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Preface 
 

This thesis was conducted from 2017 to 2022 at the Unit of Clinical Alcohol Research, Institute 

of Clinical Research at University of Southern Denmark in collaboration with 18 public alcohol 

treatment institutions in Denmark. The project was kindly and unconditionally funded by 

Trygfonden, The Psychiatric Research Foundation in the Region of Southern Denmark, and The 

University of Southern Denmark. 

The overall aim of the thesis was to compare the effect of three different formats of Community 

Reinforcement and Family training (CRAFT) and investigate the experiences of CRAFT when 

offered in Danish Alcohol treatment institutions. The thesis is based on five independent research 

papers; paper 0 is a protocol describing the design of the randomized control trial. Paper I is a 

qualitative study of how concerned significant others (CSOs) of people with alcohol problems 

experience being close to an individual who drinks excessively but is reluctant to reduce drinking 

and to seek treatment, and which factors led to CSOs seeking professional help. Paper II reports 

findings of an RCT study and compares the outcomes of the three different formats of CRAFT, 

i.e., level of the Identified Patient (IP) treatment seeking and CSOs’ quality of life. Paper III is a 

qualitative evaluation of how the CSOs’ experience participating in a CRAFT intervention. 

Lastly, paper IV is a qualitative study of how the therapists, who delivered the CRAFT 

intervention, experience working with CSOs and CRAFT. 

The structure of the thesis is as follows: Chapter one presents the scientific background and the 

rationale for the studies. Chapter two summarizes the methods and materials used in paper I-IV. 

Chapter three is a summary of the most important results. Chapter four is a discussion of the main 

results in relation to existing knowledge and the applied methods including strengths and 

limitations. Chapter five presents the conclusion including implications for public health, 

research, practice, and lessons learned. Chapter six is an English summary and chapter seven is a 

Danish summary. The papers are presented in appendix A1-A5. 
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1 Background 
 

This chapter presents the scientific background and the rationale for doing a study on Community 

Reinforcement and Family Training in Danish alcohol treatment. 

1.1 ALCOHOL USE AND TREATMENT IN DENMARK 
Alcohol is consumed in most parts of the world and the vast majority of people have a non-

problematic intake of alcohol (World Health Organization, 2018), although for some people it 

develops into an alcohol use disorder (AUD) (American Psychiatric Association, 2013). AUD is 

categorized as a mental health disorder and characterized by compulsive heavy drinking and loss 

of control. AUD is associated with a high degree of mortality and burden of diseases (Carvalho, 

Heilig, Perez, Probst, & Rehm, 2019). Moreover, AUD is associated with increased medical and 

mental health costs, risk of accidents, productivity loss at workplaces, and higher rates of crime 

and violence (World Health Organization, 2018). 

During the last decades, there has been an increasing focus on alcohol use in Denmark due to a 

high per capita consumption in the country. Recently, the Danish Health Authorities changed their 

recommendation for maximum alcohol intake from seven standard units per week for women and 

14 standard units per week for men to maximum 10 units per week for both men and women and 

maximum four units per day. The new recommendations were made because they had found that 

the risk of early death increased significantly when drinking more than 10 units per week. 

Moreover, they recommend that persons under 18 years of age and pregnant women do not drink 

alcohol (Danish Health Authority, 2022). 

Based on the previous recommendation, which differentiated between gender, it is estimated that 

585,000 people have a harmful use of alcohol, and out of these, 148,000 (equaling 3% of the 

population) are dependent on alcohol in Denmark (A. B. Hansen et al., 2011). Around 15.7% of 

the adult population exceeds the limit of 10 units per week. For men it is 23% and women 8.8%. 

The group which tends to exceed the limit most is 32.5% of the men between 65-74 years. The 

group with the lowest level of education is the group who most rarely exceeds the limit of 10 units 

per week. However,  the group with the highest education exceeds it the most (Danish Health 

Authority, 2021). Furthermore, most of the Danish adult population regularly uses alcohol. Data 

from 2021 showed that only 14.6% of the adult population had abstained from drinking alcohol 

in the last year (Danish Health Authority, 2021). 

AUD is one of the disorders with the highest treatment gap (Carvalho et al., 2019). This is despite 

that there are effective and cost-effective treatments for AUD. Both pharmacological and non-

pharmacological treatments are available. In Europe, some of the most used pharmacological 
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treatments of AUD are disulfiram, acamprosate, naltrexone, and nalmefene (Witkiewitz, Litten, 

& Leggio, 2019). The non-pharmacological treatment used in the public treatment institutions in 

Denmark consists of psychological and behavioral interventions including brief intervention, 

family therapy, motivational interviewing, behavioral therapy, community reinforcement 

approach, contract treatment, cognitive therapy, supportive therapy, and environmental therapy 

(Hell, Miller, Nielsen, Mejldal, & Nielsen, 2021). In Denmark, treatment for AUD does not 

require a referral and it is free of charge to all citizens. By law, the patient has a right to receive 

treatment within two weeks, and individuals may choose to seek treatment at their local treatment 

institution or at a treatment institution in another municipality after preference (Hellum, Bilberg, 

Andersen, et al., 2022; Schwarz, Nielsen, & Nielsen, 2018; The Danish Parlement, 2016). 

Nevertheless, only 17,600 people receive treatment for their AUD in public alcohol treatment 

institutions each year (Danish Health Data Authority, 2020). Moreover, it is well documented that 

the majority of patients seeking treatment have suffered from AUD in years before doing so 

(Carvalho et al., 2019). The low treatment rate may be explained by different factors related to 

the person with AUD, the clinicians, the health system’s stigma and difficulties in identifying 

patients with AUD (Carvalho et al., 2019).  

Despite that most of the adult Danish population consume alcohol, and drinking alcohol is widely 

accepted in the Danish population (Grønkjær, Curtis, De Crespigny, & Delmar, 2011), 

problematic alcohol use and loss of control are associated with taboo and stigma. Stigmatization 

towards people with AUD is not only seen among the public. Some Danish research has shown 

that health professionals (Hellum, Bjerregaard, & Nielsen, 2016; Oxholm, Christensen, 

Christiansen, & Nielsen, 2021) and job consultants (M. B. Hansen et al., 2015) are bringing their 

own attitudes about alcohol into practice, which makes it difficult to address the alcohol problems 

and refer people to treatment (Hellum et al., 2016). 

1.2 ALCOHOL USE DISORDERS’ IMPACT ON THE CONCERNED SIGNIFICANT OTHERS 
The high number of people with alcohol problems in Denmark also indicates that a lot of families, 

children, friends, colleagues etc. are affected by another person’s alcohol problems. Different 

terms have been used in the literature to describe this group of people, sometimes only the closest 

family. In the present thesis ‘Concerned significant others (CSO)’ will be used for people who 

are affected by and close to a person with alcohol problems. The person with alcohol problems is 

referred to as ‘Identified patient’(IP) and will sometimes be mentioned as him/his, although the 

IP in many cases may be female. 

There is no estimate on how many CSOs of people with alcohol problems there are in Denmark 

but, with an estimate of 585,000 Danish people with harmful alcohol use, indeed many are 

affected by another person’s alcohol problem. It is thus estimated that 26.2% to 31.5% of the 

population is close to at least one heavy drinker (Bloomfield, Jensen, & Ekholm, 2019; Casswell, 
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You, & Huckle, 2011; Iwen et al., 2010), and that in Denmark at least 3% of the Danish Population 

shares a household with a heavy drinker (Bloomfield et al., 2019). 

Furthermore, it is estimated that 122,000 children are living in families with alcohol problems 

(Blå kors i Danmark) and a lot of research has demonstrated that it can have huge consequences 

for the children to grow up with a parent with AUD, both as a child and in their adulthood. Some 

children who grow up with alcohol in the home experience physical violence, verbal abuse, 

neglect, domestic violence, being left alone unsupervised, and having to adopt responsibilities or 

parenting roles at an early age (Laslett et al., 2017; Velleman & Templeton, 2007). This may 

affect the child during all stages of development and make them at risk for developing, for 

example, behavioral problems, emotional difficulties, behavioral disturbance and social isolation 

(Velleman & Templeton, 2007). During adolescence they are at risk of being socially isolated, 

developing depression and anxiety, and developing strong connections to a bad environment 

which can lead to, for example, early drug and alcohol use, unsafe sex, and unplanned pregnancy 

(Pisinger, Bloomfield, & Tolstrup, 2016; Velleman & Templeton, 2007). In their adult life, many 

children of people with AUD still suffer from some of the above-mentioned issues. They might 

also be at greater risk for developing AUD or substance use disorder themselves (Holst, Tolstrup, 

Sørensen, Pisinger, & Becker, 2019; Mellentin et al., 2016; Velleman & Templeton, 2007). 

Not only the children in families with AUD are affected by the drinking. The drinking also has 

consequences for CSOs, for example, poorer mental, social, and physical health, social isolation, 

and poorer family conditions. Some studies have even found a decrease in life expectancy in close 

relatives (Birkeland et al., 2018). Being close to a person with heavy alcohol use is stressful, 

distressing, and emotionally exhausting. It results in major issues because the behavior of the IP 

is variable, changeable over time, unpredictable, and continuing (Casswell et al., 2011; McCann, 

Lubman, Boardman, & Flood, 2017). The relationship to a person with problematic alcohol use 

is often marked by frequent conflicts and the CSOs are often exposed to aggression, psychological 

and sometimes physical abuse from the heavy drinker (Orford, Velleman, Copello, Templeton, & 

Ibanga, 2010). The CSOs’ health can be affected in several ways. Some of the signs and symptoms 

are: poor sleep, substance use, eating disorders, psychological symptoms (such as difficulty 

concentrating, anxiety, depression, and  suicidal thought) and physical symptoms (such as 

sickness, headaches, back pain, hair loss, and generally feeling poorly, weak and ill) (Bloomfield 

et al., 2019; Huhtanen & Tigerstedt, 2012; Orford, Velleman, et al., 2010). Due to the 

circumstances the CSOs live in, they are also at an increased risk for developing different stress 

related conditions (Greenfield, Karriker-Jaffe, Kerr, Ye, & Kaplan, 2016; Ray, Mertens, & 

Weisner, 2009). Due to all these risks, symptoms, and conditions, the CSOs are more likely to 

seek medical services compared to others (Lennox, Scott-Lennox, & Holder, 1992; Lipscomb, 

Dement, & Li, 2003). Compared to people who are not close to a person who drinks heavily, they 
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have health-care costs 31-70% higher (Ray, Mertens, & Weisner, 2007; Svenson, Forster, 

Woodhead, & Platt, 1995). Moreover, the heavy drinking behavior can also lead to consequences 

for the family’s economic status, and families of heavy drinkers often fracture because of the 

heavy drinker’s persistent damaging and destructive behavior (Jackson, Usher, & O'Brien, 2006). 

In a scoping review, Birkeland et al. (2018) found that partners of people with substance use 

disorder reported lower quality of life (QOL) compared to the general population and there was 

an association between severity of substance use and poorer QOL (Birkeland et al., 2018). Some 

studies have even found that the partners scored lower in QOL than the person with substance use 

disorder, while other studies found that the CSO and IP scored equally poor in QOL (Birkeland 

et al., 2018). 

More men than women are reported to have problematic alcohol use (World Health Organization, 

2018). Hence, in several studies, more women than men have reported living with or knowing a 

person who drinks heavily (Seid, Grittner, Greenfield, & Bloomfield, 2015). Furthermore, 

research has also shown that women suffer more from relatives’ alcohol use than men, whereas 

men are more exposed to violence from people, whom they do not know, under the influence of 

alcohol, (Birkeland et al., 2018; Fillmore, 1985; Huhtanen & Tigerstedt, 2012; Karriker-Jaffe & 

Greenfield, 2014). While many studies of CSOs are based mostly on women, men have been 

found to experience the same harm from a substance using person when living together (Orford, 

Velleman, Natera, Templeton, & Copello, 2013). Even though the CSOs often feel let down and 

demeaned by the drinking person, they also feel a substantial responsibility and worry for the 

drinking persons’ health and wellbeing (Orford, Velleman, et al., 2010). 

Orford and colleagues developed a “stress-strain-coping-support (SSCS) model” describing the 

experiences and coping strategies of family members close to a person with problematic substance 

use (Copello, Templeton, Orford, & Velleman, 2010). The SSCS model comprises five main 

components: First, the stress related to being close to a person with a serious drinking problem 

for the close family members. The person’s misusing behavior can have a significant negative 

impact on individual family members and family life in general. Second, the strain experienced 

as a direct consequence of the stressful circumstances associated with a close relative’s drinking 

problem. Family members and the drinker’s close social network may experience pressures, 

tensions, and a high level of demands as a direct consequence of the drinking problem, and the 

family or network members are thus likely to show signs of ‘strain’ in the form of physical and 

psychological ill-health. Third, the ways families and networks cope. The coping styles may vary 

between tolerant-inactive coping, engaged coping and withdrawal coping. Fourth, the social 

support for family members. Social support is closely connected to coping since it is considered 

a key resource for coping. Family members can be helped or hindered in how well they cope with 

situations by how people, next to them, react and interact. Fifth is, information and understanding 
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which describes the family member’s understanding of what is going on and the sense they are 

making of it (Copello et al., 2010; Orford, Copello, Velleman, & Templeton, 2010). 

Like the people with AUD, the CSOs also feel there is stigma and taboo linked with the alcohol 

problem (Corrigan, Watson, & Miller, 2006; McCann & Lubman, 2018). Furthermore, the fact 

that almost all adults (in the western world) use alcohol and that the boundaries between use and 

misuse is, to some extent, culture dependent may lead to a doubtfulness in whether an alcohol 

problem is present or not. This doubtfulness can also have impact on whether CSOs are seeking 

professional help or talking to others about the IP’s alcohol use (Corrigan et al., 2006; McCann 

& Lubman, 2018). Besides stigma, CSOs often feel isolated, uninformed, and not valued in their 

role and, when they finally seek help, they do not always feel met and understood by the 

professional therapists (Hellum, Bilberg, & Nielsen, 2021; McCann & Lubman, 2018; Orford et 

al., 2013). 

