aan een middel gebonden stoornissen bij daders van specifieke delic-
ten, te weten partnermishandeling, algemeen geweld, en zedendelicten. Vervol-
gens werd in het tweede deel ingezoomd op middelenmisbruik in relatie tot het 
plegen van partnermishandeling. Om precies te zijn werd het volgende onder-
zocht: 1) de validiteit van een screeningsinstrument om plegers en slachtoffers 
van partnermishandeling in behandeling bij een verslavingszorginstelling op te 
sporen, 2) de vraag of specifieke combinaties van aan een middel gebonden 
stoornissen daderschap en slachtofferschap van partnermishandeling voorspel-
den; en 3) de effectiviteit van een gecombineerde behandeling gericht op zowel 
partnermishandeling als problematisch middelengebruik.  
 
Deel I 
In hoofdstuk 2 werd een studie naar de incidentie van aan een middel gebonden 
stoornissen bij plegers van partnermishandeling die in behandeling waren bij een 
forensische polikliniek gerapporteerd. Van de 150 deelnemers bleek 50% ten tijde 
van het indexdelict te voldoen aan de criteria van tenminste een aan een middel 
gebonden stoornis, zoals misbruik of afhankelijkheid van alcohol, cannabis en / of 
cocaïne. Daarnaast rapporteerde een substantieel deel van de deelnemers die 
werden gediagnosticeerd met een stoornis gerelateerd aan een middel (ongeveer 
tweederde) onder invloed te zijn geweest van een middel ten tijde van het index-
delict. Bovendien werd aangetoond dat plegers van partnermishandeling bij wie 
sprake was van een aan een middel gebonden stoornis niet verschilden van ple-
gers van partnermishandeling bij wie geen sprake was van problematisch midde-
lengebruik met betrekking tot demografische en delictgerelateerde variabelen. Uit 
deze studie kan geconcludeerd worden dat aan een middel gebonden stoornissen 
ook in Nederland vaak voorkomen bij plegers van partnermishandeling die in be-
handeling zijn bij een forensische polikliniek.  
 
In hoofdstuk 3 werd een studie beschreven waarin gekeken werd naar de inci-
dentie van aan een middel gebonden stoornissen bij plegers van algemeen ge-
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weld, partnermishandeling, zedendelicten en ʻoverige delictenʼ die in behandeling 
waren bij een forensische polikliniek. Tijdens de intake werden de patiënten ge-
screend op alcohol- en drugsmisbruik. Na een positieve screening werden aan 
een middel gebonden stoornissen formeel geclassificeerd met behulp van een 
semigestructureerd interview. Het bleek dat 62% van de plegers van algemeen 
geweld, 31% van de plegers van partnermishandeling, 9% van de zedendelin-
quenten, en 27% van de plegers van ʻoverige delictenʼ voldeden aan criteria voor 
middelenmisbruik en / of afhankelijkheid. Vergelijkingen lieten zien dat significant 
meer plegers van algemeen geweld en significant minder zedendelinquenten 
werden gediagnosticeerd met een aan een middel gebonden stoornis. Bovendien 
waren plegers van algemeen geweld vaker onder invloed van middelen ten tijde 
van het delict dan plegers van partnermishandeling, zedendelicten, en ʻoverige 
delictenʼ. Er kan geconcludeerd worden dat aan een middel geboden stoornissen 
veel voorkomen bij patiënten die in behandeling zijn bij een forensische polikli-
niek. Het is opvallend dat in de studie die beschreven werd in hoofdstuk 2 een 
hoger percentage plegers van partnermishandeling werd gediagnosticeerd met 
een aan een middel gebonden stoornis dan in de studie die beschreven werd in 
hoofdstuk 3 (respectievelijk 50% en 31%). Dit kan als volgt verklaard worden: 1) 
er waren relatief veel drop-outs bij de studie in hoofdstuk 3: meer dan een derde 
van de patiënten die positief screenden op alcohol- en / of drugsmisbruik nam niet 
deel aan het semigestructureerde interview, terwijl deze positief screenende pati-
enten vanzelfsprekend een grote kans hadden op een aan een middel gebonden 
stoornis. 2) De resultaten van de studie die beschreven werd in hoofdstuk 3 be-
rustten op zelfrapportage, terwijl resultaten van de studie in hoofdstuk 2 geba-
seerd waren op dossiers van patiënten die ook informatie van andere partijen 
bevatten, zoals bijvoorbeeld processen-verbaal.  
 
