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Background: Integrated group therapy, a new treatment for patients with bipolar disorder and substance
use disorder, has previously been found to be efficacious in reducing substance use, but its length (20 ses-
sions) and need for highly trained therapists may limit its adoption in substance use disorder community
treatment programs. This paper compares a briefer (12 session) version of integrated group therapy, led
by substance use disorder counselors without previous cognitive-behavioral training or bipolar disorder
experience, to group drug counseling.
Methods: Sixty-one patients with bipolar disorder and substance dependence, taking mood stabilizers,
were randomized to 12 sessions of integrated group therapy (n=31) or group drug counseling (n=30).
Results: Analyses of primary outcomes showed trends favoring integrated group therapy, with greater
reduction in substance use during follow-up and a greater decline in risk of mood episodes during
treatment. Secondary analyses favored integrated group therapy, with a significantly greater likelihood
of achieving total abstinence, a significantly shorter time to the first abstinent month, and a signifi-
cantly greater likelihood of achieving a “good clinical outcome” (a composite measure encompassing
both substance use and mood simultaneously).
Conclusions: A shortened version of integrated group therapy can be delivered successfully by substance
use disorder counselors, with better overall outcomes than those achieved with group drug counseling.
© 2009 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction A number of recent studies have shown promising results
for psychotherapeutic approaches, in combination with pharma-
cotherapy, for patients with BD (Colom et al., 2003; Frank et al.,
2005; Lam et al., 2003; Miklowitz et al., 2007). These studies have
not, however, specifically targeted individuals with co-occurring

SUD. Similarly, numerous psychotherapy studies of SUD treatment

Studies of community and clinical populations have consistently
shown a high rate of co-occurrence of substance use disorder (SUD)
and bipolar disorder (BD): 26-28% of community-based respon-
dents with BD in the past year also had SUD within the past year

(Grantet al., 2004) and 59.4% of BD patients in treatment had a life-
time SUD (Cassidy et al., 2001). Having both disorders is associated
with worse outcomes than having either disorder alone, including
slower recovery from mood episodes (Keller et al., 1986), poorer
medication adherence (Keck et al., 1997), and a greater risk of sui-
cidality (Dalton et al., 2003).
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have not focused on patients with co-occurring BD. Indeed, SUD
psychotherapy trials often specifically exclude such individuals
(Project MATCH, 1997; Crits-Christoph et al., 1999).

We have developed and tested a new manualized cognitive-
behavioral group therapy for patients with BD and substance
dependence, entitled integrated group therapy. Integrated group
therapy focuses on the relationship between the two disorders,
stressing similarities in the thoughts and behaviors typically
involved in the recovery from each disorder (Weiss et al., 1999).
Two previous studies have demonstrated the promise of integrated
group therapy. In our initial open pilot study (Weiss et al., 2000a),
patients receiving integrated group therapy had fewer days of drug
use and more months of abstinence than a comparison group not
receiving this treatment. In a subsequent randomized, controlled
trial (Weiss et al., 2007), integrated group therapy was com-
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pared to group drug counseling (Daley et al., 2002), a manualized
treatment that has been used successfully in previous addic-
tion treatment research (Crits-Christoph et al., 1999); group drug
counseling was designed to approximate the treatment typically
delivered in SUD community treatment programs. In that study,
integrated group therapy patients had fewer days of substance
use both during the 20 weeks of treatment and during a 3-month
post-treatment follow-up period. Integrated group therapy patients
also had a shorter time from treatment initiation to their first full
month of abstinence. Patients in both treatment conditions had
a similar likelihood of mood episodes during both treatment and
follow-up.

Because integrated group therapy has been shown to be effica-
cious in reducing substance use, we conducted the current study
of a more “community-friendly” version of the treatment, to facil-
itate its adoption in SUD community treatment programs. In its
original format, two aspects of integrated group therapy could
limit the likelihood of its implementation in the wider SUD treat-
ment community. First, our initial studies required that integrated
group therapy be delivered by therapists with psychopathology
training, knowledge of both BD and SUD, and experience conduct-
ing cognitive-behavioral therapy (CBT). When considering how to
modify integrated group therapy to facilitate community imple-
mentation, we surveyed nine SUD community treatment programs
in New England about their staffing patterns. We found that 85%
of the clinicians in these programs were SUD counselors, most of
whom had received no formal training in either CBT or BD. Indeed,
many SUD clinicians who had a Master’s degree or a Ph.D. also did
not have training in CBT, and still others had little experience with
BD. A second barrier to community implementation was the length
of integrated group therapy in our previous study, i.e., 20 sessions.
Research has shown that the length of psychotherapy often does not
exceed the number of sessions initially authorized by third-party
payers (Liu et al., 2000). A review of agreements between McLean
Hospital and its four largest third-party payers revealed that three
of the companies initially authorized 12 sessions of psychotherapy,
with justification required for more visits. We therefore revised the
integrated group therapy manual by (1) reducing the number of
sessions from 20 to 12, to increase the likelihood of reimbursement
by third-party payers, e.g., managed care companies or state fund-
ing agencies; (2) including more basic information on CBT and BD,
so that SUD counselors with little experience in these areas could
conduct integrated group therapy; and (3) conducting the group
in an open (sometimes called “rolling”) format, so that patients
could begin at any time and continue for 12 weeks. The open for-
mat was initiated for this study (in contrast to our previous studies)
because this is typical practice in most SUD community treatment
programs (Washton, 2005). The purpose of the current study was
to conduct a randomized controlled trial comparing 12 sessions
of the revised “community-friendly” version of integrated group
therapy to 12 sessions of group drug counseling, both conducted
in an open format. In this trial, unlike in our two previous stud-
ies, both types of treatment were led by SUD counselors without
CBT training or detailed knowledge of BD. We hypothesized that
patients receiving integrated group therapy would have better sub-
stance use and mood outcomes than patients receiving group drug
counseling.