1.3 TREATMENT OF CONCERNED SIGNIFICANT OTHERS  
The above mentioned and serious problems CSOs are exposed to indicates that CSOs have a need 

for help. Furthermore,  the low number of people with AUD seeking alcohol treatment also 

suggests that it might be relevant to use the CSOs’ competences and motivation for change to 

address the problem (Stanton, 2004). Several approaches have been developed to help CSOs of 

people with alcohol problems independent of whether or not the IP is receiving treatment. Some 

of these approaches focus only on the needs of the CSOs and help them to cope better with their 

situation. Other approaches focus only on getting the IP in treatment, and still other approaches 

are focused on both the needs of CSOs and getting the IP in treatment. Some of the most common 

approaches are presented below. 

One approach is self-help groups, like Al-Anon, which is a part of the Minnesota treatment family. 

They define themselves as an independent fellowship for family and friends of people with an 

alcohol problem and use a 12-step method as the starting point (Anthony, 1977). Another 

approach is Johnson Institute Intervention. This is a rather confrontational approach where the IP 

is ‘surprised’ by his relatives and has to choose between alcohol or the family (Loneck, Garrett, 

& Banks, 1996). This intervention may seem effective for getting the IP into treatment, but the IP 

does not always complete treatment. The family relationship is at risk of getting worse, and doing 

the intervention can be followed by regression and a feeling of betrayal after which trust is hard 

to rebuild (Stanton, 2004). Another less confrontational approach is ‘Pressures to change’ where 

the aim is to change the behavior in the concerned family members to increase the likelihood of 

the IP entering treatment (Barber & Crisp, 1995). The 5-step model is developed based on the 

stress-strain-coping-support model of addiction and the family (Orford, Templeton, Velleman, & 

Copello, 2005). This method addresses family members living with a problem drinker and focuses 

solely on the family member facing the problems (Copello et al., 2010). The five steps are: 
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listening nonjudgmentally, providing relevant information, exploring ways of coping, discussing 

social support, and establishing the need for further help. The 5-step method is known as very 

flexible and can be delivered by a range of helpers without lots of training (Copello et al., 2010). 

Another approach is Community Reinforcement and Family Training (CRAFT), which aims to 

work with the CSO to motivate the treatment-refusing IP into treatment through a positive 

reinforcement process (in addition to increasing the CSOs’ quality of life) (Sisson & Azrin, 1986). 

So far, CRAFT is the method that has proven most evident in increasing the likelihood that the IP 

will enter treatment after counseling with the CSO (Archer, Harwood, Stevelink, Rafferty, & 

Greenberg, 2020). 

Besides the approaches aimed at CSOs, several approaches are developed to help children in 

families with alcohol problems. For example, ‘Family-focused peer-support’ groups where people 

who experience the same problems help each other (Kelly et. al, 2017) and ‘Option 2’ which is a 

UK based intensive family preservation service for families with serious child protection concerns 

related to parents’ misuse of drugs and alcohol (Forrester, Holland, Williams, & Copello, 2016). 

In Denmark, there are several offers for children and adults who grow up or has grown up in 

families with alcohol problems. For example, Ung Revers, Blå kors, and TUBA, which offer 

group therapy, individual therapy, the opportunity to talk with peers, as well as telephone hotlines 

and internet-based digital hotlines. 

Furthermore, involvement of the family in the alcohol treatment aimed at resolving the alcohol 

use disorder for the IP has shown to be more effective than individual treatment in increasing 

abstinence and improving relationship functioning (O'Farrell & Clements, 2012). There can be 

several reasons for including the family in the treatment of the person with AUD. For example, 

using the family’s motivation for supporting the IP in his effort to reduce drinking. Moreover, 

trying to change the family patterns which promote an environment in the home that is conducive 

to persistent drinking (Klostermann & O'Farrell, 2013). However, there are also barriers to 

involving the family. One such barrier can be violence between the IP and the family member. In 

these situations, the most important aspect is safety. Another barrier may be the lack of therapists 

being trained in family approaches, since most training consists of isolated workshops and not a 

systematic, high-quality training program (O'Farrell & Clements, 2012). To our knowledge, no 

research has yet been undertaken into how a therapist experiences offering help and support to 

CSOs to persons suffering from AUD. 

In Denmark, help for CSOs free of charge is offered in most of the public treatment institutions, 

and it is possible to stay anonymous when seeking it. However, the content and extent of help 

varies a lot from municipality to municipality, since it is not statutory to offer help to CSOs. 

Therefore, some institutions only offer brief advice over the phone, while other institutions offer 

group-based psychoeducation or individual personal support delivered face-to-face. Self-help 
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groups and private treatment institutions focusing on CSOs do exist in Denmark, but they are not 

especially prevalent.  

In 2015, a Clinical Guideline of Alcohol Treatment was published by the National Health 

Authorities recommending CRAFT to CSOs, since it has been shown to be most effective in a 

meta-analysis of interventions aimed at CSOs (Danish National Health Authority, 2015). 

1.3.1 Community Reinforcement and Family Training 

In this section, the approach of CRAFT, and the research which has already been done on the 

approach, will be explained in more detail. 

CRAFT was suggested for the first time in 1986 by Sisson and Azrin and was a further 

development of Community Reinforcement Approach (CRA) which worked directly with the 

substance abusing person (Sisson & Azrin, 1986). The method builds on principals from 

motivational interviewing and behavioral therapy. CRAFT is an intervention aimed at CSOs of 

treatment-refusing substance abusers. There are three goals in CRAFT. The first and primary goal 

is to influence the IP to enter treatment. The second is to influence the IP to reduce his substance 

use, and the third goal is to help the CSO to make positive life changes that can improve 

psychological functioning regardless of whether the IP enters treatment or not (W. R. Miller, 

Meyers, & Tonigan, 1999; Sisson & Azrin, 1986). The CRAFT program is offered to the CSOs 

by therapists trained in the method and follows a treatment protocol. CRAFT consists of the 

following eight components: 

1) Motivational strategies: Describing the CRAFT program and setting positive 

expectations. 

2) Functional analysis of the IP’s substance-using behavior: Outlining the triggers of the 

drinking problem and developing CSO strategies based on this information. 

3) Domestic violence precautions: Assessing the potential for violence, training in 

recognition of early signs of domestic violence, and development of a safety plan. 

4) Communication training: Examining the CSOs’ current way of communication, 

teaching positive communication and practice via role-play. 

5) Positive reinforcement training: Learning to identify small rewards for the IP and 

teaching the CSOs how to use these rewards to reinforce clean and sober behavior. 

6) Discouragement of using behavior (called natural negative consequences in the present 

study): Learning to withdraw reinforcement at times of drinking episodes in order to 

allow for the natural negative consequences of the IP’s drinking behavior. 

7) CSOs self-reinforcement training (called Quality of life in the present study): 

8) Suggestion of treatment to the IP: Identifying the best time to suggest treatment for the 

IP. Preparing the CSOs to handle and overcome refusal, securing knowledge about 
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treatment opportunities, and (perhaps) developing a plan for treatment entry (Meyers, 

Miller, Smith, & Tonigan, 2002). 

Several studies have investigated the effect of a CRAFT program. A meta-analysis of 11 CRAFT 

intervention conditions, involving CSOs of people suffering from alcohol and/or drug misuse or 

gambling, found that CRAFT was twice as effective in engaging the IPs with treatment compared 

to control/comparison groups (Archer et al., 2020). Studies on problematic gambling found the 

lowest IP treatment entry rates, all below 23%, whereas studies with CSOs of substance abusing 

individuals reported IP treatment entry rates between 40 and 86%. Most studies address CSOs of 

people with substance abuse: Seven studies on alcohol alone, five on drugs alone, and five on 

both alcohol and drug problems (Archer et al., 2020; EÉk et al., 2020; Osilla et al., 2018; 

Siljeholm, Lindner, Johansson, & Hammarberg, 2022). Moreover, CRAFT has been studied in 

different formats: Individual format, group-format, self-delivered format, a mix of individual and 

group format (Archer et al., 2020), and internet-based format (iCRAFT) (EÉk et al., 2020; Osilla 

et al., 2018; Siljeholm et al., 2022). The individual format is the most studied format and has 

demonstrated treatment entry rates between 52-64% when studied on CSOs of people with alcohol 

problems only (Archer et al., 2020). The format which has shown the highest treatment 

engagement rates has been the individual format plus additional group sessions which have shown 

engagement rates from 77-86% (Meyers et al., 2002; Sisson & Azrin, 1986). A general strength 

of group therapy, compared to individual and self-help, may be that the participants meets like-

minded individuals and experience a sense of acceptance and inspiration which might lead to a 

reduction of shame (Orchowski & Johnson, 2012). Moreover, group format is considered a cost-

effective way of providing CRAFT, and a study by Manuel and colleagues indicated that CRAFT 

delivered in closed group format may be just as effective as individual CRAFT (Manuel et al., 

2012). Whether CRAFT delivered in open group format is as effective as individual CRAFT has 

yet to be investigated (Hellum, Bilberg, Andersen, et al., 2022). In the study by Manuel et al. 

(2012), they compared CRAFT in closed group format to CRAFT as a self-administered 

intervention. From the self-help group, 40% of the CSOs engaged their IP in treatment, which 

was not significantly different from the group format. However, Manuel et al. (2012) indicated 

that it was likely to be judge clinically significant by practitioners (Manuel et al., 2012). A study 

of CRAFT in internet-based format, offered to CSOs of people with alcohol problems, showed a 

treatment entry rate at 21.3%. It was, however, not significant from the control group (using a 

waiting list) (EÉk et al., 2020). 

To sum up, CRAFT in the individual format has been studied the most, and only one other study 

with CSOs of people with AUD has studied CRAFT in the group format. CRAFT, based on self-

help materials, might also lead to elevated rates of treatment entry. Most of the CRAFT studies 

have taken place in a research-based environment (Bischof, Iwen, Freyer-Adam, & Rumpf, 2016; 
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Kirby et al., 2017; Manuel et al., 2012; W. R. Miller et al., 1999; Sisson & Azrin, 1986) and only 

a few studies on alcohol have been conducted outside the USA (Bischof et al., 2016; EÉk et al., 

2020). The previous studies on CRAFT have been of relatively low quality; the two studies with 

the highest engagement rate were thus judged to have a moderate or poor study quality in the 

review of CRAFT studies (Archer et al., 2020). 

1.4 AIMS AND OBJECTIVES 

CRAFT has shown promising results abroad and is recommended in the National Clinical 

Guidelines on Alcohol Treatment in 2015 as the most effective treatment for CSOs.  In 2015, 

CRAFT was, however, a rather unknown method in Denmark. Therefore, with this study we 

wanted to investigate the different formats in real-life settings to create knowledge relevant for 

practice, in order to improve the treatment of CSOs of people with alcohol problems in Denmark 

by introducing CRAFT to the operating public treatment institutions. Thereby, empowering the 

CSOs to create changes in their family environment; changes that increase the likelihood of the 

addicted person seeking treatment and the CSOs own quality of life increasing. 

The overall aim of this thesis is to investigate three different formats of CRAFT, when 

implemented in Danish alcohol treatment institutions, and study the CRAFT formats from three 

different perspectives: The participants’ personal perspective, the therapists’ perspective, and 

finally, potential differences between three formats of CRAFT when it comes to outcome, 

measured as level of treatment-seeking of the IP, and mental health of the CSO. First and 

foremost, an RCT study formed the basis for this thesis, but it was quickly discovered, in the early 

days of the RCT study, that it was a challenge to recruit CSOs for the study. As a result, the 

decision was made to also study the CSOs perspective in help-seeking and how they actually 

experience the help-seeking process. Since it was a study in which CRAFT was implemented in 

Danish alcohol treatment, it was deemed important to find out how the intervention worked from 

the therapist’s perspective so their thoughts and experiences can inform further studies and the 

practice use of CRAFT. Hence, the three qualitative studies were conducted. Delimitation: It was 

not a part of the present study to investigate to what extent the CRAFT intervention was 

implemented in the Danish alcohol treatment after the present study was concluded. 
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This thesis is based on four papers with the following specific aims: 

• Paper I: To investigate how CSOs of people with alcohol problems experience being 

close to an individual who drinks excessively but is reluctant to reduce drinking and to 

seek treatment. Moreover, this study investigates what led to CSOs seeking professional 

help. 

• Paper II: To investigate the three formats for delivering CRAFT (individual, open 

group, self-administered) in a RCT. It was hypothesized that: 

- CSOs randomly assigned to receive six sessions of CRAFT delivered in either 

individual format or open group format would be able to motivate their IP to enter 

treatment significantly more often than CSOs randomly assigned to self-

administered CRAFT. 

- Six sessions of CRAFT delivered in open group would improve the quality of life 

and psychological functioning of the CSOs significantly more than both individual 

and self-administered CRAFT. 

• Paper III: To investigate the drivers and aims underlying CRAFT participation, as well 

as study the experience with, and preferences regarding, CRAFT specific modules as 

viewed from the CSO’s perspective (based on a sub-sample of CSOs who took part in 

the RCT. 

• Paper IV: To investigate what the therapists experienced when working with CSOs and 

CRAFT. 
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2 METHOD 

This chapter provides a brief description of the material and methods used in the four studies. As 

seen in table one, different methods were used. The different characteristics of the designs in 

relation to the studies is presented below. Further details can be assessed in paper 0-IV. 

Table 1: Overview of method and materials in papers I-IV. 
 

Design Method & 
materials 

Participants Analysis 

Paper 
I 

Qualitative 
 
Semi-structured 
individual interviews 

12 interviews 
 
Audio 
recorded 
 
Interviews 
fully 
transcribed 

12 female 
CSOs of 
people with 
AUD  
 
Group:4  
Individual: 5  
Self-help: 3 

Interpretative 
Phenomenological 
Analysis (IPA)  

Paper 
II  

Quantitative 
 
Three-armed cluster 
randomized control trial 
(RCT)  
 
18 treatment institutions 
randomized to offer one 
of three interventions of 
CRAFT: 
- Individual + self-help 
- Group + self-help 
- Self-help material 

only  

Questionnaire 
data collected 
at baseline, 3- 
& 6-month 
follow-ups  

249 CSOs of 
people with 
AUD  

Primary outcome 
compared between 
individual/group and 
self-help using 
logistic regression 
 
Secondary outcome 
compared between 
individual/self-help 
and group using 
linear regression with 
robust standard 
errors and analysis of 
covariance 

Paper 
III 

Qualitative 
 
Semi-structured 
individual interviews 

11 interviews 
 
Audio 
recorded 
 
Interviews 
fully 
transcribed 

11 female 
CSOs of 
people with 
AUD 
 
Group:4 
Individual: 5 
Self-help: 2 

Interpretative 
Phenomenological 
Analysis (IPA)  

Paper 
IV 

Qualitative 
 
Semi-structured focus 
group interviews 

Three 
interviews 
 
Audio 
recorded 
 
Interviews 
fully 
transcribed 

17 therapists 
who delivered 
the CRAFT 
intervention 
  
Group:4 
Individual: 5  
Self-help: 2 

Thematic analysis 
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2.1 STUDY DESIGNS 
Overall, there are three types of research designs; the quantitative approach, the qualitative 

approach, and a mix methods approach, which is a combination of the first two mentioned. The 

quantitative design mostly follows a post positivistic worldview and is usually used when the 

researcher is interested in collecting and analyzing numerical data using a structured method. The 

qualitative design mostly follows a constructivist worldview and is mostly used to collect and 

analyze narrative data using holistic methods. Mixed methods mostly follow a pragmatic 

worldview and combine the qualitative and quantitative method. (Creswell & Plano Clark, 2011; 

Tashakkori & Newman, 2010).  