Tot slot werd in hoofdstuk 4, het laatste hoofdstuk van deel I van dit proefschrift, 
een overzicht gegeven van studies met betrekking tot problematisch middelenge-
bruik bij zedendelinquenten. Er werd aangetoond dat de helft van de zedendelin-
quenten een voorgeschiedenis heeft van problematisch middelengebruik en dat 
een kwart van de zedendelicten onder invloed was van middelen ten tijde van het 
delict. Opnieuw viel een discrepantie op tussen studies die gepresenteerd werden 
in dit proefschrift: dit literatuuroverzicht liet een hogere prevalentie zien van stoor-
nissen gerelateerd aan een middel dan de studie die gepresenteerd werd in 
hoofdstuk 3 (respectievelijk 50% and 9%). Een verklaring voor dit verschil is dat 
de studies die opgenomen zijn in het literatuuroverzicht vooral keken naar pro-
blematisch middelengebruik bij hands-on zedendelinquenten terwijl de zedende-
linquenten die deelnamen aan de studie die werd gerapporteerd in hoofdstuk 3 
vooral hands-off zedendelicten pleegden, zoals het downloaden van kinderporno. 
Echter, omdat er tot op heden nog geen andere studies zijn uitgevoerd die geke-
ken hebben naar problematisch middelengebruik bij hands-off zedendelinquenten, 
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kan niet geverifieerd worden in hoeverre de resultaten van de huidige studie ge-
generaliseerd kunnen worden naar andere populaties van hands-off zedendelin-
quenten. Al met al kan gesteld worden dat de studies die gepresenteerd werden 
in hoofdstukken 2, 3, en 4 van dit proefschrift bevestigden dat problematisch mid-
delengebruik en crimineel gedrag vaak samen voorkomen; de twee onderzoeken 
die gepresenteerd werden in hoofdstukken 2 en 3 lieten zien dat dit ook in Neder-
land het geval is.  
 
Deel II 
Deel II van dit proefschrift (hoofdstukken 5, 6, 7, 8, en 9) richtte zich specifiek op 
problematisch middelengebruik in relatie tot het plegen van partnermishandeling. 
In hoofdstuk 5 werden twee studies beschreven waarin onderzoek werd gedaan 
naar de validiteit van de Jellinek Inventory for assessing Partner Violence (J-IPV), 
een 4 vragen tellende screeningsvragenlijst om plegers en slachtoffers van part-
nermishandeling op te sporen onder patiënten die in behandeling zijn bij een ver-
slavingszorginstelling. De eerste studie liet zien dat de J-IPV goede psychometri-
sche kwaliteiten bezit en gebruikt kan worden voor het opsporen van plegers en 
slachtoffers van iedere vorm van partnermishandeling en plegers van ernstige 
partnermishandeling. Deze resultaten werden gerepliceerd in een tweede studie 
die werd uitgevoerd bij patiënten in behandeling bij een andere verslavingszorgin-
stelling. Er werd geconcludeerd dat de J-IPV een valide screener is om plegers en 
slachtoffers van partnermishandeling die in behandeling zijn bij een verslavings-
zorginstelling op te sporen. Als een patiënt positief screent dient partnermishan-
deling verder uitgevraagd te worden. Een beperking van de J-IPV is dat het in-
strument niet sensitief genoeg is om onderscheid te maken tussen degenen die 
iedere vorm van partnermishandeling plegen en slachtoffer zijn van iedere vorm 
van partnermishandeling. Een mogelijke verklaring hiervoor is dat plegers en 
slachtoffers van iedere vorm van partnermishandeling in de meeste gevallen el-
kaar overlappen (dat wil zeggen: patiënten zijn in veel gevallen zowel dader als 
slachtoffer).  
 