2. Methods

The study protocol was approved by the McLean Hospital Institutional Review
Board. Patients with current BD and substance dependence were recruited from
McLean Hospital treatment programs, advertisements, fliers, and clinician referrals.
Written informed consent was obtained after study procedures were fully explained.
Inclusion criteria were (1) current diagnoses of BD and substance dependence other
than nicotine, based on the Structured Clinical Interview for DSM-IV (SCID; First
et al., 1996); (2) substance use within 60 days prior to intake; (3) a mood stabilizer
regimen for >2 weeks, prescribed independently by the patient’s own physician; (4)

ability to attend group therapy sessions and follow-up research visits at McLean Hos-
pital; and (5) age >18. Exclusion criteria were (1) current psychosis, (2) current mania
at the intake evaluation, (3) current danger to self or others, (4) current need for med-
ical detoxification, (5) concurrent group treatment, and (6) residential treatment
restricting substance use. Individual psychotherapy was permitted. Most patients in
our previous studies of integrated group therapy attended individual psychotherapy
(Weiss et al., 2007, 2000b); excluding them would have created an unrepresentative
sample.

Participants who met study criteria were randomly assigned to integrated group
therapy or group drug counseling (see Fig. 1). Calculation of statistical power deter-
mined that, with a total sample size of N=61, the study had 80% power to detect
a standardized effect size >0.47, corresponding to a medium effect size, given the
longitudinal design and data analytic methodology (see below).

2.1. Assessments

Data related to the main outcomes of interest were collected at baseline and
monthly for the next 6 months (3 months of treatment and 3 months of post-
treatment follow-up). Psychiatric diagnoses were based on the SCID. SCID modules
for mood, psychiatric, and anxiety disorders were administered by a trained Ph.D.
or Master’s-level clinician, blinded to treatment condition. Baseline SUD diagnoses
were determined using the SCID SUD module, administered by a trained, supervised
research assistant.

Further, substance use data were obtained by a trained, supervised research
assistant using the fifth edition of the Addiction Severity Index (ASI; McLellan et al.,
1992b). The ASI is a widely employed, multidimensional assessment of substance-
related problems. The Timeline Follow-Back technique (Sobell and Sobell, 1992),
which uses a calendar to assist recall, supplemented the drug and alcohol sections
of the ASI. Days of substance use during the past month, derived from the ASI,
was our primary substance use outcome measure; ASI drug and alcohol composite
scores were secondary outcomes. To validate self-reports, urine toxicology screens
were obtained at weekly group sessions and at monthly assessments. We previously
reported a high degree of validity of substance use self-report data in this population
(Weiss et al., 1998b).

Mood episodes were assessed using the Longitudinal Interval Follow-Up Eval-
uation (LIFE; Keller et al., 1987), which combines the Hamilton Depression Rating
Scale (Hamilton, 1960), the Young Mania Rating Scale (Young et al., 1978), and the
symptom modules for mood and psychotic disorders on the SCID. The Hamilton
depression and Young mania scales were administered monthly, and the SCID was
completed at baseline and months 3 and 6. At all assessments, calendar methodology
was utilized to review and record mood week by week. Our primary mood outcome,
assessed weekly, was a binary measure of whether or not criteria were met for a
DSM-1V depressive, manic, hypomanic, or mixed mood episode. Secondary mood
measures examined depressive episodes and manic episodes (combining manic,
hypomanic, and mixed episodes) separately. The LIFE also generates an overall
weekly course rating. LIFE ratings of mood episodes were made by a doctoral-level
rater, blinded to treatment condition.

An interview, the Treatment Services Review (McLellan et al., 1992a), was used
to collect data on additional treatment services that subjects might have received
throughout the study. Medication adherence was assessed by asking patients each
month to report how many days they had taken their various medications as pre-
scribed. This interview was a modification of an instrument we have used previously
to examine medication adherence in this population (Weiss et al., 1998a).