In the present study, both qualitative and quantitative methods were used to answer the overall 

aim: To compare the effect of three different formats of CRAFT and study the experiences of 

CRAFT in Danish alcohol treatment from both the therapists’ and CSOs’ point of view. The thesis 

is based on one quantitative study and three qualitative studies. The thesis uses the mix methods 

design in the presentation of the results and in the discussion section, where the results from the 

qualitative and quantitative studies are used to explain each other. 

2.2 QUANTITATIVE STUDIES 

2.2.1 Randomized control trial and cluster randomized control trial  

Randomized control trial (RCT) is known as the best method to measure the effectiveness of 

treatments and intervention in health care (Kirkewood & Sterne, 2003). 

There are different ways of designing RCTs. If the aim is to investigate the effects and 

benefits/harms of a treatment/intervention under ideal circumstances, an efficacy study is the way. 

If the aim is to investigate the effect of a treatment/intervention in daily practice, an effectiveness 

study is relevant. For both efficacy and effectiveness studies, it is appropriate to compare the new 

treatment/intervention against a control group, that receives no intervention or a control 

intervention (active control group). In an efficacy study, the intervention is primarily compared 

to placebo or no intervention and an effectiveness study usually compares the new treatment to 

best practice or treatment as usual (TAU) (Singal, Higgins, & Waljee, 2014). If the aim is to 

investigate whether there is a difference between different interventions/treatment, you use a 

superiority study design, and if the aim is to investigate if there is no difference between the 

interventions/treatment, you can apply a non-inferiority study design (Dunn, Copas, & 

Brocklehurst, 2018). In our study, we considered self-help (written material, only), minimum 

intervention suitable for comparison since TAU was not possible, as mentioned above; TAU 

simply differed too much between the participating treatment institutions to form a uniform 

intervention. 
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The use of a RCT design ensures that systematic differences do not occur between the groups. 

Hence, treatment effects should not be biased by confounding factors. For a successful 

application, allocation concealment is important. This means that the people who recruit and 

allocate the participants to the study have no knowledge about which intervention the participants 

will receive. Moreover, it is a strength of the study if the participants and staff do not know which 

treatment they receive until the trial is closed, which is called double-blind design (Creswell & 

Plano Clark, 2011; Kirkewood & Sterne, 2003). It is, however, not always possible to blind the 

staff and participants, since the different kinds of interventions may be obvious. 

Cluster randomized trials follow the above-mentioned descriptions of RCTs, but the 

randomization is made to entire groups or places rather than individuals. It can be due to logistical 

reasons or the nature of the intervention. In a cluster randomized trial, it is necessary to include 

more participants then in a traditional RCT, since participants within a cluster might be more like 

each other than participants in other clusters. This can happen when, for example, a cluster 

consists of areas, institutions, or schools. For that purpose, the sample size must be multiplied as 

the design effect is dependent on the intraclass correlation coefficient. Moreover, it is important 

to check for the imbalance in baseline characteristics between the groups (Kirkewood & Sterne, 

2003). 

The present study can be considered a superiority study, since the aim was to investigate whether 

there was a difference in the effect of different formats of CRAFT (CRAFT in group format, 

individual format, or self-help format. 

Moreover, a cluster randomized design was used for the present study, since the treatment 

institutions varied much in capacity and participant flow, and it would take too long for the 

smallest treatment institutions to start up a group with individual randomization (which implied 

that only one third of the CSOs seeking help at the institution should be offered participation in 

the group format). The cluster randomization was also considered to prevent spillover effect 

within the treatment institutions. 

To ensure quality in conducting RCTs and analyzing data from RCTs, it is recommended to use 

the CONSORT Statement (Consolidated Standards of Reporting Trials) (Kirkewood & Sterne, 

2003). It is an evidence-based set of recommendations to report RCTs. CONSORT consists of a 

25-item checklist and a flow diagram, which summarize the different phases of the trial and 

number of participants in each phase (CONSORT). In the present study, the CONSORT checklist 

was used in writing up the protocol article (Hellum et al., 2019) and a CONSORT-inspired flow 

diagram was used in paper II to illustrate the flow of participants in the study (Hellum, Bilberg, 

Andersen, et al., 2022). 
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Quantitative data 

In the RCT study, data was collected by self-administered questionnaire at baseline, the three-

month follow-up, and the six-month follow-up. The baseline data was collected mostly on a tablet 

but also sometimes in paper form, when the CSOs were included in the study. At the three- and 

six-month follow-ups, the CSOs received the questionnaire by mail, by secure e-mail, or data was 

collected by means of a structured telephone interview, depending on their preferences. When the 

questionnaire was completed, the data was transferred to a database called Research Electronic 

Data Capture (REDcap). 

Table two provides a display of the included questionnaires chosen to obtain a profound 

knowledge about the CSOs, among these: demographic information, number of sick days, own 

alcohol use, quality of life, depression symptoms, satisfaction with life, how the drinking behavior 

impacted the family, and how they cope with the IP’s drinking behavior. According to the IP, we 

were interested in some demographic information, level of and current drinking status and 

whether they have been in treatment earlier. At three- and six months follow-up we were 

interested in whether the IP had sought treatment, and their satisfaction with the treatment.  

The Alcohol Use Disorders Identification test (AUDIT) questionnaire has been found valid and 

reliable in several general populations (Daeppen, Yersin, Landry, Pécoud, & Decrey, 2000; 

Moussas et al., 2009) Also, the PHQ-9 questionnaire has been found valid and reliable in a clinical 

setting and in the general population (Martin, Rief, Klaiberg, & Braehler, 2006). 

WHOQOL brief has been tested for validity and reliability in several studies (M. H. Kalfoss, 

Reidunsdatter, Klöckner, & Nilsen, 2021) including two Danish studies (Noerholm et al., 2004; 

Nørholm & Bech, 2001), and across studies it is estimated to be generally satisfactory. However, 

in some studies, the environmental and social domains have shown poor reliability (Kalfoss, Low, 

& Molzahn, 2008; M. H. Kalfoss et al., 2021). There are also some, though limited, evidence of 

the validity and reliably of the Family Member Impact Questionnaire (Orford et al., 2005) As for 

the rest of the questionnaires, there are no reports on validity or reliability, either because it is not 

possible to compare the questionnaire with a similar questionnaire, or because it is a less used 

questionnaire. 
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Table 2: Data collected at baseline, three-month, and six-month follow-ups. 

 Base-line 
(t0) 

Follow-up after 
3 months from 
baseline (t1) 

Follow-up 
after 6 
months 
from 
baseline 
(t2) 

Data    
Demographic information  
(Gender, age, level of education, children, job 
etc.) 

X   

Information on whether the drinker has 
sought treatment (primary outcome) 

 X X 

Audit (describing the CSO’s use of Alcohol)  
(Babor, Higgins-Biddle, Saunders, Monteiro, 
& Dependence, 2001) 

X X X 

WHOQOL_Bref (Quality of life)(The World 
Health Organization, 1995) 

X X X 

Self-reported number of days with sick leave 
within the last 30 days 

X X X 

Time spent with the problem drinker  
(Sobell & Sobell, 1992) 

X X X 

The drinker´s use of alcohol  
(according to the CSO) (Sobell & Sobell, 
1992) 

X X X 

PHQ9_Danish 
(Kroenke, Spitzer, & Williams, 2001) 

X X X 

Coping Questionnaire 30 items form (Orford 
et al., 2005) 

X X X 

Family Member Impact Questionnaire  
(Orford et al., 2005) 

X X X 

Personal Happiness Form 
(Adapted from (W. Miller, 2004)) 

X X X 

Satisfaction with the intervention received 
(Andersen et al., 2015) 

 X X 

 

Analysis of Cluster Randomized Control Trials 

Analyses used in cluster randomized trials depends (like in RCTs) on the type of outcome, 

whether adjustment for variables is needed, and whether sub-group analysis is needed. Also, the 

clustering in the design must be taken into account in the analysis, depending on whether data is 

clustered in group allocation or in outcome measures (repeated measures) (Kirkewood & Sterne, 

2003). In the present study, descriptive results of the participants were presented in Paper II 

(Appendix A3). Characteristics of the participants and dropouts at both three- and six-month 
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follow-ups were compared using chi-square tests for categorical covariates, and Student’s 

unpaired t-tests for numerical covariates. Moreover, an analysis of variance was used (ANOVA) 

to check for imbalance, at baseline, between the three randomized groups (Gliner, Morgan, & 

Harmon, 2003). To compare primary outcomes between the three CRAFT groups at the three- 

and six-month follow-ups logistic regression was used. To compare secondary outcomes between 

the three CRAFT groups at the three- and six month follow-ups, linear regression with robust 

standard errors and analysis of covariance, adjusting for baseline values of the outcome with 

robust standard errors was used (Hellum, Bilberg, Andersen, et al., 2022). As previously 

mentioned, it is important to take multiple testing into account. Therefore, all pairwise 

comparisons were adjusted for multiple testing using Sidak’s correction (Hellum, Bilberg, 

Andersen, et al., 2022; Šidák, 1967). Based on a precautional principle, complete case analysis 

was used. Hence, the CSOs not reached for follow-up were excluded from the analysis. 

2.3 QUALITATIVE STUDIES 
The qualitative design is useful when it is desired to understand perspectives from the 

participants’ point of view. It could be the participants experiences related to a special occasion 

or their point of view of their lived life (Brinkmann & Tanggard, 2010). Different qualitative 

approaches have been developed over time, for instance ethnography, grounded theory, case 

studies, phenomenological research, and narrative research (Brinkmann & Tanggard, 2010). The 

qualitative studies in the present thesis have their starting point in phenomenology and 

hermeneutics with interviews as the data source, since it was the CSOs and therapists’ experiences 

of the CRAFT interventions that were of interest. 

2.3.1 Interpretative Phenomenological Analysis 

Interpretative Phenomenological Analysis (IPA) (Smith, Larkin, & Flowers, 2009) was chosen as 

the specific method for analysis and interpretation of the interviews in paper I and III.  

IPA is a phenomenological approach used to explore how people make sense of experiences in 

life – especially when a major transition happens. Major transitions can be both positive and 

negative – though they mostly will induce reflection, thinking and feeling. The phenomenological 

approach in IPA relies on philosopher Edmund Husserl’s phenomenology about “going back to 

things themselves” meaning that you should go back to the experimental content of consciousness 

to find meaning, as opposed to fixing experiences in predefined categories (Smith et al., 2009; 

Zahavi, 2001). Moreover, the phenomenological research in IPA is reflecting the Husserl 

phenomenology, in order to systematically and attentively reflect on everyday life experiences. 

Usually, in IPA research, it is an experience of particular importance to the interview person 

which is investigated (Smith et al., 2009). Heidegger, a student of Husserl, was more concerned 

about the philosophy of existence and the practical activities and the relationships we are caught 

up in. In IPA research, it can be useful for the researcher to bear in mind, that we exist in a world 
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of objects, relationships, and language, and that our being-in-the world is always in-relation-to 

something (Smith et al., 2009). 

“There is a phenomenon ready to shine forth, but detective work is required by the researcher 

to facilitate the coming forth, and then to make sense of it once it has happened.” 

((Smith et al., 2009) p. 35) 

The theory of interpretation (the hermeneutics) is also a part of IPA. The participants’ statements 

will often reflect their own attempt to make sense of their experience. Moreover, the researcher 

interprets the statements to understand their experience. This is called ‘double hermeneutics' in 

IPA (Smith et al., 2009). According to Schleiermacher, interpretation involves grammatical (the 

exact and objective meanings) and psychological (the individuality of the speaker) interpretation.  

Through a detailed IPA analysis, it might be possible to offer meaningful insights, which exceed 

the explicit claims of the participant (Smith et al., 2009). Another writer on hermeneutics, 

Gadamer, underlined, among other things, the importance of history and the effect of tradition in 

the interpretation. He emphasized that the phenomenon could influence the interpretation, which 

could affect the structure, which again could influence the interpretation. Also meaning that the 

researcher must be aware of her own bias to let the text present itself (Gadamer, 2007; Smith et 

al., 2009). 

Lastly, IPA is ideographic which is concerned about the particular, meaning that every detail in 

the experience for each person and how this person make sense of the experience is of interest. 

Each case is examined in detail to gain insight into the precise nature of the participant’s 

experience. Therefore,  IPA tends to be applied to a limited number of participants, because it is 

essential to probe each participant experience and it is possible to explore the differences and 

similarities between each case in detail (Smith et al., 2009). 

2.3.2 Interviews 

Most IPA research uses semi-structured interviews to collect data. The purpose of the interview, 

as a research technique, is to understand the themes in the lived world from the participants own 

perspectives (Brinkmann & Tanggard, 2010). A semi-structured interview is based on a specific 

aim and themes (from where questions are developed for an interview guide) (Steinar Kvale & 

Svend Brinkmann, 2016). The interview guide should have open questions and be flexible so the 

participants can influence what is being covered. Both the researcher and the participant are active 

participants in the research process and the quality of the interview is crucial for the IPA analysis. 

The quality of the interview depends on the researcher’s ability to engage deeply and listen 

attentively, though, the access to the participants experiences will depend on how much the 

participants talk about their experiences and what they tell (Smith et al., 2009). 
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As seen in table three, two different kinds of interviews were conducted in the present study. The 

focus group interviews were conducted by RH, experienced in interviewing participants for 

research studies, and her main supervisor, who is an experienced interviewer. All one-to-one 

interviews were conducted by RH. 

