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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. 
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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, & 



 147

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. 

 