2.2. Treatment conditions

Integrated group therapy (Weiss et al., 1999) consists of 12 weekly hour-long ses-
sions and employs a cognitive-behavioral model that integrates the treatment of
the two disorders by focusing on similarities between recovery and relapse pro-
cesses in BD and SUD. A fundamental principle of integrated group therapy is
that the same types of thoughts and behaviors that facilitate recovery from one
disorder will enhance the likelihood of recovery from the other disorder. Con-
versely, similar types of thoughts and behaviors can be detrimental to recovery
from both disorders; for example, parallels are drawn between “addictive think-
ing” and “depressive thinking.” Most sessions deal with topics explicitly relevant
to both disorders (e.g., “Dealing with Depression without Using Alcohol or Drugs”
and “Identifying and Fighting Triggers for Mania, Depression, and Substance Use”).
The interaction between the two disorders is emphasized, e.g., by focusing on the
adverse impact of substance abuse on the course of BD. Each session begins with
a “check-in,” during which patients report their substance use, mood, medication
adherence, and high-risk situations encountered during the past week; a didactic
presentation and discussion of the weekly topic follow.

Group drug counseling (Daley et al., 2002) is an adaptation of the treatment deliv-
ered in the National Institute on Drug Abuse Collaborative Cocaine Treatment Study
(Crits-Christoph et al., 1999). Group drug counseling, designed to approximate the
treatment patients receive in an SUD community treatment program, also consists
of 12 weekly hour-long sessions, each focusing on a specific topic. The goals of group
drug counseling are to (1) facilitate abstinence, (2) encourage mutual support, and
(3) teach new ways to cope with substance-related problems. Sessions begin with
a check-in for patients to report their substance use and craving; this is followed
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Fig. 1. Study flow chart.

by SUD-related topics that do not specifically address mood. Group drug counseling
is thus distinguishable from integrated group therapy by its single focus on sub-
stance use, rather than the dual focus of integrated group therapy on SUD and BD.
Group drug counselors respond to mood or medication problems by discussing them
briefly, then referring patients to their prescribing physician. Counselors attend to
emergencies, however, until they are satisfactorily resolved.

2.2.1. Counselors

Counselors for both group treatments had Master’s degrees and at least 3 years
of SUD treatment experience, but no previous formal training in CBT. Four coun-
selors, two male and two female, led groups; three led groups for both treatment
conditions, and one ran only integrated group therapy sessions. To encourage fidelity
to the treatment manuals, all group sessions were recorded, and counselors were
supervised weekly by more experienced counselors who had been trained to con-
duct the treatments by the manual authors (Roger Weiss, M.D., and Dennis Daley,
Ph.D., respectively). Further, rating scales were completed by the supervisor after
each session to assess adherence to the treatment condition and competence as a
counselor. These scales have been found to be psychometrically sound, with good
inter-rater reliability and discriminant validity (Weiss et al., 2007). Each counselor
achieved mean adherence and competence ratings of 3.0 or greater on a 0-4 scale,
which we had designated as an acceptable rating.

2.3. Statistical analysis

Background characteristics of patients were compared by treatment condition,
using chi-square tests for categorical variables and independent t-tests for contin-
uous variables. For the primary outcomes, repeated measures modeling methods
assessed between-group differences in longitudinal change, during two phases:
treatment and follow-up. To relax the assumption of normality for the continu-
ous outcomes, generalized estimating equations (GEE) methods were implemented,
using Stata V8.2 for Windows (Stata Version 8.2 for Windows, 2003). Marginal logis-
tic regression models, with estimation via GEE, were used to model the log odds of
the binary outcomes over time. We used an intent-to-treat analysis, including data
from all randomized participants. To examine the effect of treatment, regression
models included the effects of treatment condition, time, and the baseline measure
of the outcome. For ease of interpretation, results of these analyses are presented
in terms of changes from the baseline month to the last month of treatment and
follow-up phases, respectively, and the between-group contrasts of these changes
(see Table 2).

Asecondary substance use outcome was abstinence from both drugs and alcohol.
Patients were compared by treatment condition on (1) their likelihood of attaining
abstinence during treatment, using chi-square tests, and (2) time to first abstinent
month, using Cox regression analysis, adjusted for baseline severity. We also exam-
ined the number of days using alcohol, the number of days using drugs other than
alcohol, SUD severity as measured by ASI Drug and Alcohol Composite scores, weeks
ill with depression, weeks ill with mania, Hamilton depression scores, Young mania
scores, and medication adherence. For analyses separating drug use from alcohol use,
patients (n=4) with no lifetime drug use disorder and no drug use throughout the
study were excluded from analyses of drug use outcomes. Using an analogous proce-
dure, no patients were excluded from analyses of alcohol use outcomes. Finally, we
created a composite outcome measure similar to that created for other SUD studies
(Anton et al., 2006; Cisler and Zweben, 1999); for this dually diagnosed population,
patients were rated as having a “good clinical outcome” with respect to both disor-
ders if they abstained from substance use and had no mood episodes during the last
month of treatment. The same measure was used for the last month of follow-up.