Table 3: Overview of qualitative interviews 

Qualitative interviews in this thesis 

Type Number Participants Duration (minutes) 
One-to-one 12 12 CSOs 20-62 
Focus group 3 17 Therapists 66-117 

 

One-to-one interviews with CSOs 

In the six-month follow-up questionnaire, the CSOs were asked whether they would be willing to 

be contacted again for further questions and information within the next five years. All the 

participants, who had completed the six-month follow-up at a certain time and given their consent, 

were contacted by mail, telephone, or personal digital mail. In total, we contacted 40 CSOs, of 

whom 15 consented to participate in the present qualitative study. Three of these latter 

participants, however, did not give their consent until after we had closed the enrolment in the 

qualitative study; hence, the present study is based on interviews with 12 CSOs. Five of the CSOs 

had received CRAFT in the individual format, four CSOs had received CRAFT in the group 

format and three CSOs had received CRAFT in the self-help format (Hellum, Bilberg, Bischof, 

& Nielsen, 2021; Hellum, Bilberg, & Nielsen, 2021). 

The interviews took place in the CSOs home, at the treatment institution or at RHs office after the 

wish of the CSO. It was important that the CSOs felt confident in the interview situation, and the 

interviewer was emphatic, active listening, and sensitively aware of the CSO in the interview 

situation. 

The interview guide used in the one-to-one interviews with the CSOs is shown in appendix A7. 

The interview guide was developed by the research group behind the CRAFT study. The interview 

guide was developed to illuminate two questions 1) What - if anything- made it difficult to enter 

counselling as a CSO, and 2) How did the CSOs experience CRAFT, and what - if anything - 

changed during the participation in CRAFT.  

The 12 interviews with CSOs created a basis of the analysis in paper I and III. Unfortunately, one 

audio file was damaged in the transfer from the audio recorder to the computer and only contained 

the first eight minutes of the interview. Therefore, part of this interview is only included in paper 

I. 
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Focus group interviews with therapists 

Approximately 56 therapists, in total, were involved in delivering the CRAFT interventions 

throughout the project-years. The therapists had a background as nurses, psychologists, and social 

workers. Most of them were specially trained in alcohol treatment (Hellum, Bilberg, & Nielsen, 

2022). Some of the therapists changed jobs during the period of the study, and therefore left the 

study. The therapists, who delivered CRAFT in individual and group formats, underwent a three-

day course before delivering the intervention. Meanwhile, the therapists, who offered CRAFT in 

the self-administered format, were trained in the intervention after the conclusion of the study 

period to avoid spill-over effects. When the study was finalized, all therapists who were still 

involved in delivering CRAFT, were invited to participate in a focus group interview. A total of 

17 accepted, some of them representing not only themselves, but also their colleagues in their 

institutions. In all, 18 institutions were involved out of approx. 68 treatment institutions in 

Denmark, and the 17 therapists, who participated in the focus group interviews, represented nine 

treatment institutions (Hellum, Bilberg, & Nielsen, 2022). 

The interview guide used in the focus group, with the therapists who conducted CRAFT, is shown 

in appendix A8. This interview guide was also conducted by the research group with the aim of 

illuminating the therapists’ experiences of conducting CRAFT and working with CSOs. 

2.3.3 Analysis 

After interviewing the participants, the interviews were transcribed to do the analysis. In IPA, 

each interview is analyzed in detail before more general claims are generated. The analysis 

process is done in six parts: 1) Reading and re-reading to understand the material thoroughly by 

reading and re-reading the transcript and eventually listening to the audio file. The aim of the first 

step is to ensure that the participant becomes the focus of the analysis. 2) Initial noting is about 

noting everything of interest in the transcripts and will make the researcher start to identify how 

the participants talk about, understand, and think about the issue of interest. 3) Devolving 

emergent themes based on the initial noting. 4) Searching for connections across emergent themes 

to find out how the themes fit together. 5) Moving to the next case happens when step 1-4 is done 

for one interview and the researcher repeats the process with the next interview and tries to forget 

the codes and themes in the previous analyses. 6) Looking for patterns across cases is the final 

step before writing up the result section. Here, the researcher looks for patterns across the themes 

for each interview (Smith et al., 2009). 

2.3.4 Focus group interviews 

A focus group interview is an interview of a group of people together led by a moderator. The 

intention of the focus group interview is to get many different views on a specific topic. It is not 

the intention that everybody in the group should agree on the topics or find solutions, but to get 
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as many views as possible. The moderator should present the topics and facilitate the interaction 

in the group and create an atmosphere where all participants feel that they can be open and honest 

(Steinar Kvale & Svend Brinkmann, 2016). 

2.3.5 Thematic Analysis 

IPA is, because of its focus on the details of the participants’ experience, not the most suitable 

method for focus group interviews. Therefore, IPA was not applied in paper IV. Instead, a 

thematic analysis was applied (Braun & Clarke, 2006). Thematic analysis is a method for 

identifying, analyzing, and reporting patterns within data and across datasets. It is known for being 

more flexible in its approach than e.g., IPA. Thematic analysis is not committed to any pre-

existing theoretical framework, and therefore, it can be used within different theoretical 

frameworks, and for different things within them. Thematic analysis can be used as an 

essentialist/realist method which reports experiences and the reality of participants. It can also be 

used as a constructionist method, which examines how experiences, meaning etc. are an effect of 

a range of discourses operating within society. Furthermore, it can be used as a contextualist 

method which is a place between essentialism and constructionism and characterized by critical 

realism which acknowledges the way individuals make meaning of their experience and how 

social context affects that meaning. In Thematic Analysis there are two different approaches for 

analyzing data; one is an inductive approach where themes derive from the data and the other 

approach is the deductive approach where themes are constructed from existing theories or 

literature. Doing the thematic analysis with the inductive approach is a process which goes back 

and forth between the six steps. The six steps are: 1) Familiarizing oneself with the data by 

transcribing, reading, and re-reading data and noting down initial ideas. 2) Generating initial code 

by coding interesting data in a systematic way across data sets. 3) Searching for themes by 

collecting codes into potential themes. 4) Reviewing themes by checking themes are working in 

relation to the coded text. 5) Defining and naming themes by refining the specifics of each theme. 

6) Producing the report by selection of quotations, final analysis and writing the result section 

(Braun & Clarke, 2006).  

2.4 MIXED METHODS  
Mixed methods research is, as mentioned earlier, a mixture of the quantitative and qualitative 

approaches. The approaches can be mixed and used in different variations with different purposes. 

One variation, which is the method used in the present thesis, is ‘sequential mixed methods’ where 

the researchers mix the methods to elaborate on or expand the findings from one method with 

another method. Another variation is ‘concurrent mixed methods’ where the researchers converge 

or merge quantitative data with qualitative data to provide a comprehensive analysis of the 

research problem. A well conducted mix method study which involves both approaches in tandem 

can be superior to either a qualitative or quantitative study since the combination provides an 
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expanded understanding of the research question. The challenges of a mixed methods design can 

be that it is time consuming to collect and analyze both quantitative and qualitative data and that 

the researcher needs knowledge of both methods (Creswell & Plano Clark, 2011). 

In the present thesis, mixed methods research was used to better understand the CSOs life with a 

person with AUD and to understand how the CSOs and the therapists experienced the CRAFT 

intervention (the RCT study). First the quantitative data in the RCT study was collected followed 

by the qualitative data using the interviews. The results from the qualitative studies are used to 

get a better understanding of the quantitative data. The results in the thesis are presented in a mix 

between the qualitative and quantitative results. Thus, the stage of expanding the understanding 

of the research questions takes place in the discussion part, where results from the qualitative and 

the quantitative elements are conjointly discussed and interpreted. 

2.5 SETTING FOR THE INTERVENTIONS 
In the RCT study, 18 public alcohol treatment institutions were randomized to offer one of the 

three different CRAFT interventions: 

- CRAFT in individual format, supported by a self-help book.  

- CRAFT in open group sessions, supported by a self-help book.  

- CRAFT in a self-administered format by means of a self-help book only. 

CRAFT in individual and group format covered the eight components of CRAFT described in the 

background section. Previous CRAFT studies typically offered 12-14 sessions to the CSOs 

(Archer et al., 2020). In the study, the number of sessions for CRAFT in the individual and group 

formats was reduced to six sessions. The reason for this was two-fold. Firstly, to fit better to 

Danish public alcohol treatment where it might be difficult to find the resources to offer such a 

long help program for CSOs, and secondly the findings of previous CRAFT studies suggest that 

IP treatment engagement is typically realized within the first six sessions (Kirby et al., 2017; 

Roozen, de Waart, & van der Kroft, 2010). 

Bibliotherapy, or self-help material, is a therapeutic intervention with written material designed 

to help persons modify their behavior on their own (Manuel et al., 2012). The self-help book in 

this study, described the eight components of CRAFT including violence (Nielsen, 2017). In 

addition, the book included a chapter containing basic information about the mechanisms in AUD, 

and how AUD affects both IPs and CSOs, in addition to information about alcohol treatment, 

what treatment implies, and how to easily get access to treatment. All three groups received the 

book: the self-help-group received the book as the only intervention, and participants in the 

individual and group-conditions received the book as a supplement to the face-to-face 

interventions (Hellum, Bilberg, Andersen, et al., 2022; Nielsen, 2017). 
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The self-administered intervention was chosen as a comparison group instead of either ‘treatment 

as usual’ or a waiting list. Treatment as usual was disregarded since the usual interventions being 

offered to the CSOs differed between the treatment institutions. A waiting list was disregarded as 

a control condition since participants waiting for an intervention or treatment do not act 

‘naturally’, but simply wait and become worse than they would have outside the study (Redko, 

Rapp, & Carlson, 2006), potentially leading to an overestimation of the effectiveness of the 

experimental condition. Instead, it was decided to offer the comparison group a self-help book 

with the possibility of a follow-up face-to-face session with a therapist after three months. This 

was regarded to be an appropriate minimal intervention (Hellum, Bilberg, Andersen, et al., 2022). 

2.6 PARTICIPANTS 
Participants in the RCT study were CSOs of people with alcohol problems who refused treatment. 

The CSOs had to fulfill the inclusion criteria described in table five (Hellum, Bilberg, Andersen, 

et al., 2022). 

Table 4: Inclusion and exclusion criteria for CSOs participating in the RCT study 

Inclusion criteria  Exclusion criteria 

 18 years and older  Suffering from dementia or other 
cognitive disorders 

Being a CSO to a person with alcohol problems who 
is not currently under treatment for an alcohol problem 

Not speaking Danish 

Having the intention to maintain contact during the 
next 90 days 

Being psychotic or otherwise severely 
mentally ill 

Having had regular contact with the IP for the last 90 
days (face-to-face contact for several hours on, at 
least, a weekly basis) or having the wish to re-establish 
regular contact to IP 

Have been in treatment for AUD in 
the last three months 

Being prepared, at least to some extent, to support the 
problem drinker if he/she chooses to seek treatment 

Being concerned about a person who, 
according to the CSO, uses illegal 
substances 

2.7 ETHICS 
Ethical considerations were made to protect and respect the participants. 

The study was approved by the Danish Data Protection Agency (Region of Southern Denmark 

2008-58-0035 project no. 17/46074). The study was also submitted for ethical approval to the 

Danish Ethics Committee (Project-ID: S-20170148). However, the study did not require formal 

approval since it was a questionnaire survey to compare different ways of implementing a 

recommended treatment method, CRAFT, according to the National Clinical Guidelines in 

Denmark (Hellum, Bilberg, Andersen, et al., 2022). 

All the treatment institutions gave approval for the study to take place in their institution, and 

when CSOs contacted the treatment institutions, they were informed by the therapists about the 

procedures for attending the study, both orally and in writing. The CSOs who participated in the 
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study signed an informed consent document. Only the three researchers, who were in charge of 

running the study, had access to the database with sensitive personal data. Data was extracted in 

anonymous form for data analysis. 

The CSOs and therapists, who participated in the qualitative interviews, signed an additional 

informed consent for those studies. The qualitative interviews with the CSOs took place in a 

private and secluded place of the participants’ choice, for example in the participants’ home, 

workplaces, or in the treatment institution where they had received the CRAFT intervention 

(Hellum, Bilberg, Bischof, et al., 2021). 

All relevant guidelines have been followed according to the Declaration of Helsinki. 

The RCT study was registered at ClinicalTrials.gov, identifier: NCT03281057, on the 17th of 

September 2017. 
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3 RESULTS 

This chapter provides a summary of the most central results from paper I-IV. First presented are 

how the participants in our study experienced being a CSO to a person with alcohol problems, 

how they themselves experienced help-seeking, and how the therapists experienced them and 

their situation when they entered treatment. Thereafter, a comparison of the three formats of 

CRAFT in leading the IP to engage in treatment and change in quality of life and the mental health 

of CSOs is described, along with descriptions of the CSOs’ and therapists’ experiences of the 

CRAFT intervention, the formats of it and the content. All obtained results can be assessed in 

paper I-IV. Table six presents an overview of the central themes identified in paper I, III and IV.  

Table 5: Central identified themes in the qualitative studies 

 Paper I Paper III Paper IV 

Interviewees CSOs CSOs Therapists 

Themes The CSO’s feelings 
and experiences of the 
situation prior to help-
seeking 

Entering the CRAFT 
program 

Concerned significant 
others- 
a special group 
 

The relationship with 
the drinker 

The CRAFT 
Components 

Help prior to CRAFT 
 

Reasons for help-
seeking and its 
trajectory 

The format in which 
the CRAFT 
intervention was 
delivered 
– The written material 
on CRAFT 

Working with CRAFT 
The content of CRAFT 
Formats for delivering 
CRAFT 
Diary 
The self-help book 
 

What the CSOs hoped 
to gain from help-
seeking 

What was gained from 
the CRAFT 
intervention? 
How well did it work? 

Change from a lack of 
structure to structure 
 

 What were the 
participants’ 
perceptions of the 
CRAFT intervention? 