In hoofdstuk 6 werd een studie gepresenteerd waarin onderzocht werd of (com-
binaties van) aan een middel gerelateerde stoornissen dader- en slachtofferschap 
van partnermishandeling voorspelden bij patiënten die in behandeling waren bij 
een verslavingszorginstelling. Een alcoholgerelateerde stoornis in combinatie met 
een cannabis- en / of cocaïnegerelateerde stoornis voorspelde iedere vorm van 
partnermishandeling (daderschap en / of slachtofferschap) en daderschap van 
ernstige partnermishandeling bij mannelijke patiënten. Een alcohol- en cocaïnege-
relateerde diagnose bij vrouwelijke patiënten voorspelde iedere vorm van part-
nermishandeling (daderschap en / of slachtofferschap) en daderschap van ernsti-
ge partnermishandeling. Aan een middel gebonden stoornissen voorspelden zo-
wel bij mannen als vrouwen geen slachtofferschap van ernstige partnermishande-
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ling. Een beperking van deze studie was dat het niet mogelijk was onderscheid te 
maken tussen daderschap en slachtofferschap van iedere vorm van partnermis-
handeling, omdat voor deze studie gebruik was gemaakt van de J-IPV om part-
nermishandeling op te sporen.  
 
In hoofdstuk 7 werd een case study beschreven van een patiënt die in behande-
ling was bij een forensische polikliniek (Henry) die behandeld werd volgens het 
protocol Integrated treatment for Substance abuse and Partner violence (I-StoP). 
I-StoP heeft als doel 1) het stoppen van partnermishandeling, en 2) het stoppen of 
reduceren van middelengebruik tot niet-schadelijke hoeveelheden. De rationale 
van I-StoP is gebaseerd op de assumptie dat alcoholintoxicatie leidt tot het plegen 
van partnermishandeling, hetgeen in overeenstemming is met het proximale ef-
fecten model. Na I-StoP afgerond te hebben was Henry, die gediagnosticeerd 
was met alcohol- en cannabisafhankelijkheid, gestopt met het plegen van 
partnergeweld, maar niet met middelengebruik. Zes maanden na het afronden 
van I-StoP was hij bovendien gestart met het gebruik van MDA, een drug die lijkt 
op MDMA (XTC). Hij was echter niet teruggevallen in partnermishandeling. Hoe-
wel Henry zijn middelengebruik niet had veranderd gedurende de behandeling 
waren andere vaardigheden wel verbeterd, zoals probleemoplossings- en com-
municatievaardigheden. Er wordt daarom verondersteld dat het spurious model 
(i.e., een derde variabele, zoals in Henryʼs geval ineffectieve probleemoplossings-
vaardigheden, is verantwoordelijk voor zowel het plegen van partnermishandeling 
als alcoholgebruik) een verklaring biedt voor de link tussen alcoholgebruik en 
partnermishandeling. Bovendien had Henryʼs partner Eric zijn middelengebruik 
wel verminderd en had hij geleerd assertiever te zijn, hetgeen waarschijnlijk ook 
een bijdrage heeft geleverd aan het stoppen van het geweld in de relatie. Deze 
case study onderstreept dat hoewel alcoholgebruik en het plegen van partnermis-
handeling mogelijk causaal gerelateerd zijn (iets dat voorzichtig geconcludeerd 
kan worden uit studies die hebben laten zien dat het stoppen van overmatig alco-
holgebruik ook het stoppen van partnermishandeling tot gevolg had), andere ver-
klaringsmodellen niet over het hoofd moeten worden gezien. 
 