3. Results
3.1. Baseline characteristics

The sample of 31 integrated group therapy patients and 30
group drug counseling patients was 41.0% female and mostly white
(91.8%). Mean age was 38.3 (sd=11.1) years. Half of the sample
(49.2%) had completed college, and just under half (45.9%) were
currently employed. Most patients (72.1%) were not married. The
treatment conditions were similar on these characteristics.

Most patients (78.7%) were diagnosed with bipolar I disorder,
14.8% had bipolar II disorder, and 6.6% had BD, not otherwise
specified. Seventy-five percent of patients had >1 psychiatric hos-
pitalization, with a mean of 3.8 hospitalizations (range = 0-40), and
43% had attempted suicide. Most patients (65.6%) had both drug
and alcohol dependence, 26.2% had alcohol dependence only, and
8.2% had drug dependence only. Among the 45 patients with drug
use disorders, the most common primary drugs of abuse were
cocaine (n=19) and marijuana (n = 18), followed by opioids (n=2),
benzodiazepines (n=1), hallucinogens (n=1), and more than one
drug (n=4). Neither BD nor SUD diagnoses varied by treatment
condition. Patients reported a mean of 18.2 (sd=9.2) days of sub-
stance use during the baseline month: 10.2 (sd = 11.0) days of drug
use and 13.1 (sd=9.9) days of alcohol use, with some days using
both drugs and alcohol. The mean ASI Drug Composite score at
baseline was 0.11 (sd=0.11), and the mean ASI Alcohol Compos-
ite score was 0.39 (sd =0.23). Mean mood symptom scores during
the baseline week were 12.7 (sd = 8.6) for the Hamilton depression
scale and 10.0 (sd =11.5) for the Young mania scale. At intake, as
well as during the 3 weeks preceding intake, the median over-
all weekly course rating on the LIFE was 5 on a 1-6 scale; a
score of 5 corresponds to a full DSM-IV mood episode, mild to
moderate. There were no between-group differences on baseline
substance use or mood symptoms (see Table 1 for baseline val-
ues).

3.1.1. Pharmacotherapy and other treatment. Valproate (29.5%) and
lithium (27.9%) were the most commonly prescribed mood stabi-
lizers at baseline, followed by olanzapine (16.4%); one-third of the
patients (34.4%) were taking more than one mood stabilizer. Med-
ication adherence was quite high: mood stabilizers were taken as
prescribed on a mean of 85.0% (sd =22.9) of the days in the month
before study entry. Most patients (65.6%) received individual psy-
chotherapy, with a mean of 1.8 (sd =2.5) sessions attended during
the month prior to study entry. Approximately half (54.1%) attended
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Table 1

Means (standard deviations in parentheses) for outcomes by treatment condition? at baseline, end of treatment (month 3), and end of follow-up (month 6) (N=61).

Outcomes® Baseline End of treatment End of follow-up
IGT GDC IGT GDC IGT GDC
Primary
Days of any substance use 18.6(9.8) 17.9(8.8) 44(72) 6.5(7.9) 5.2 (7.0) 7.9(10.7)
Mood episode (% yes) 52(51) 57(50) 20(41) 30(47) 27(45) 37(49)
Secondary
Days of use
Any drugs (n=57) 8.3(104) 12.1(11.6) 2.1(4.2) 3.0(7.3) 23(54) 6.0 (10.3)
Any alcohol 15.3(10.8) 10.7 (8.5) 3.6(6.5) 3.8(5.6) 4.2(5.9) 4.2(8.0)
Alcohol to intoxication 13.2 (11.3) 9.9 (7.9) 1.8(3.4) 2.3(3.6) 2.8(5.4) 3.7(7.8)
Addiction Severity Index Composite scores
Drug (n=57) 0.09 (0.10) 0.14 (0.11) 0.04 (0.06) 0.07 (0.08) 0.06 (0.09) 0.08 (0.09)
Alcohol 0.36 (0.25) 0.43(0.22) 0.27 (0.20) 0.25(0.19) 0.25(0.22) 0.20 (0.22)
Mood
Depressive episode (% yes) 35(49) 40(50) 20(41) 23(43) 20(41) 22(42)
Manic episode (% yes)* 16(37) 17(38) 0(0) 7(25) 7(25) 15(36)
Hamilton depression scores 10.8 (7.6) 14.7(9.2) 8.4(6.7) 11.0 (8.0) 10.1 (8.1) 9.2(7.8)
Young mania scores 8.9 (10.4) 11.2 (12.7) 5.0 (4.6) 6.1 (7.6) 4.3(4.9) 8.3(9.3)
Medication adherence
Rated 86.1 (24.6) 83.8(214) 92.3(19.9) 87.8(20.8) 86.7 (28.4) 90.0 (22.5)

2 Treatment conditions: integrated group therapy (IGT) and group drug counseling (GDC).

b Binary outcomes were measured weekly; other outcomes were measured monthly.