Change in CSOs 
 

 Filling out 
questionnaires 

Change in the therapist’s 
role 
Dilemmas 

 Suggested 
improvements to the 
CRAFT intervention 
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3.1 WHAT IT IS LIKE TO BE A CONCERNED SIGNIFICANT OTHER OF A PERSON WITH 

ALCOHOL USE DISORDER AND TO SEEK HELP 

Being close to a person with an alcohol problem can be both stressful and have a negative impact 

on the CSO. From our interviews with the CSOs, it became clear that their daily life was full of 

unsafe situations (with verbal violence), which led them to be ever vigilant in reading the signals 

from the drinking person. A striking finding was that life with the IP often led to the CSOs even 

losing their homes as safe havens. They found it difficult to know whether they could come home, 

relax, and feel safe. Some CSOs even described their home environment as a warzone or a prison 

(Hellum, Bilberg, & Nielsen, 2021). 

Although some of the CSOs described the IP as aggressive, mad, nasty, quick-tempered, 

negligent, commanding, and without initiative when influenced by alcohol, they also felt a huge 

love for their IP. Hence, most of the CSOs had tried for many years to help their IP with their 

alcohol problem. At last, however, they found that they could not solve the problems alone, which 

was hard for some CSOs to realize. Although the CSOs had come to the decision to seek help, it 

was often difficult because some felt ashamed about it and thought it was taboo, or felt disloyal 

to the IP (Hellum, Bilberg, & Nielsen, 2021). 

3.2 THE CONCERNED SIGNIFICANT OTHERS’ EXPERIENCES WHEN ENTERING THE 

TREATMENT INSTITUTION 
Most of the CSOs explained that they had felt very alone with the problems and that they had not 

shared their thoughts with anyone else. The CSOs felt it was a huge taboo and they, moreover, 

were embarrassed about the alcohol problem. A few CSOs could share their problems with family 

and friends. However, other CSOs had stopped sharing their thoughts because family or friends 

constantly advised to leave the IP (Hellum, Bilberg, & Nielsen, 2021). When the CSOs entered 

the treatment institution they felt very well received. They experienced being met without any 

prejudice or sense of taboo, and the treatment provider made them feel comfortable and accepted. 

When the CSOs started to describe their situation they began to experience relief and they got a 

feeling of not being the only one in their situation (Hellum, Bilberg, Bischof, et al., 2021).  

The therapists noted how the CSOs expressed a high degree of hopelessness and powerlessness 

when entering the treatment, but at the same time, the therapists also found that the CSOs had 

some resources, energy, drive, and a great willingness to become involved in the treatment of the 

drinking individuals (Hellum, Bilberg, & Nielsen, 2022). 

The CSOs’ hope for the treatment varied; most CSOs hoped that the IP would enter treatment or 

decrease alcohol intake. Some CSOs hoped to acquire tools to tackle their IP better. Some CSOs 

also wished to work on their own behavior to learn how to achieve greater calmness, how to 
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respond better towards the IP’s behavior, and also learn to take better care of themselves (Hellum, 

Bilberg, & Nielsen, 2021). 

The therapists considered that the CSOs came with very different needs that depended on their 

level of strain. They found that some CSOs were not aware of what they really wanted from the 

counseling. Others were just stopping by to have someone to discuss their frustration with and 

talk to. Other CSOs expressed a direct wish for tools to support the IP, and yet other CSOs were 

very desperate and asked for someone else to take care for the IP. It was the therapists’ experience 

that most of the CSOs asked what to do with the IP and not what to do for themselves (Hellum, 

Bilberg, & Nielsen, 2022). 

3.3 DOES FORMAT OF CRAFT INTERVENTION HAVE AN IMPACT ON OUTCOME 
A total of 259 CSOs were included in the RCT (see figure 1).  

- n=88 in the CRAFT group intervention 

- n=96 in the individual CRAFT intervention 

- n=65 in the self-help intervention. 

Most of the CSOs were female (85% n=211) and the mean age of the participants was 49 years 

(SD; 13.9). A majority of the CSOs were the partner/spouse of the IP (50% n=123). Thereafter, 

most were parents (22% n=53). Sixty percent of the CSOs (n=148) had children living at home. 

The average score in the quality-of-life domains were DOM1 (psychical health: 15.1 (SD 2.6), 

DOM2 (psychological health): 12.9 (SD 2.7), DOM3 (social relationship); 13.0 (SD 2.9), DOM4 

(environment): 14.4 (SD 2.0). The average PHQ-9 score was 8.2 (SD 5.4). The majority of the 

CSOs (77% n=191) had not sought counseling earlier because of their IP’s drinking (Hellum, 

Bilberg, Andersen, et al., 2022). 

 

Figure 1: Flow chart of participants in the RCT study 
(Adapted from paper II (appendix A3)) 
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3.3.1 Treatment engagement 

One of the three goals with CRAFT is to engage the IP in treatment for his/her alcohol problem 

and this was what most of the CSOs aimed for when seeking help (Hellum, Bilberg, & Nielsen, 

2021). As shown in table seven of the 144 (60%) CSOs who completed the three-month follow-

up, 26 % (n=37) reported that their IP had sought treatment for their AUD. Among the CSOs who 

participated in either CRAFT in group or individual format 29 % (n=32) reported that their IP had 

engaged in treatment, and from the self-help it was 15 % (n=5) who at the three-month follow-up 

reported that the IP had started treatment. The difference between individual/group vs. self-help 

was, however, not statistically significant (Odds ratio (OR) = 2.27 (95% CI: 0.80, 6.41)) (Hellum, 

Bilberg, Andersen, et al., 2022). 

Table 6: Treatment engagement at three-month follow-up  

 Total 
study 
samplea 

CRAFT intervention Comparison 
Group Individual Self-help Group or 

individual 
Group or 
individual vs. 
self-help 

 N (%) N (%) N (%) N (%) N (%) OR (95%-CI) 
Treatment 
engagement 
at 3 months 

      

N 144 48 63 33 11  
No 107 (74) 34 (71) 45 (71) 28 (85) 79 (71) Ref. 
Yes 37 (26) 14 (29) 18 (29) 5 (15) 32 (29) 2.27 (0.80, 6.41) 

aExcluding participants who answered “Don’t know” to question on the IP’s treatment engagement at the three-month 
follow-up: At three months n=7 (5%); at six months n=8 (6%) 
 
At the six-month follow-up, 118 (55%) of the CSOs completed the follow-up questionnaire. As 

shown in table eight, 41% (n=48) of CSOs, who completed the six-month follow-up, reported that 

their IP had now engaged in treatment. For the CSOs who received CRAFT in the individual 

format or group format, it was 43% (n= 39) and 32% (n=9) of the CSOs in the self-help format. 

The difference between the intervention for individual/group vs. self-help was not statistically 

significant at the six-month follow-up OR = 1.61 (0.66, 3.97) (Hellum, Bilberg, Andersen, et al., 

2022). 
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Table 7: Treatment engagement at either three- or six-month follow-up 

 Total 
study 
sample 

CRAFT intervention   
 Group Individual Self-

help 
Group or 
individual 

Group or 
individual vs. 
self-help 

 N (%) N (%) N (%) N (%) N (%) OR (95%-CI) 
Treatment 
engagementa 

      

N 118 41 49 28 90  
No 70 (59) 21 (51) 30 (61) 19 (68) 51 (57) Ref. 
Yes 48 (41) 20 (49) 19 (39) 9 (32) 39 (43) 1.61 (0.66, 3.97) 

aParticipants with treatment engagement at either 3 or 6 months against participants with no treatment engagement at 
3 or 6 months. The “don’t know” category comprises participants replying at both time points AND replying “Don’t 
know” at either 3 or 6 months AND not replying “Yes” at either time point.  
bExcluding participants in the “Don’t know” category, n=9 (7%) 

 

3.3.2 Change in quality of life and depression score for concerned significant others 

A rather large proportion, but not all CSOs, could thus motivate their IP towards treatment. The 

CSOs elaborated on this during the interviews by describing how their quality of life and the 

relationship with the IP had, nevertheless, improved after participating in CRAFT. Even the ones 

who had decided to leave the IP, either immediately before or after the CRAFT intervention, felt 

the relationship with the IP had improved and their satisfaction with their life had increased and 

they ascribed this to participating in the CRAFT intervention  (Hellum, Bilberg, Bischof, et al., 

2021). As shown in table nine, the CSOs who received CRAFT in the individual format had an 

increase in the WHOQol-score in all four quality of life domains at the three-month follow-up. 

For the CSOs who received CRAFT in the group format, the score increased in all domains except 

for the environment domain (DOM4) (-0.36, SD: 1.67). The CSOs in the self-help format reported 

an increase in scores in the physical health domain (DOM1) (0.56, SD: 2.03) and the 

psychological domain (DOM2) (0.04, SD: 1.80), and a decrease in scores in the domains of social 

relationships (DOM3) (-0.22 SD: 2.15) and environment (DOM4) (-0.47 SD:1.49). However, 

there were no significant differences between the group intervention vs. the individual/control 

intervention (Hellum, Bilberg, Andersen, et al., 2022). 
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Table 8: Change in quality-of-life score at three-month follow-up 

   Total study  
sample 

CRAFT intervention Comparison 
 Group Indivi

dual 
Self-
help 

Group vs. individual or self-
help 

 Mean  
change 
(SD) 

Mean  
change 
(SD) 

Mean  
change 
(SD) 

Mean  
change 
(SD) 

Mean change 
diff. (95%-CI) 

Quality of life     Un-adjusted Adjusted 
DOM1  
Physical Healthb 

0.72 (1.94) 0.61 
(1.85) 

0.89 
(1.97) 

0.56 
(2.03) 

-0.16  
(-0.81, 0.49) 

-0.12  
(-0.74, 0.50) 

DOM2 
Psychologicalb 

0.59 (2.09) 0.72 
(2.13) 

0.80 
(2.19) 

0.04 
(1.80) 

0.20  
(-0.53, 0.92) 

0.25  
(-0.46, 0.96) 

DOM3 
Social 
Relationshipsb 

0.37 (2.23) 0.86 
(2.42) 

0.32 
(2.07) 

-0.22 
(2.15) 

0.73  
(-0.07, 1.53) 

0.68  
(-0.07, 1.43) 

DOM4 
Environment 

-0.09 (1.73) -0.36 
(1.67) 

0.34 
(1.83) 

-0.47 
(1.49) 

-0.41  
(-0.99, 0.17) 

-0.15  
(-0.76, 0.47) 

aAdjusted for baseline value of outcome 
bWHOQOL Measuring Quality of Life. 

As shown in table ten, the CSOs’ depression score had decreased three months after enrollment 

in the study (baseline). At the three-month follow-up, the CSOs’ depression score had decreased 

with a mean change at -1.94 (SD: 4.91) in all three groups. The CSOs who received group CRAFT 

showed the highest decrease with a mean change at -2.02, (SD: 6.52). The CSOs who received 

individual CRAFT had a mean change at -1.97 (SD: 3.32) and the CSOs in the self-help format 

had a mean change at -1.78 (SD: 4.15). The differences between the groups were not significant 

(Hellum, Bilberg, Andersen, et al., 2022). 

Table 9: Change in depression score at three-month follow-up 

  Total 
study 
sample 

CRAFT intervention Comparison of groups 
 Group Individual Self-help Group vs. individual or self-

help 
 Mean  

change 
(SD) 

Mean  
change 
(SD) 

Mean  
change 
(SD) 

Mean  
change 
(SD) 

Mean change 
diff. (95%-CI) 

Depressio
n 

    Un-adjusted Adjusted 

PHQ-9c -1.94 
(4.91) 

-2.02 
(6.52) 

-1.97 
(3.32) 

-1.78 
(4.15) 

-0.12  
(-2.14, 1.89) 

0.21  
(-1.46, 1.87) 

aAdjusted for baseline value of outcome 
cQuestionnaire about depression (PHQ-9 Danish) 

3.4 THE EXPERIENCE OF THE CRAFT INTERVENTION 

The CSOs who participated in the qualitative study expressed an overall satisfaction with the 

intervention. For several CSOs, it was an eyeopener when working with the functional analysis 

to realize what the drinking did to the IP. It made it easier for the CSO to understand why the 

drinking person acted as he did, and that the IP did not drink because of them. The CSO found 

that they became more independent as individuals when they learned to differentiate themselves, 
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the IP, and the AUD. The CSOs had also experienced that the knowledge gained from CRAFT 

had made it easier for them to withdraw from the IP when necessary (Hellum, Bilberg, Bischof, 

et al., 2021).  

The CSOs found some of the component/tools from CRAFT more relevant and easier to learn 

than others. Based on the analysis of the interviews, a tentative model (see figure two) of how the 

different CRAFT strategies and components might function in terms of potential treatment-

seeking on the part of the IP and increasing the quality of life for the CSO, was created. “Life-

quality”, “communication,” and “positive reinforcement” were components that the CSOs found 

appropriate, and they were relatively easy to implement so the CSOs could feel an effect 

immediately. “Functional analysis” was described as creating an overview useful in applying 

other CRAFT strategies, but it was only referred to by a few participants. “Negative 

consequences” were harder to learn and more complicated for some CSOs. The CSOs, who 

participated in the qualitative study were not facing physically violent behavior. This is possibly 

why the component “domestic violence precaution” was not mentioned in the interviews with the 

CSOs. Therefore, the component is not included in the model (figure two). “Motivational 

strategies” were also not addressed as a direct theme in the interviews. The motivational methods 

are embodied in the therapist’s style and essential in clarifying goals, the needs of the CSOs and 

what the CSO can expect from the intervention and might, therefore, not be perceived as a 

component by the CSOs (Hellum, Bilberg, Bischof, et al., 2021). 

The therapists found all CRAFT components important and relevant. However, the components 

‘positive communication’, quality of life’, and ‘natural negative consequences of drinking 

behavior’ were particularly highlighted by almost all therapists when asking about which of the 

CRAFT components they considered most central. The therapists explained how these 

components were an eyeopener for the CSOs and central in changing their mind about the 

drinking problem and their situation. Several therapists also explained that they experienced that 

‘natural negative consequences’ could be difficult for the CSOs to begin with. They found that 

the CSOs considered it emotionally hard, and even provocative, to let the natural negative 

consequences of drinking happen and to leave the responsibility for the consequences to the 

drinking person (Hellum, Bilberg, & Nielsen, 2022). 
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Figure 2: Helpfulness of CRAFT components. 

(Adapted from paper III (appendix A4)) 

When the CSOs learned to separate themselves more from the IP and when they prioritized their 

own interests, they experienced an improvement in their quality of life (Hellum, Bilberg, Bischof, 

et al., 2021). It was also the therapists’ experience that the CSOs changed during the CRAFT 

intervention. The therapists found that CRAFT supported the CSOs’ autonomy and helped them 

to regain responsibility over their own life and distinguish between one’s own and the drinking 

person’s responsibility. The therapist recognized how the CSOs realized that they could only 

control their own behavior in relation to the drinking person and not control the drinking person 

(Hellum, Bilberg, & Nielsen, 2022). 