In hoofdstuk 8 werd een randomized controlled trial (RCT), waarin de effectiviteit 
van I-StoP onderzocht werd, gepresenteerd. De studie was uitgevoerd onder ple-
gers van partnermishandeling die behandeld werden in een verslavingszorginstel-
ling. Het resultaat van I-StoP werd vergeleken met het resultaat van cognitieve 
gedragstherapie (cognitive behavioral therapy; CBT) voor aan een middel gebon-
den stoornissen (substance use disorder; SUD) inclusief een sessie waarin part-
nermishandeling op de agenda stond (CBT-SUD+). Patiënten in beide condities 
gebruikten significant minder middelen en pleegden significant minder partner-
mishandeling na afloop van de behandeling dan bij de start van de behandeling. 
Er waren geen verschillen in uitkomst tussen condities en er waren geen verschil-
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len in uitkomst tussen degenen die de behandeling hadden afgerond en het inten-
tion-to-treat sample. Patiënten in beide condities die de behandeling afgerond 
hadden gebruikten na afloop van de behandeling vrijwel geen fysiek geweld meer 
tegen hun partner in de 8 weken voor het einde van de behandeling. De belang-
rijkste beperking van deze studie was het hoge aantal drop-outs (ongeveer 60%). 
Hoewel het vrij gebruikelijk is voor patiënten die behandeld worden in een versla-
vingszorginstelling om behandeling voortijdig te beëindigen waren de drop-out 
percentages in deze studie aan de hoge kant. Omdat de effectiviteit van CBT-
SUD+ vergelijkbaar is met die van I-StoP wordt aangeraden om plegers van part-
nermishandeling in behandeling in de verslavingszorg CBT-SUD+ aan te bieden, 
omdat het zowel qua tijd als qua kosten voordeliger is om CBT-SUD+ te imple-
menteren.  
 
Vervolgens werd in hoofdstuk 9 een pilot RCT beschreven naar de effectiviteit 
van I-StoP bij plegers van partnermishandeling in behandeling bij een forensische 
polikliniek die gediagnosticeerd waren met één of meerdere aan een middel ge-
bonden stoornissen. Patiënten werden willekeurig toegewezen aan I-StoP of CBT 
gericht op partnermishandeling (intimate partner violence; IPV) (CBT-IPV). De 
resultaten van de patiënten die I-StoP afgerond hadden lieten een niet-significante 
trend zien dat er minder partnermishandeling plaatsvond na afloop van de behan-
deling dan bij de start van de behandeling; patiënten die CBT-IPV hadden afge-
rond pleegden significant minder partnermishandeling na afloop van de behande-
ling dan bij de start van de behandeling. Daarnaast was er een niet significante 
trend dat patiënten die toegewezen waren aan I-StoP minder middelengebruik 
rapporteerden na afloop van de behandeling dan bij de start van de behandeling. 
Echter, zij waren niet meer dagen abstinent na afloop van de behandeling dan bij 
de start van de behandeling. Er waren geen significante verschillen tussen condi-
ties. Het is veelbelovend dat patiënten die de behandeling afrondden nauwelijks 
meer fysiek geweld gebruikten tegen hun partner na afloop van de behandeling. 
De belangrijkste beperkingen van deze pilot studie zijn het kleine aantal deelne-
mers dat werd geïncludeerd en het hoge aantal drop-outs.  
 