¢ Includes manic, hypomanic, and mixed episodes.
d % of days taking mood stabilizers as prescribed.

12-step self-help groups (mean=6.7, sd=9.7 groups) during the
month prior to study entry. No between-group differences were
found for these additional forms of treatment.

3.2. Substance use outcomes

Integrated group therapy patients decreased their days of sub-
stance use more than patients in group drug counseling, by an
additional 2.7 days from the baseline month to the last month
of treatment and by an additional 2.9 days from baseline to the
last month of follow-up; this difference was marginally significant
(p<0.10) during follow-up (see Table 2). Overall, patients signif-
icantly reduced their days of substance use by the last month
of treatment (by 14.3 days for integrated group therapy patients,
p<0.001; and by 11.6 days for group drug counseling patients,
p<0.001) as well as by the last month of follow-up (by 13.2 days for
integrated group therapy patients, p <0.001; and 10.2 days for group
drug counseling patients, p <0.001). See Table 1 for the mean days
of substance use at the end of treatment and the end of follow-up
as key data points for reference; for actual declines shown longi-
tudinally over all 3 months of each phase (see Table 2 and Fig. 2,
upper panel).

Integrated group therapy patients were nearly twice as likely to
achieve at least 1 month of abstinence from both drugs and alcohol
during treatment (71.0% vs. 40.0%; x2(1)=5.93, p<0.02), and were
nearly three times as likely to be abstinent throughout all 3 months
of treatment (35.5% vs. 13.3%; x2(1)=4.03, p<0.05). Integrated
group therapy patients also had a shorter time from treatment ini-
tiation to the first abstinent month (see Fig. 2, lower panel), with a
hazard ratio of 2.02 (95% confidence interval = 1.04-3.90, p < 0.04).

When days of drug and alcohol use were separated, no between-
group differences were found (see Table 2). Days of drug use
decreased significantly: 8.1 days for integrated group therapy
patients and 7.4 days for group drug counseling patients from base-
line to the last month of treatment, and 6.9 days for integrated group
therapy patients and 5.7 days for group drug counseling patients
from baseline to the last month of follow-up (all p values <0.001).
Similarly, neither days of any alcohol use nor days using alcohol to

intoxication (i.e., >3 drinks) showed between-group differences in
patterns of change. Decreases over time in both measures of alcohol
use were significant for each treatment condition (during treat-
ment, by 9.9 and 9.9 days for integrated group therapy and 9.0 and
9.2 days for group drug counseling patients; and during follow-up,
9.2 and 8.9 days for integrated group therapy and 8.5 and 7.7 days
for group drug counseling patients; all p values <0.001).
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Fig. 2. Treatment condition over time by days of substance use (upper panel) and by
time to first abstinent month (lower panel; N=61). IGT =integrated group therapy,
GDC=group drug counseling.
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Table 2

Effect of integrated group therapy (IGT) versus group drug counseling (GDC) on change in substance use, mood, and medication adherence over time (N=61)2.

OutcomesP Treatment phase Follow-up phase
IGT GDC Difference IGT GDC Difference
Primary
Days of any substance use -14.3 (1.2) —11.6 (1.4) -2.7(1.8) -13.2(1.2) -10.2 (1.6) -2.9(1.8)
Mood episode (% yes) -1.7(0.4) -1.1(04) —0.6 (0.4) -0.8(0.3) -0.8(0.3) -0.1(0.4)
Secondary
Days of use
Any drugs (n=57) -8.1(0.9) -7.4(1.0) -0.7 (1.3) -6.9(1.0) -5.7(1.3) -1.1(14)
Any alcohol -9.9(1.0) -9.0(1.0) -0.8(1.3) -9.2(1.0) -8.5(1.3) -0.6 (1.5)
Alcohol to intoxication -9.9(0.6) -9.2(0.5) -0.8(0.7) -8.9(0.9) -7.7(1.2) -1.2(1.2)
Addiction Severity Index Composite scores
Drug (n=57) —0.06 (0.01) —-0.05 (0.01) —-0.01(0.01) —-0.05 (0.01) —-0.05 (0.01) <0.01 (0.02)
Alcohol —0.11 (0.03) —0.14 (0.03) 0.03(0.04) —-0.12 (0.04) —-0.21(0.03) 0.10 (0.04)”
Mood
Depressive episode (% yes) -1.2(0.4) —-0.5(0.4) —0.7 (0.4) -0.6 (0.4) -0.5(0.4) —0.1(0.5)
Manic episode (% yes)© -2.1(0.6) -2.1(0.6) —-0.02 (0.6) -0.8(0.5) -0.8(0.4) 0.04 (0.6)
Hamilton depression scores -5.0(1.1) -5.6(1.2) 0.6 (1.2) -4.8 (1.1) -5.5(1.2) 0.7 (1.4)
Young mania scores —3.8(0.9) —-4.1(1.1) 0.4(1.1) -3.7(1.0) -2.5(-1.2) -1.2(1.3)
Medication adherence
Rated 5.5(4.1) 2.3(3.4) 3.3(5.0) 1.9 (4.8) 3.9(4.1) -2.0(5.7)

2 Coefficients are followed by standard errors in parentheses.

b Binary outcomes were measured weekly; other outcomes were measured monthly. Binary outcomes are expressed as log odds rather than as percentages (see text for

detailed interpretation).
¢ Includes manic, hypomanic, and mixed episodes.
d % of days taking mood stabilizers as prescribed.
" p<o0.10.
" p<0.05.