3.5 THE FORMATS OF THE INTERVENTION 
The CSOs who received CRAFT in the individual format were, overall, satisfied with the format. 

They appreciated the flexibility it offered, and they felt it covered most of their needs. However, 

one CSO thought that six sessions was not enough and other CSOs would have liked to discuss 

their issues with other CSOs. This opportunity was appreciated by the CSOs who received 

CRAFT in the group format. Even though the group consisted of different people regarding role 

as CSOs, age and gender, the CSOs appreciated discussing things they had in common with each 

other. Sometimes they found it easier to solve other problems than their own (Hellum, Bilberg, 

Bischof, et al., 2021). 

3.6 THE SELF-HELP BOOK 
In the CRAFT intervention, the self-help book was a part of all three interventions, but it was the 

only source of information and help for the CSOs in the self-help group. CSOs from all three 

groups of CRAFT were pleased with the self-help book. The CSOs found the material very 

readable, informative, and understandable. Moreover, they felt validated, recognized, and 
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affirmed when reading it. Some CSOs found it helpful to read the material before each session 

and other CSOs liked to use the material to brush up on the components after the sessions (Hellum, 

Bilberg, Bischof, et al., 2021). The therapists were also extremely satisfied with the book and 

found it very workable. They stressed that the book was simple, specific, and readable. They 

found the language accessible and leveled to the reader. The therapists who used the book together 

with CRAFT in the group and individual formats found that the book was a fundamental element 

and essential to run CRAFT, although they had to adjust the use of the book according to the 

resources of each CSO. For example, the CSOs with the most resources could read in advance, 

and the therapists even supposed that some of these CSOs found it sufficient to read the book and 

therefore canceled the sessions. The CSOs with low resources might cancel the sessions if they 

had not done their “homework”. For this group it was better to read the chapter after the session 

and thereby reinforce the treatment (Hellum, Bilberg, & Nielsen, 2022). 

The CSOs in the self-help group, who only received the self-help book, were also very satisfied 

with the self-help book. However, they felt somewhat left alone and missed contact with the 

treatment provider or other CSOs (Hellum, Bilberg, Bischof, et al., 2021). The therapists, who 

delivered CRAFT in the self-help format, agreed that the book was helpful. Their experience was 

also that the CSOs were very satisfied with the book. Nevertheless, their experience was that, for 

most of the CSOs, there was a greater need for help than the book could give in itself. Other times, 

it was their impression that the book was just the right help, especially when the CSOs were not 

that strained. One therapist stated that it had been uncomfortable to be in the self-help condition. 

She thought it was against her professional ethics to only hand out the book, mostly because she 

thought that the needs of the CSOs were greater than could be handled with a self-help-book and 

not so much because she as a professional could offer more (Hellum, Bilberg, & Nielsen, 2022). 

3.7 THE QUESTIONNAIRES USED IN THE RANDOMIZED CONTROL TRIAL 

The participants completed questionnaires when entering the RCT (baseline), after three months 

(end of intervention), and again after six months. An interesting finding was that the two CSOs 

who received CRAFT in the self-help format talked about the questionnaires as if they were a part 

of the intervention. They said that the questionnaire had helped them focus during the process and 

it had reminded them of using the components from CRAFT (Hellum, Bilberg, Bischof, et al., 

2021). 

3.8 THE THERAPISTS’ EXPERIENCE WORKING WITH COMMUNITY REINFORCEMENT 

AND FAMILY TRAINING 

The therapists who participated in the CRAFT intervention were used to working with CSOs 

before working with CRAFT, but the approach they used varied from place to place in both 
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structure and content. Overall, the therapists expressed satisfaction and excitement about working 

with CRAFT (Hellum, Bilberg, & Nielsen, 2022). 

One of the biggest changes in how the therapists previously worked with CSOs before CRAFT, 

compared to working with CRAFT, was that working with CRAFT was much more structured. 

The therapists appreciated the structure and thought it contributed to simplifying things and 

clarified what to do. One therapist explained how the structure and the treatment manual made 

the CSOs and therapists more comfortable and gave them something to hold on to. However, the 

therapists who delivered CRAFT in the group format found it a bit challenging (in the beginning) 

to recognize all group members and stick to the program of the session (Hellum, Bilberg, & 

Nielsen, 2022). 

An interesting finding from the analysis was that the therapists felt that their role as therapists 

changed after they began working with CRAFT. One therapist experienced that CRAFT gave her 

some action competences that she had missed, and another felt that it gave her a new professional 

foundation to work with the CSOs. Earlier, they used a lot of time with the CSOs to listen a lot, 

which did not lead to many changes for the CSO (Hellum, Bilberg, & Nielsen, 2022). 

3.9 SUGGESTIONS FOR IMPROVEMENTS 
The CSOs had some suggestions that they thought could improve the CRAFT intervention. One 

suggestion was to add a follow-up session after e.g., four months for all CSOs. The CSOs thought 

that a follow-up session could prevent them from giving up, and it would be helpful to discuss the 

new challenges they faced. Another suggestion came from CSOs with children. They wished there 

had been more focus on how to support the children in their families in the best way (Hellum, 

Bilberg, Bischof, et al., 2021). 

The therapists suggested that the CSOs should be screened in the beginning, so the CSOs could 

be matched to the right format of help. Since the CSOs differed greatly in the kind of relationship 

to the IP and in level of strain, the therapists assumed that CRAFT might not suit everyone. 

Therefore, they thought it important to explain the concept to match expectations and intervention 

beforehand (Hellum, Bilberg, & Nielsen, 2022). 
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4 DISCUSSION 
 
After a short summery of the main results in paper I-IV, this chapter will discuss the results across 

the four papers and in relation to relevant literature. 

Most of the CSOs who participated in the present study were severely affected by the IP’s 

behaviors which were expressed as unsafe situations, verbal violence and losing their homes as 

safe havens. This resulted in stress and strain for the CSOs. One third of the CSOs who received 

CRAFT in the individual or group format reported that their IPs had entered treatment three 

months after the CSOs started CRAFT. The CSOs and therapists were overall satisfied with the 

CRAFT intervention and the CSOs felt helped regardless of in which format they received 

CRAFT. However, the therapists and the CSOs did not find that the self-help book could stand 

alone as an intervention for CSOs. 

4.1 THE CONDITION OF THE CONCERNED SIGNIFICANT OTHERS AND THEIR WAY TO 

HELP-SEEKING 
When the CSOs in our study entered treatment, their baseline Qol-scores, were similar to lowest 

25-percential score in all four domains, when comparing to normative data from a Danish sample 

of the general population from 2004. Thus, prior to the CRAFT intervention, the CSOs scored 

lower than the general Danish population (Noerholm et al., 2004). The finding that the CSOs in 

the present study were severely affected and stressed by the IP’s drinking corresponds to the 

findings of previous studies and the SSCS model proposed by Orford, Copello, et al. (2010). The 

SSCS model emphasizes that the family members experience signs of strain in the form of 

physical and psychological symptoms. However, the model also implies that the strains the CSOs 

experience are natural consequences of the IP’s alcohol problem and not a result of a weak 

personality or bad previous experiences in life (Orford, Copello, et al., 2010). 

The present study also revealed that the CSOs living together with the IP lost their home as safe 

havens where they could feel safe and relax. This has, to our knowledge, not been described in 

the literature before, and serves as even more evidence of CSOs living under difficult 

circumstances and in a stress full situation. 

Due to the fact that the majority of adults consume alcohol in the western world (World Health 

Organization, 2018) and that it is a deep-rooted habit in our culture, it can be very difficult for the 

CSOs to judge when there is a problem. Moreover, being a CSO of a person with an alcohol 

problem is linked to stigma and loneliness, which the CSOs also expressed in the present study. 

The stigmatization, the insecurity, and the CSOs trying to solve their IP’s alcohol problem 

resulted in that the CSOs waited a long time before they searched for help. Another study found 
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that the same issues could be a barrier in help-seeking, in addition to difficulties in locating the 

right help, previous negative experience in the help-seeking, and feeling undervalued as CSOs. 

Moreover, they found facilitating factors such as previous positive help-seeking experiences, 

overcoming shame and isolation, being open to trusted friends, and determined to seek help 

(McCann & Lubman, 2018). These factors were not addressed in the present study, but they might 

still be relevant to consider. According to the SSCS model, the complications in the relationship 

often increase proportionally with the development in misuse. Moreover, the IPs develop an even 

stronger attachment to the misuse (Orford, Copello, et al., 2010). Hence, it is important that CSOs 

and the people with alcohol problems get the right help, and that they are helped as early as 

possible in proportion to decrease the harm from alcohol (Carvalho et al., 2019). 

4.2 OUTCOMES 
Previous studies have found CRAFT to be a very effective approach for CSOs of treatment-

refusing people with substance abuse in proportion to engage the substance using person in 

treatment. In studies with CSOs of people with alcohol problems, the CSOs who received CRAFT 

reported an engagement rate of 52-86% (Archer et al., 2020). 

The present study was not able to replicate the high treatment entry rates for the IP. Of the CSOs 

who received CRAFT in either individual format or group format, 29% reported that their IP had 

entered treatment at the three-month follow-up and 43% at the six-month follow-up. There might 

be a series of reasons for why the previous high treatment engagement rate could not be matched. 

First of all, treatment for AUD and interventions for CSOs are free in Denmark. By law, access 

to treatment is guaranteed within two weeks and those in need can even choose to be anonymous 

during treatment if they wish. While prior studies of CRAFT included rapid access to free 

treatment to the IP as a part of the study design (Kirby, Marlowe, Festinger, Garvey, & La, 1999; 

Manuel et al., 2012; Meyers, Miller, Hill, & Tonigan, 1998; W. R. Miller et al., 1999), this 

possibility is always the case in Denmark and Germany, for example (Bischof et al., 2016). Thus, 

studies where the IP treatment was free as a part of the study design might have an added benefit 

due to that aspect. Secondly, the CSOs in the present study were a broader group than in previous 

studies. Finally, the CRAFT interventions in this study were briefer than what has been studied 

in prior studies. The face-to-face interventions consisted of 6 sessions + self-help material, where 

other studies have involved interventions comprised of 10-12 sessions. 

In the present study, the number of sessions in the individual and group format was reduced to 

six sessions from the 12 sessions which have been performed in previous studies. In a study they 

compared a shorter version of CRAFT called TEnT which only focused on treatment entry and 

some communication in four to six sessions. There was no difference in treatment engagement 

for the CSOs who received full CRAFT (12-14 sessions) and the ones receiving TEnT (Kirby et 

al., 2017). Additionally, a review on CRAFT studies showed that there was no association 
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between offered/completed sessions and treatment engagement (Archer et al., 2020). In the review 

of CRAFT, it is also explained that the two studies which showed the highest treatment 

engagement had added some group sessions to the individual sessions (Archer et al., 2020; 

Meyers et al., 1998; Sisson & Azrin, 1986). Though one of these studies reports that the CSOs 

who participated in the additional group sessions did not engage more IPs in treatment then the 

ones who did not (Archer et al., 2020; Meyers et al., 1998). This might indicate that the number 

of sessions attended is not associated with treatment engagement, but it is more important what 

the sessions contain, especially the focus on treatment entry (Archer et al., 2020). 

It was hypothesized that the CSOs who received CRAFT in the individual and the group format 

would be significantly more able to engage their IP with treatment than the ones who received 

CRAFT using the self-help book only. This hypothesis was, however, not supported. One reason 

for this can be limitations due to the quality of data (which will be addressed in limitations). 

Another reason can be the relative high number of people who participated in the self-help format 

engaged their IP with treatment (15% at the three-month follow-up and 32% at the six-month 

follow-up). According to Manuel et al. (2012), the high engagement rates within self-help are not 

surprising since the CSOs tend to be highly motivated (Manuel et al., 2012). With the self-help 

book, they received a tool which they could start reading immediately and act upon the situation 

as soon as possible. 

In our study, CSOs in all three formats received the self-help book. They expressed high 

satisfaction with the book, and all CSOs felt they got something from the intervention. Having 

the book as extra material to look up and read in might be a factor contributing to the fact that the 

CSOs continued practice and focus on the tools they learned. This might be a factor in the 

improvement of the CSOs, who reported treatment engagement from three months to six months. 

As described in the SSCS model, it is an important factor that CSOs receive accurate and good 

information about the misuse, because a better understanding of the condition will lead to a more 

informed grasp of the situation and reduce the feeling of Stigma. With the written material the 

CSOs could sit down in peace and quiet and get information presented in easily. Also, the therapist 

was very pleased about the book and said that they have read it several times which might have 

affected their way of providing information. 

The two CSOs, who participated in the qualitative interviews and had received CRAFT in the 

self-help format, expressed high satisfaction with the questionnaires for the follow-up. In a review 

by Kramer Schmidt, Bojesen, Nielsen, and Andersen (2018), they found that research assessments 

and, thus, research projects in general, may influence the outcome in studies of psychosocial 

treatment for alcohol use disorder. Filling out questionnaires in the present study might have 

functioned as a form of self-monitoring of own wellbeing, and of the relationship to the drinker 

over time, which allowed for recognizing progress. The research follow-up questionnaires may, 
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thus, have influenced the treatment engagement rate in a positive way for the CSOs who received 

CRAFT as self-help format, but also influenced the continued treatment-seeking from three to six 

months. Other studies, which have measured treatment engagement after six months, experienced 

that there was only a small increase in IP treatment-seeking between six and 12 months (Bischof 

et al., 2016; W. R. Miller et al., 1999). 