Tot slot werden in hoofdstuk 10 de belangrijkste bevindingen van dit proefschrift 
besproken. Uit deel I van dit proefschrift kan opgemaakt worden dat aan een mid-
del gebonden stoornissen veel voorkomen bij plegers van verschillende delicten 
en dat delinquenten vaak onder invloed van middelen zijn ten tijde van het delict. 
In het huidige proefschrift werd aangetoond dat dit ook in Nederland het geval is. 
Uit deel II kan geconcludeerd worden dat 1) de J-IPV een valide screeningsvra-
genlijst is om plegers en slachtoffers van partnermishandeling op te sporen onder 
patiënten in behandeling in een verslavingszorginstelling; 2) specifieke combina-
ties van verschillende aan een middel gebonden stoornissen voorspellers zijn van 
het plegen en slachtoffer zijn van partnermishandeling; 3) zowel I-StoP als CBT-
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SUD+ effectief zijn in het reduceren van partnermishandeling en middelengebruik 
bij patiënten die in behandeling zijn bij een verslavingszorginstelling; en 4) CBT-
IPV effectief was in het reduceren van partnermishandeling en dat er een niet-
significante trend was dat I-StoP effectief was in het reduceren van partnermis-
handeling; ook was er een trend dat patiënten in de I-StoP-conditie middelenge-
bruik verminderd hadden. Samengevat kan gesteld worden dat dit proefschrift een 
bijdrage heeft geleverd aan wat er bekend is met betrekking tot de relatie tussen 
problematisch middelengebruik en criminaliteit in het algemeen en problematisch 
middelengebruik en partnermishandeling in het bijzonder. Ook valt uit het proef-
schrift af te leiden hoe complex dit onderwerp is. Onderzoek dat gepresenteerd 
werd in dit proefschrift is een stap in de goede richting, maar veel meer onderzoek 
betreffende dit onderwerp is nodig met als uiteindelijk doel het voorkomen van 
recidive.  
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Het cliché is ook voor mij waar gebleken: wanneer je start met een promotieon-
derzoek heb je werkelijk geen idee waar je eigenlijk aan begint. Gelukkig kon ik 
rekenen op hulp en steun van anderen, zonder wie dit proefschrift nooit tot stand 
was gekomen.  
 
In de eerste plaats zijn dit vanzelfsprekend mijn promotor en co-promotoren, Paul 
Emmelkamp, Agnes Scholing, en Ellen Vedel. Paul, ik ben je dankbaar voor je 
laagdrempeligheid (als dat een woord is) en het feit dat je mijn stukken altijd zo 
snel van feedback voorzag; dit is mijn productiviteit en de kwaliteit van mijn stuk-
ken absoluut ten goede gekomen. Agnes, ik ben blij dat ik bij je terecht kon met 
vragen over behandelen in de forensische GGZ in het algemeen en de behan-
deling van plegers van partnermishandeling in het bijzonder. Bovendien heb ik 
veel geleerd van jouw zorgvuldige manier van werken. Ellen, jij hebt het voor mij 
mogelijk gemaakt om ook bij Jellinek verschillende studies uit te zetten en zorgde 
ervoor (al dan niet met lichte dwang) dat iedereen, zowel behandelaars als man-
agement, zijn of haar medewerking verleende.  
 
Verder waren de therapeuten van De Waag en Jellinek die de cliënten behan-
delden in het kaders van de RCTʼs vanzelfsprekend onmisbaar. Behandelaars 
van De Waag Amsterdam waren vanaf het eerste uur betrokken bij de totstand-
koming van dit project. Tanja Bos, Mostafa Hamdoune, Janna Janssen, Yolande 
Kat, en Judith van der Riet: dank! Behandelaars van De Waag Rotterdam werden 
later bij het project betrokken. Frank van der Horst wil ik in het bijzonder be-
danken voor de coördinatie van het onderzoek in Rotterdam. Verder gaat mijn 
dank uit naar Monique Suiker, Chris Dijkhuizen, en Tessa van Duuren. Ook de 
vesti-gingsmanagers van De Waag ben ik erkentelijk. In Amsterdam was dit in 
eerste instantie Agnes Scholing die opgevolgd werd door achtereenvolgens Bar-
bara van Roozendaal en Menno Stiksma, en in Rotterdam was dit Birgit Deneer: 
ik ben heel blij dat jullie mij de kans hebben geboden om de RCTʼs binnen jullie 
instellingen uit te voeren. Behandelaars van Jellinek die ik in het bijzonder dank 
verschuldigd ben zijn Monique Molenaar, Olga Rotting, Betty Serris, Annemieke 
Maandag, en Simone Witte. Ook zonder de intakers van Jellinek Amterdam en 
Hilversum had ik dit proefschrift nooit kunnen voltooien. En Wencke de Wildt: ook 
jij bedankt dat je me de mogelijkheid bood om onderzoek te doen bij Jellinek.   
 