ASI Drug and Alcohol Composite scores showed no between-
group differences during treatment; during follow-up, integrated
group therapy patients declined less on the ASI Alcohol Composite
score than group drug counseling patients (by 0.10 points from the
baseline month to the last month of follow-up, p < 0.05; see Table 2).
Because days of alcohol use did not differ by treatment condition
during follow-up, we examined the remaining items that consti-
tute the ASI Alcohol Composite score. At each month of follow-up,
results showed that integrated group therapy patients reported sig-
nificantly more days experiencing “alcohol problems” than group
drug counseling patients, despite the similarity in number of days of
use in both treatment conditions. Each treatment condition showed
significant declines in both ASI Drug and Alcohol Composite scores
(0.06-0.14 points lower from baseline to the last month of treat-
ment and 0.05-0.21 points lower from baseline to the last month
of follow-up, p values <0.001-0.003).

3.3. Mood outcomes

Mood episodes were assessed as present or absent each week, as
described above. Most patients (67.8%) experienced a mood episode
at some point during treatment. The between-group difference in
risk for mood episodes during treatment was marginally signifi-
cant: the decline in risk for integrated group therapy patients was
1.8 times greater (1/e~96=1.8, p<0.10) than for group drug coun-
seling patients (see Table 2). Overall, mood episode risk declined
82% (1—e~17=82% relative decline) for integrated group therapy
patients and 67% (1—e~11=67% relative decline) for group drug
counseling patients by end of treatment (p values <0.001); by
end of follow-up, the risk for each treatment condition declined
55% (1—e~08 =55% relative decline, p values <0.02). The significant
decrease in mood episode risk was due to decreased episodes of
both depression and mania during treatment.

Examination of the secondary mood outcome of depressive
episodes showed that the decline in risk for depression among
integrated group therapy patients was two times greater during

treatment (odds ratio=1/e~%7 =2.0) than for group drug counsel-
ing patients; this difference was marginally significant (p <0.10).
During treatment, integrated group therapy patients showed a 70%
decline in risk of a depressive episode (1—e~12=70%, p<0.001),
whereas group drug counseling patients showed only a trend
toward a decline in depressive episode risk (e=0 =39%, p<0.08).
There were no significant between-group differences in depressive
episodes during follow-up or in manic episodes during treat-
ment or follow-up. Depressive episodes declined during follow-up,
by approximately 40-45% for both treatment conditions. Manic
episodes showed an 88% decline during treatment (e~2!1=88%, p
values <0.001 for each treatment condition), but only a trend toward
a lower risk during follow-up (e~%8 =55% lower, p values <0.10 for
each treatment condition).

No between-group differences were significant for changes in
Hamilton depression and Young mania scores (see Table 2). Each
treatment condition showed significant declines in both mood
scores during treatment and follow-up (4.8-5.6 points lower for
Hamilton depression scores and 2.5-4.1 points lower for Young
mania scores, p values <0.001-0.05).

3.4. Medication adherence outcomes

Patients took mood stabilizers as prescribed on a mean of 88.3%
(sd =21.9) of days during treatment and a mean of 89.7% (sd =22.1)
of days during follow-up, with no significant between-group differ-
ences or changes over time (see Tables 1 and 2).

3.5. Good clinical outcome

Our composite measure of a good clinical outcome for both sub-
stance use and mood also favored integrated group therapy at the
end of treatment: patients in integrated group therapy were more
than twice as likely as patients in group drug counseling to be both
abstinent and have no weeks ill with a mood episode in the final
month of treatment (45.2% vs. 20.0%; x2(1)=4.38, p<0.04). The
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month 6 follow-up also favored integrated group therapy (30.0%
vs. 21.4% of patients had good clinical outcomes), but this difference
was not significant.

3.6. Additional treatment

3.6.1. Pharmacotherapy. The number of changes in mood stabiliz-
ers was examined to consider potential between-group differences
in medication management or effectiveness. The number of
changes during treatment (mean= 0.6, sd =0.8) and during follow-
up (mean = 0.4, sd =0.7) did not vary by treatment condition.

3.6.2. Psychosocial treatment. Most patients (86.7%; range = 2.6-2.9
sessions/month) received individual psychotherapy and just over
half (60.0%; range = 7.9-8.7 meetings/month) attended 12-step self-
help groups during the 3-month treatment; no between-group
differences were statistically significant for attendance or for num-
ber of sessions attended.