It was also a hypothesis that the CSOs who received CRAFT in the group format would improve 

significantly more in mental health scores than the ones who received CRAFT in the individual 

format or the self-help book format only because the CSOs in a group get a sense of mutual 

recognition which may lower the feeling of isolation and shame. Neither this hypothesis was 

supported statistically. The CSOs’ average depressions score (PHQ9) was 8.2 (SD 5.4) 

corresponding to mild depression at baseline. The score decreased in average with 1.94 (SD 4.91) 

at the three-month follow-up. Although the CSOs who received CRAFT in the group format 

improved slightly more than the two other groups in depression score (PHQ-9), this difference 

was not significant. No other studies on CRAFT used the PHQ-9 score, but in the German study  

(Bischof et al., 2016) BDI (Becks depression inventory) was used, and the mean score for the 

intervention group and the control group, respectively, was 12,8 and 12,3 at baseline 

corresponding to mild depression (score 11-16). As opposed to our study, Bischof et al. (2016) 

used a no-intervention comparison group. In the study by Bischof et al. (2016), the CSOs who 

received CRAFT in the individual format showed a significant increase in mental health measured 

by BDI (Becks depression inventory), MHI-5 (Mental health inventory), and relationship 

happiness scale at the three-month follow-up when compared to the waiting-list condition. These 

improvements could thereby be ascribed to the CRAFT intervention (Bischof et al., 2016). CSOs, 

who received CRAFT in individual format improved, slightly more in three out of four 

WHOQOL-domains, compared to CSOs in the other formats. This could maybe be ascribed to 

the individual format, where there is more time to each participant. However, improvements and 

decreases in the WHOQOL-bref score were rather small, and the differences between groups were 

not statistically significant. Hence it is difficult to explain the changes in the score. Some of the 

CSOs who received CRAFT in the group format expressed, in the qualitative interviews, that they 

were satisfied with receiving CRAFT in the group format, and they appreciated meeting other 

CSOs which lowered the feeling of being alone. Still, it might be difficult to change symptoms of 

depression and quality of life within three months for a group of people who had been under 

immense pressure for a long time. 

4.3 THE FORMATS OF CRAFT 

In sum, there were not any significant differences in the outcome between the three formats of 

CRAFT. However, the CSOs and therapists experienced different advantages and disadvantages 

of the three formats, which add to the overall evaluation of them. 
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4.3.1 Individual format 

The individual format was, overall, well received by the CSOs and therapists. The CSOs 

appreciated the flexibility of the format but they would have liked to discuss their issues with 

other CSOs, and some CSOs would have liked to have more sessions to talk about their personal 

problems. The advantages of individual sessions compared to group sessions are that they may 

be easier to attend, offer more flexibility, and may allow the CSO to work more freely with what 

is considered to be most important. Moreover, the individual sessions are easier to organize in 

small facilities. 

4.3.2 Open group format 

There are different advantages and disadvantages associated with the open and closed group 

formats. Closed group formats are often preferred since they allow the same group of participants 

to get to know one another well as they go through a logical chain of components from start to 

finish. However, closed group formats often involve waiting lists, since it is not possible for new 

participants to join the intervention until a new group starts. In open group there is no waiting list 

and the format of the order of the components is similar to that of closed formats. This means that 

some members coming to the group, for example, may start with session four and end with session 

three. The present study was the second study to test CRAFT in a group format with the addition 

of a self-help book (for alcohol) and the first to test CRAFT in an open group format. Manuel et 

al. (2012) tested CRAFT in the closed group format. One of their encounters was that CSOs, on 

average, had to wait for 29 days from the intake interview until they could start in the first group 

session. Their explanation for this was that the CSOs lose motivation while waiting and it might 

be for this reason that three CSOs dropped out while they were waiting (Manuel et al., 2012). The 

open group format may require more work from the therapist; to repeatedly explain to new 

participants where the group is in the chain of components and how the components relate to one 

another. This was also experienced in the present study. The therapists felt that they had to work 

harder in the beginning in order to keep focus on ‘today’s program’ and notice all group members. 

However, the situation improved once the therapist gained some experience and realized that they 

should take a step back and be more facilitating (Hellum, Bilberg, & Nielsen, 2022). 

Some advantages of being in a group are that the CSOs may feel less isolated and less shame and, 

moreover, it creates a kind of common recognition. Though, it can be difficult for some 

participants to see themselves in other CSOs and it might be hard to listen to others’ stories. The 

CSOs’ experiences of the group format in the present study were mostly positive. It was very 

helpful, regarding them, to feel less alone with the problems. Some of them found it easier to 

solve problems other than their own. 

CRAFT in a group format may be a relatively cheaper solution compared to CRAFT in the 

individual format. However, a general disadvantage for groups is that it can be difficult to fit in 
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when taking a work schedule and taking care of children into account, because they are typically 

scheduled at a special time. Therefore, it is important to have additional offers for those who 

cannot fit in the groups. 

4.3.3 The self-help book 

The self-help book was appreciated by all participants and therapists, particular when it was a 

supplement to a face-to-face intervention. The CSOs from the self-help group felt that their needs 

were met in their situation and they acquired some strength to act even though they only received 

the written material. Self-help interventions for treatment of AUD has shown to be 

effective(Apodaca & Miller, 2003). When it comes to CSOs there is, however, less evidence. 

Self-help might be based on books and written material, but it might also involve internet-based 

interventions. For around 20 years, online treatment based on Cognitive Behavioural Therapy has 

existed in different formats within various fields (Andersson, 2018). Some of the advantages of 

online treatment is that it removes distances, because clients can be treated from their home. This 

is a major gain for people who have difficulties leaving their home, living in a rural area, people 

suffering from anxiety or depression. Moreover, online treatment can overcome stigma 

(Andersson, 2010). Online treatment might be a relevant alternative to written material since 

CSOs can be reached without having to seek out the treatment institution. However, it can still be 

challenging to reach the CSOs online (EÉk et al., 2020) and in general to avoid dropout during 

the study period (Riper et al., 2018). 

4.4 THE CRAFT PROGRAM ITSELF 
The CRAFT program consists of eight components but the CSOs highlighted the three 

components of “life-quality”, “communication,” and “positive reinforcement” as particularly 

helpful and they were very aligned with the therapist who spoke about the same components when 

asked about what they found most helpful.  

The therapists were used to offering a lot of psychoeducation prior to delivering CRAFT, and 

they missed this in the CRAFT program. This was not addressed by the CSOs, but the CSOs noted 

that when working with the “functional analysis” they found out why the IP was drinking and that 

they did not drink because of them. This finding is in line with Gammage and Nolte (2020) who 

found that when CSOs of people with mental health problems acquired a deeper understanding 

of the disorder,  they reported an improvement in QOL, communication, and family relationship. 

Both the CSOs and the therapists explained a change in their respective roles as CSO and 

therapist, which is illustrated in figure three. 
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Figure 3: Change in CSO and therapist roles 

 

According to the SSCS model, CSOs cope with their family members’ alcohol problems in 

different ways and use different coping strategies which also affect how they communicate with 

their drinking relatives. In general, the CSOs strive to do their best, but not all strategies are 

equally effective, and drinkers will respond differently to different strategies (Orford, Copello, et 

al., 2010). When the CSOs participated in CRAFT, they were introduced to new coping strategies 

and felt empowered by the focus shifting back on themselves, access to tools and increased 

knowledge, and, thereby, improved their QOL. When the therapist delivered CRAFT, they found 

they had less focus on providing information and listening and instead became able to use their 

professional skills together with tools and structure in the CRAFT program, and as a consequence, 

they experienced a higher level of autonomy. 

Most of the CSOs were very vulnerable when entering the treatment institutions. Many of them 

were fed up and had a need to explain their situation. Prior to CRAFT, the therapists had spent a 

lot of time listening to the CSOs stories and it was also a concern for some therapists that there 

was not enough time for this (due to the tight structure in the CRAFT program). Some of the 

CSOs also explained that the program was tight, especially when the CSOs were affected by 

several issues like children in the family or if the CSO was a grown-up child of a person with an 

alcohol problem. CRAFT has previously been criticized for not having enough focus on the CSOs 

(Orford et al., 2013). Many of the CSOs in the present study were surprised that there was so 

much focus on their own QOL. However, when shortening the CRAFT program to contain only 

six sessions there is perhaps not enough time for unconditional support for the CSOs. A CRAFT 

program in such a short format should maybe more be seen as an appetizer, followed by the CSOs 
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working independently. Maybe another follow-up session could be added, which was suggested 

by the CSOs. 

The aims of CRAFT are to: engage the IP in treatment, reduce the IP’s drinking, and increase the 

quality of life for the CSOs. However, it is important to emphasize that it is never the CSOs 

responsibility that the IP drinks or whether he enters treatment. The present study seems to 

underscore that CRAFT can still be a success even if all three goals are not obtained.  

Even though many CSOs are in difficult situations and experiencing a lot of strain due to an IP’s 

drinking, CRAFT might not be the right help for all, due to the different needs and life situations 

of the CSOs. 

4.5 RECRUITMENT AND PARTICIPATION 
It was a major problem in the study to recruit enough CSOs. It took a long time before CSOs 

started to enroll in the study. CRAFT was offered in 18 treatment centres, covering a total of 24 

small and large institutionsand, thus, covered almost all of Denmark. Even though the inclusion 

period was extended almost one more year, we were not able to obtain the goal of enrolling 405 

CSOs. Other studies of CRAFT have experienced similar difficulties in recruiting CSOs both 

when it comes to face-to face interventions and CRAFT delivered in an on-line self-help format 

(EÉk et al., 2020; Siljeholm et al., 2022). To our knowledge a research group from The 

Netherlands has disrupted a CRAFT study and according to their profile on Clinical trials they 

included 29 CSOs out of 105 which they aimed for (ClinicalTrials.gov). 

The problems with recruitment can be explained by various issues. In the study of Siljeholm et 

al. (2022), they raise the important questions on whether the intended group is actually looking 

for support at all. Although there is a high amount of people with AUD in Denmark, and although 

treatment options for people with AUD and their CSOs in Denmark are free and readily available 

(Schwarz et al., 2018), there is a low focus on treatment for AUD, and even less on the possibilities 

of help for the CSOs. In the qualitative interviews with CSOs, it became clear that the CSOs felt 

that the alcohol problem was a taboo and they felt embarrassed and ashamed, just as CSOs felt it 

was difficult to reach out to family and friends. Most of the CSOs are very alone with the problems 

and try to solve the problems themselves years before seeking help. These factors might impact 

the help-seeking process negatively, since it might not even occur to them that help is available. 

Furthermore, even if they realize this, they might still find it difficult to seek help. A study of 

people with AUD showed that stigma can delay treatment-seeking, especially for women 

(Wallhed Finn, Bakshi, & Andréasson, 2014), and stigma has also shown to be a barrier for 

treatment-seeking for CSOs (McCann & Lubman, 2018). McCann and Lubman (2018) identified 

some other barriers for CSOs to enter treatment, which were not addressed in this study. These 
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were: difficulty in locating help, previous negative experience with help-seeking, a sense of 

hopelessness, and a feeling of being undervalued as a CSO. 

Siljeholm et al. (2022) also considered whether their advertisement did not appeal to the intended 

population. In the present study, we discussed the advertisement material with the participating 

therapists before the study began. However, it might have been helpful to test the material on the 

intended group before beginning to distribute it. Another problem might also be to reach the CSOs 

with the advertisement. In the present study, advertisements were promoted on the treatment 

institutions’ webpages, social media, and by using the municipalities’ internal communication. A 

few municipalities paid for advertisements in the local newspaper. However, intensive mass 

media campaigns might be a better solution. Every year there is a week with national focus on 

AUD to increase the Danish Populations’ awareness of AUD and increase treatment-seeking. This 

campaign has been found to change peoples’ attitude and increase knowledge, although it has not 

been shown to have an effect on self-reported seeking of information about treatment. (Wallhed 

Finn, Mejldal, Baskaran, & Søgaard Nielsen, 2022). Increased media appearance is, however, 

very costly. 

It was a positive finding, from the present study, that 76.7% of CSOs that were reached had not 

received help regarding the IP’s drinking before, indicating that we were able to reach some CSOs 

with no former contact to the treatment system.  

The term ‘CSO’ has been defined in various ways in previous studies. Compared to most of the 

other studies’ criteria, our exclusion criteria are broader as to how much time the CSO should 

spend with the IP. Some other studies had  criteria such as they should spend 40% of their time 

together or see each other three days a week (Smith JE, 2004). The ones who were excluded from 

participation in the present study were not registered since it is not allowed to register the ones 

who decline to participate. However, some of them seemed to be in one of these two groups; 

CSOs who had already decided to leave their IP, but still needed some advice or help or CSOs 

who already had their IP in treatment. Gender and age had, earlier, not been shown to be 

associated with treatment engagement (Archer et al., 2020) and the CSOs in the present study 

were similar, regarding gender and age, to participants in other CRAFT studies. The largest 

proportion of CSOs previous CRAFT studies have been spouses/partners followed by parents. 

Only one study showed an association between type of relationship and treatment engagement. 

Meyers et al. (1998) found that parents were more able to engage the IP adult child in treatment 

than non-parents (Archer et al., 2020; Meyers et al., 1998). The largest proportion of CSOs in the 

present study was partners/spouses (50%) followed by parents (23%). The relation of the sample 

should thereby not explain the lower treatment engagement rate. However, only 53% of the 

participants reported at baseline that they saw the IP every day and others only saw the IP two 

times a week (12%) and two times a month (18%). We thereby had a group of CSOs who did not 
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see their IP as often as CSOs in previous studies, and thereby, had more difficulties in intervening. 

According to Stanton (2004), it is conceivable that the group of CSOs who are not close relatives 

(in the present study 17%) are less likely to engage in an intervention for themselves but “just” 

want to help their, for example, colleague, friend, neighbor to enter treatment. It is especially 

present when the CSOs should engage in several individual sessions. It can also be present for a 

close relative when they, for example, feel a deep anger towards the IP or have decided to break 

the connection to the IP (Stanton, 2004). According to Bischof G. (2013), the CSOs motivation 

before treatment may play a role for the treatment outcome. The CSOs can be mostly motivated 

to improve their own QOL or motivated to get their IP into treatment. Analysis showed that the 

ones who were most motivated for treatment had higher IP treatment rates (Bischof G., 2013). 

Hence, it can be important to align expectations before treatment starts and point the treatment 

towards the IP’s motivation. In the present study the CSOs expectations for the intervention was 

not measured at baseline but, in retrospect, we should perhaps have measured the motivation. 

4.6 LIMITATIONS 
Several limitations regarding the study must be mentioned. It was a severe limitation that we were 

not able to include the number of CSOs which were estimated in the power calculation prior to 

initiating the study. The small sample size led to the study being underpowered to detect 

statistically significant differences between treatment conditions and over time. 

Another limitation was that owing a rather low follow-up rate (60% at three months and 55% at 

six months), we had to exclude many participants from the analysis. A ‘lost to follow-up analysis’ 

showed that participants lost to follow-up were significantly younger than those followed up. 