Verder is er een aantal studenten dat bijgedragen heeft aan de totstandkoming 
van dit proefschrift. Kyra, Eva, Annemarijn, Jeroen, Pien, Vera, Steven, Carlijn, 
Melissa, Loeke, Marlien, Thirza, Rosina, Dorien en Juri: dank! En Shirley: super 
thanks voor je hulp met de layout van dit proefschrift (en de hardlooprondjes langs 
de Amstel voor de nodige ontspanning). 
 
 



 242

Voor morele ondersteuning wil ik ten eerste mijn collegaʼs van de UvA bedanken. 
In het bijzonder zijn dit Kat, met wie ik vooral de eerste vier jaar - toen wij samen 
op een kamer zaten - lief en leed heb gedeeld, en latere roomies Marieke B., 
Femke, Isabel, en Anna K.. Verder dank ik Bruno, Bianca, Sandra R., Maurice, 
Bas, mede Jellinek-aio Debora, Sandra D., en Herman. Ook heb ik veel gehad 
aan mijn lieve Jelliʼs Sanne, Melanie, Ria, Rens, Janine, Trudi, Kim (allen inmid-
dels niet meer echt Jelliʼs, maar toch...), Hent, Mirte, Syl, Johan, Ellen, en Willeke: 
ik verheug me alweer op de volgende Jelli-borrel! Daarnaast waren er gelukkig de 
Waag-collegaʼs bij wie ik van tijd tot tijd even stoom kon afblazen. Tot slot Menno: 
ik ben erg blij dat ik ben aangenomen bij De Waag als behandelaar, het gaf me 
de rust om dit proefschrift te kunnen afronden.  
 
Wat vrienden betreft wil ik er twee expliciet noemen, namelijk Bianca, mijn grote 
steun en toeverlaat, en Kim, mijn lieve, wijze gids. Dank voor alle support en ver-
trouwen! Ik ben blij dat jullie mij tijdens de verdediging van dit proefschrift terzijde 
zullen staan. 
 
Dan mijn familie: lieve papa, jouw paradoxale (?) aanmoediging vooral geen psy-
chologie te gaan studeren (zoals jij had gedaan) maar een ʻecht vakʼ te leren heeft 
goed gewerkt: zie hier het resultaat! Ik denk met plezier terug aan discussies over 
ʻonsʼ vak, ook al waren we het regelmatig niet met elkaar eens. Lieve mama, dank 
je voor het vertrouwen in mij, je steun bij de zorg voor de meisjes als ik mijn han-
den vol had aan mijn proefschrift, en de taalcorrecties. Lieve Max en Soof: ik ben 
blij met de hechte band die wij hebben, ondanks dat we zo verschillend zijn. En 
Max: dank voor de cover foto! Lieve oma L., ik vind het heel jammer dat je de 
voltooiing van dit proefschrift niet meer meemaakt; ik had je graag dit boekje laten 
zien zodat je eindelijk zou begrijpen waar ik me nou al die jaren mee bezig hield. 
Lieve Paul, zonder jou was ik nooit aan dit traject begonnen, ik ben blij dat je me 
destijds aangemoedigd hebt om ermee te starten en het is jammer dat we dit tra-
ject niet samen hebben kunnen afronden. Lieve Hent, bedankt dat je mijn cha-
grijnige buien altijd hebt weten te verdragen wanneer ik het eigenlijk weer eens te 
druk had; ik ben blij met de rust en de basis die je me biedt. Tot slot, liefste Sam 
en Zilver, woorden schieten tekort om te zeggen hoeveel ik van jullie houd. Jullie 
zijn de afgelopen jaren zeker aandacht tekort gekomen als ik weer eens moest 
werken in avonden en weekends. Ik zie er naar uit om dit goed te maken! 
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