3.7. Quality assurance

3.7.1. Data completion rate. During treatment, data completion was
quite high for the primary outcomes of substance use and mood:
100% of data were collected for days of substance use, and mood
data were collected for 60/61 patients; we collected follow-up data
for 58 of 61 patients (95.1%). For the secondary outcomes, data were
collected on 54-60 patients for all 6 study months. We designated
two tiers of data, similar to the National Institute on Drug Abuse
Collaborative Cocaine Treatment Study (Crits-Christoph et al., 1999)
and our previous randomized controlled trial of integrated group
therapy (Weiss et al., 2007). “First-tier” data were collected dur-
ing face-to-face meetings. “Second-tier” data were collected from
telephone interviews and mailed questionnaires if we were unable
to collect data in person. We collected exclusively first-tier data
from 45 patients (73.8%), and a combination of first- and second-
tier data from the rest; this did not vary by treatment condition.
The frequency of substance use and mood episodes did not vary by
type of data collection.

3.7.2. Self-report validity. We compared urine screens obtained at
weekly group sessions to weekly self-reports. Four patients failed
once each to report substance use when urine screens were posi-
tive, and one patient failed to do so twice. Hence, only 1.2% (6/505)
of self-reports showed underreporting of substance use compared
to urine data. In these situations, patients were contacted and dis-
crepancies were resolved.

3.8. Group session attendance

The number of group sessions attended did not vary by treat-
ment condition: integrated group therapy patients attended a mean
of 74.2% (sd = 24.2) of groups, while group drug counseling patients
attended a mean of 71.1% (sd = 20.5) of group sessions.

4. Discussion
4.1. Summary of findings

In this randomized controlled study, we successfully modified
integrated group therapy to be delivered with excellent fidelity by
SUD counselors without previous training in cognitive-behavioral
therapy or bipolar disorder treatment. The results of this trial sup-
port the findings for substance use reported in our previous study
examining a longer version of integrated group therapy, conducted
by therapists with greater knowledge of both BD and CBT. In that
previous trial, we reported between-group differences in (1) days

of substance use and (2) time to the first abstinent month, with no
difference between groups in mood episodes. In the current study,
our primary outcome analyses showed trends toward a greater
reduction in days of substance use during follow-up and a greater
decrease in risk of mood episodes during treatment for integrated
group therapy patients. Some secondary outcomes also favored
integrated group therapy patients during treatment, with a signifi-
cantly greater likelihood of total abstinence, a significantly shorter
time to the first abstinent month, and a trend toward a greater
decrease in risk of depressive episodes. Finally, patients receiv-
ing this “community-friendly” version of integrated group therapy
were significantly more likely to achieve a “good clinical outcome”
on a composite measure designed to capture both substance use
and mood domains simultaneously.

4.2. Issues in outcome measurement for dually diagnosed patients

There is no “gold standard” for a substance use outcome mea-
sure in dually diagnosed patients. Assessing the number of days
of substance use (or its converse, days abstinent) highlights rela-
tive success, but this is an imperfect measure among individuals
using different substances at different levels of intensity and risk.
Moreover, levels of use that could be non-problematic under most
circumstances could be hazardous among those with serious psy-
chiatric illness such as bipolar disorder. It is also unclear what level
of improvement in this outcome measure is clinically significant.
Alternatively, measuring total abstinence affords a clear indicator of
success for substance use, but does not take into account improve-
ment that is less than “perfect.” Examining both of these substance
use outcomes, then, provides a more comprehensive assessment,
which in this case favors integrated group therapy more on mea-
sures of abstinence. Recent research has suggested that abstinence
may be very important clinically; Goldstein et al. (2006) found that
even moderate use of alcohol may adversely influence the course of
bipolar disorder. Our use of a composite measure of a good clinical
outcome, i.e., doing well in both substance use and mood domains at
the end of treatment, was designed as a clinically relevant measure
of treatment success specific to this population. The fact that inte-
grated group therapy produced significantly higher rates of total
abstinence and good clinical outcomes than did group drug coun-
seling supports the specific emphasis on the interface between
mood and substance use.

4.3. Possible explanations for the study results

The comparatively smaller impact of integrated group therapy
on mood could be related to the high degree of medication adher-
ence among both groups throughout the study; this could have
created a ceiling effect for one of the potential mechanisms of
action of integrated group therapy on mood, i.e., improvement in
medication adherence. Alternatively, dually diagnosed patients can
achieve some psychiatric benefit from manualized SUD treatment;
for example, significant improvement in psychiatric symptoms has
been reported in patients with posttraumatic stress disorder and
SUD who received manualized SUD relapse prevention treatment
(Hien et al., 2004). The non-specific benefits of group drug counsel-
ing (e.g., the emphasis on the need to be self-aware, to accept one’s
problems, and to lead a healthy lifestyle) may have helped patients
deal with their BD as well.

Another reason for the greater differential impact of integrated
group therapy on substance use than on mood is the fact that a
patient can choose to stop using drugs and alcohol immediately,
but cannot make an analogous decision to cease being depressed
or manic. Interestingly, visual inspection of the monthly data on
days of substance use suggests that the greatest decrease occurred
during the first month in treatment (see Fig. 2, upper panel). Thus,
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short-term substantive gains can be achieved in behavioral treat-
ments of SUD, whereas gains from behavioral treatments of BD are
usually achieved over a longer period of time. Since our previous
study (Weiss et al., 2007) of a 20-week course of integrated group
therapy also found that integrated group therapy had a greater
impact on SUD than on BD, however, an even longer period of
treatment might be needed to produce enduring mood outcomes.

The worse scores for integrated group therapy patients on the
ASI Alcohol Composite, despite similar amounts of drinking, may
indeed reflect more alcohol problems for integrated group therapy
patients compared to group drug counseling patients. Alternatively,
the scores may be related to a perception on the part of these
patients that continued drinking could worsen the course of their
BD; the adverse impact of continued substance use on mood is a
central theme of integrated group therapy, and is not emphasized
in group drug counseling. Thus, integrated group therapy patients
could have been more concerned about potential use even during
periods of abstinence or reduced alcohol consumption.

4.4. From efficacy to effectiveness research

This study represents a step from efficacy research to effec-
tiveness research. Efficacy studies examine specific treatments
under the strictest and presumably most favorable conditions: they
focus on narrowly defined patient populations, with strict inclusion
and exclusion criteria and highly trained clinicians. Unfortunately,
empirically supported treatment approaches that are efficacious in
such studies have been infrequently adopted in SUD community
treatment programs (Lamb et al., 1998). Academic centers often
study populations that are unrepresentative of treatment-seeking
patients in the community, thus limiting the generalizability and
the credibility of the treatment to community practitioners. More-
over, such studies often examine complex, expensive treatments
delivered by highly trained clinicians which community SUD pro-
grams may be unable to implement due to the lack of properly
trained personnel or inadequate reimbursement.

In the current trial, we shifted toward effectiveness research by
using SUD counselors as study clinicians and shortening the length
of treatment to accommodate the realities of limited funding for
mental health and SUD treatment. We did not expand the patient
population, since even our efficacy study had been relatively inclu-
sive, with few clinical exclusion criteria.

4.5. Limitations

Generalizability is limited by the nature of the study sample:
most were white and half were college graduates; this level of
education is high compared to a nationally representative sample
of people with bipolar disorder (Goldstein et al., 2009). Further,
patients were seeking treatment for both disorders and had to be
taking a mood stabilizer. The high degree of medication adherence
exhibited by participants in both treatment conditions suggests
that some of the most difficult and severely disabled patients with
these two disorders, who often have poor adherence to treatment,
were not represented in this trial. Implementation of integrated
group treatment in a clinical setting with a larger sample, perhaps
in a public mental health system, and including patients with lower
motivation for treatment, would thus be informative.

It is unlikely that other factors, such as medication regimens,
individual psychotherapy, or self-help group attendance accounted
for the better outcomes in integrated group therapy, since we found
no between-group differences in these factors. Conversely, certain
aspects of the study design, such as including patients with different
substances of abuse and different medication regiments, enabled us
to more closely approximate clinical practice and thus shift toward
effectiveness research. Increased variability within the relatively

small study sample, however, may have reduced power to detect
certain between-group differences.

In the analyses of the secondary outcomes, it must be acknowl-
edged that no corrections were made for multiple testing. Although
Bonferroni corrections are a potential safeguard against multiple
tests of statistical significance, they are overly conservative when
the multiple outcomes are expected to be correlated (Miller, 1981).
However, we note that with analyses of 14 secondary outcomes,
and testing at the alpha = 0.05 level, we would expect less than one
significant result due to chance. Therefore, the significant results
reported for four out of 14 secondary outcomes favoring integrated
group therapy cannot be explained as due to chance alone.

4.6. Strengths

Our study had a number of strengths, including a very high rate
of data completion (e.g., complete substance use and mood data for
all 6 study months in 95% of the patients). Moreover, since three of
the four study clinicians administered both treatment modalities,
the effects of individual therapist characteristics are largely con-
trolled for. Furthermore, all group sessions were tape-recorded and
monitored for fidelity to the treatment modality. This enabled us
to assess for possible contamination of one treatment by the other
(e.g., a counselor using IGT techniques in GDC); adherence was high
for each counselor.

It is noteworthy that integrated group therapy can be delivered
with a high degree of fidelity and competence by SUD counselors
without previous CBT experience or knowledge of BD; this finding
supports the feasibility of implementing integrated group therapy
in real-world SUD community treatment settings. Future research
should continue to broaden the scope of integrated group therapy,
focusing on more sociodemographically and clinically heteroge-
neous populations. The results of this study suggest that integrated
group therapy is an effective treatment in conjunction with phar-
macotherapy for patients with bipolar disorder and substance
dependence.
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