Additionally, the CSOs lost-to-follow-up had a lower score on the QOL-domain “Environment” 

at baseline. In  studies of the WHOQOL, it was found that the score on the QOL-domain 

“Environment” increases with age (Fassio, Rollero, & De Piccoli, 2013; Perera, Izadikhah, 

O’Connor, & McIlveen, 2018) which might be a reason for the lower score in the environmental 

domain. Follow-up questionnaires in the present study were sent by secure mail, secure email (e-

Boks), or completed together with an interviewer during a phone call, depending on the 

preferences expressed by the CSOs in the baseline questionnaire. The CSOs received up to three 

reminders. Therapists were informed about the follow-up rate in monthly newsletters, in which 

they were also several times reminded of the importance of talking about the follow-up with the 

CSOs. However, people might forget to check their secure email-boxes or forget to reply to 

previously checked mails. Especially the young CSOs might feel less duty-bound to answer the 

questionnaire or being less engaged. Another explanation can be that they are busy with studies, 

job, and family, and simply do not prioritize answering the questionnaire. Another study used 

personal interviews to do follow-up, and they managed to achieve a follow-up rate of 100% at 

three- and six-months and 92% at 12-months (Bischof et al., 2016). In another study, they paid 



53 
 

the participants for their participation in the follow-up interviews and, thus, also achieved high 

follow-up rates (70–90%) (Manuel et al., 2012). However, personal interviews and payments can 

be costly when there is a higher number of participants in a nationwide study.  

Abshire et al. (2017) studied participant retention practices in longitudinal clinical research 

studies. The characteristics of the studies with high retention rates were, that the research staff 

members were specialized, persistent, and collaborated well. They utilized personalized 

approaches and tailored retention strategies specific to participants in the study cohorts. 

Moreover, studies with higher retention attained in studies using more retention strategies and 

especially facilitating visits and emphasizing other potential benefits of participating in the study, 

were effective strategies (Abshire et al., 2017). In addition to offering personalized approaches to 

performing the follow-up interview, we also created a bookmark with a text about the importance 

of doing the follow-up and contact information, if the CSOs had any questions. 

The follow-up questionnaire was a rather long battery of questionnaires which took a long time 

for CSOs to answer. Some questionnaires might have felt irrelevant for the CSOs, who were not 

that close to the IP. For example, if the CSO was a colleague of the IP, his life quality might not 

be influenced by the IP’s drinking. The long battery of questionnaires might have prevented some 

CSOs from answering, especially the ones who were more distant to the IP, or people with a lack 

of computer skills. All the participants had the possibility of being interviewed by phone, but not 

many of the CSOs chose that option, and several of those who did, were not reachable even though 

attempts were made to reach them several times. In relation to obtaining a higher follow-up rate, 

it might be wise to collect a simpler outcome of the data via frequent text messages. 

Complete case analyses were applied in analyzing data from the present study. The advantage of 

this method is its simplicity, and that only data is used in which they are no missing values on any 

of the variables. The main disadvantages of the method are, that you risk losing a lot of 

information when discarding incomplete cases, and that the remaining cases might lead to biased 

results (Hallgren & Witkiewitz, 2013). If data are missing at random, an alternative way to handle 

the missing values, is by multiple imputation. In multiple imputation the missing data are replaced 

by a random sample of plausible values from the dataset. Then an analysis is run several times, 

and the results obtained from all the analysis are combined to one final result (Jakobsen, Gluud, 

Wetterslev, & Winkel, 2017). It could have been relevant to apply multiple imputation in this case 

since there is a relatively high rate of missing data, however, the value of the analysis depends on 

how informative the background data is in predicting the missing values. 

When doing RCT studies, an important principle is to allocate participants randomly to the 

interventions and, moreover, that the participants and staff who allocate the participants are 

blinded. It is, however, not always possible (as was the case in this study). Although the staff had 
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knowledge about which intervention they were randomized to offer, the CSOs were mostly 

ignorant that they would be offered CRAFT at all when entering the treatment institution. There 

might have been a few CSOs who had heard that they offered a special format of help in some 

treatment institution and, therefore, inquired about a specific treatment institution. An additional 

analysis (see appendix A6) also showed that there were no differences in the three intervention 

groups in baseline characteristics (Hellum, Bilberg, Andersen, et al., 2022). 

Another limitation was that we did not use a control group which did not receive any intervention 

or ‘treatment as usual’. Since it was a superiority study, investigating whether the effect of an 

intervention was superior to the effect of another intervention, a control group is less important. 

However, there were some factors which kept us from choosing either treatment as usual, no 

intervention, or waiting list. Treatment as usual was not an option since the offers for CSOs were 

very diverse from treatment institution to treatment institution. Moreover, we found it unethical 

to not help the CSOs who contacted the treatment institution for help. We could have chosen to 

use a waiting list, similar to a previous study (Bischof et al., 2016), but we chose not to do that 

since putting people on a waiting list may lead to people acting unnatural and “just wait” while 

the condition becomes even worse (Redko et al., 2006). In the section 5.4. Lessons learned more 

perspectives on the overall design of the study will be presented. 

A limitation to the qualitative interviews was that both the individual interviews and focus group 

interviews were conducted by researchers who also had a role in planning, running, and evaluating 

the study. The participants in the interviews were, however, encouraged to be honest and open 

and to share all their thoughts about the CRAFT intervention (both positive and negative). 

Another limitation of the qualitative studies with CSOs is, that only 12 female CSOs and no male 

CSOs accepted the invitation to be interviewed. Although data saturation was considered reached, 

and the participants were a relatively representative sub-group of the RCT participants, we 

nevertheless cannot generalize these 12 CSOs’ experiences to all the CSOs (Hellum, Bilberg, 

Bischof, et al., 2021). The CSOs, who were interviewed, might have had a special interest in 

participating in the interviews because they had a better experience with CRAFT, or because they 

had an unfulfilled need to talk about their situation. Only two CSOs, who received CRAFT in the 

self-help format, accepted the invitation for an interview and were satisfied overall.  

Moreover, when interviewing CSOs about their experiences of being a CSO, and their 

expectations of a certain intervention after having received the intervention, there is a risk of some 

biased answers.  The intervention and/or the therapist and group members can have influenced 

their self-perception as a CSO. Moreover, there is a risk that some of the CSOs in this sample 

differ from other help-seeking CSOs by virtue of having knowledge about CRAFT, acquired prior 
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to seeking treatment, due to publicity for the project. However, the publicity material revealed 

little about the actual treatment (Hellum, Bilberg, & Nielsen, 2021). 

4.6.1 Data quality 

Some limitations regarding the data are to be mentioned. First, all data was obtained from the 

CSOs including whether the IP entered treatment or not. It is not possible to validate the data, due 

to data protection regulations. However, this situation is in line with all other studies on CRAFT 

and since it is alike for alle three formats of CRAFT in the present study it might not influence 

the result. Some CSOs lose contact with the IP during the study period, which might lead to an 

underestimation of how many IP’s enter treatment after the CSO had entered CRAFT. However, 

it might be right to assume that the IP did not enter treatment in the cases where the CSO dropped 

out of CRAFT, and in these cases to assume that it was not an effort of CRAFT if the IP did enter 

treatment. But it could also be the case that the CSO drops out of the study because the IP entered 

treatment, and therefore the CSOs do not think it is necessary to stay in CRAFT. 

Another limitation was that we did not register how many CSOs inquired about the treatment 

institutions but were either rejected because they did not meet the inclusion criteria, or they 

refused to participate. Furthermore, we do not have sufficient data on how many and which 

sessions the CSOs participated in. We did ask the therapist to fill out a form after each session 

with the number of sessions for every participant, but it was not done consistently. When 

performing studies in real-life settings, it is a balance between integrating strict standards and the 

flexibility, that characterizes real-life settings. CSOs were included in the analysis independent 

of how many sessions they attended. Hence, some of the CSOs might have received only a little 

help and have, therefore, not acquired the skills needed to engage the IP in treatment or increase 

their own QOL. It is, though, our impression that most CSOs participated in most of the sessions. 

This impression is based on reporting from the therapists involved. 

The number of CSOs from the self-administered CRAFT who made use of an individual follow-

up session was not registered, which must also be assumed as a limitation. It would have been 

interesting to know the number to judge how much a follow-up session was needed. It was, 

however, the impression of the therapists that only very few of the CSOs returned and asked for 

further help. 

Unfortunately, the question in the survey about “the IPs drinking behavior within the last four 

weeks” was not formulated clearly regarding whether they should report units per day or within 

the last four weeks. It was therefore not possible to report how much the IPs were drinking. 

However, it would still be a guess since many of the CSOs were unable to give a precise number. 

“Timeline follow back” could definitely have been helpful, but due to trying to prevent the survey 
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from being too long, and in order to ensure that follow-up questionnaires could easily be answered 

online by the participant without an interviewer present, it was decided not to include TLFB. 

All sessions performed in the present study, in CRAFT as individual format and group format 

were audio recorded. Sessions were randomly picked for control and feedback to the therapist. It 

was not possible to listen to all recordings. Therefore, the level of adherence was not assessed in 

total. There is, so far, not developed a validated evaluation tool for assessment of CRAFT 

sessions. Hence, there was no predefined standard that therapist should follow or else be excluded. 

4.7 STRENGTHS 
Most studies on the effect of CRAFT within substance use have been performed by people who 

developed the CRAFT program (Kirby et al., 2017; Manuel et al., 2012; Meyers et al., 1998; 

Meyers et al., 2002; W. R. Miller et al., 1999; Sisson & Azrin, 1986; Smith JE, 2004). A major 

strength of the present study was that it was conducted and evaluated totally independent of this 

research group. This is important in order to test the effect of an intervention and to replicate 

results from other studies. 

Another major strength of the present study was that it was conducted in real-life settings and 

thereby a part of daily clinical practice in the alcohol treatment institutions. The therapists in the 

present study were mainly nurses and social workers with special training in motivational 

interviewing and cognitive behavioral therapy. They were ready to conduct the CRAFT program 

after a two-day course in CRAFT, albeit with continuous support and supervision throughout the 

study period and a written manual to lean on. The therapists were already a part of the daily 

practice in the alcohol treatment institutions, which is a huge advantage since the knowledge 

obtained during the study will stay in field. Additionally, the treatment for the IPs was freely 

accessible in the same treatment institution, or any other public treatment institution. 

Moreover, we were the first to investigate CRAFT in open group format which might be more 

ideal in relation to clinical practice where open group format is more realistic to use than closed 

group format. The open format was well received by both CSOs and therapists. We were also the 

first to investigate 6-sessions versions of CRAFT interventions, which – from a resource 

perspective - might be easier implement than much longer CRAFT interventions. Also, these 

shorter versions were well received and considered manageable, although it was suggested by the 

CSOs and the therapists to add follow-up sessions.  

Another major strength of the present study was that CRAFT was evaluated from different 

perspectives. Other studies on CRAFT have, so far, only been evaluated quantitatively which 

points to whether the intervention is effective or not. However, the qualitative approach can give 

answers to how the intervention was received by the CSOs, what they actually found helpful from 

the intervention, and what the therapists’ experiences were like when working with CRAFT. Such 
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knowledge gives a complementary evaluation of the intervention and is extremely important for 

future studies on CRAFT, CSOs and the implementation of such intervention into daily practice. 

Even though we did not include all the participants we pursued, it is still the largest study on 

CRAFT to date, involving 249 CSOs. Which is by far the biggest to the next study which included 

130 CSOs of people with drug or alcohol misuse (W. R. Miller et al., 1999). 
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5 CONCLUSION & IMPLICATIONS  
The present thesis compared three formats of CRAFT and studied the experience of CRAFT in 

the Danish public alcohol treatment institutions through an RCT study and qualitative interviews. 

Among the CSOs who received CRAFT in the group or individual format, 29%reported that the 

IP had entered treatment at the three-month follow-up, and 43% at six months follow-up. Among 

the CSOs who received CRAFT in self-help format, 15% reported that the IP had entered 

treatment at the three-month follow-up, and 32% at the six-month follow-up. The treatment 

engagement rate was not significantly different between CRAFT in group/individual format and 

CRAFT in self-help format. However, there seems to a tendency towards face-to-face 

interventions combined with written material being more effective than just handing out a self-

help book. 

CSOs in all three intervention groups experienced a small decrease in depression score and an 

improvement of most of the QOL-domains. Here, the difference between the groups was also not 

significant. Due to problems in recruiting enough CSOs and a low follow-up rate, the RCT study 

was underpowered in relation to showing a significant effect of one format over another format 

of CRAFT. 

CRAFT was well received by the CSOs and they felt helped in some way by the CRAFT program. 

The therapists felt that it was easy to adapt to the CRAFT program. CRAFT helped them work in 

a more structured and tool-based manner than they were used to, which made the therapists feel 

more comfortable in their professional role. CRAFT in open group format was found to possible 

to perform and it was well received by both CSOs and therapists. 

5.1 Implications for public health 
This study underlines that CSOs of people with AUD are vulnerable people in need for help. 

Moreover, the quantitative analysis from this study implies that individual format and group 

format are equally effective, and that self-help is no worse than the therapist-delivered 

interventions. However, the qualitative interviews with CSOs and therapist implicates that self-

help material alone might not be sufficient help for all CSOs.  

Helping CSOs of people with AUD is often also helping the person with AUD. Both the people 

with AUD and the CSOs have been shown to have poorer physical and mental health, which leads 

to increased healthcare expenses and expenses due to lost income. Getting more people with 

alcohol problems into treatment and offering the right help for CSOs can have an important impact 

on public health, due to an improvement of health for the people with alcohol problems and the 

CSOs, and moreover, this would prevent the disorders that follow. The sooner people are helped, 
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the faster the recovery and the more positive the outcome (Carvalho et al., 2019). There is no law 

detecting that the municipalities should offer treatment to CSOs of people with alcohol problems 

but maybe it is time to consider making it statutory. 

5.2 IMPLICATIONS FOR RESEARCH 
CRAFT has been tested and found effective in studies from the United States and Germany. The 

present study was unsuccessful in finding significant differences between the three formats of 

CRAFT and a Swedish study on internet-based CRAFT was similarly unsuccessful in finding a 

significant effect of CRAFT compared to waitlist (EÉk et al., 2020). It might be the case that there 

are, in fact, no differences between the conditions, but it might also be due to problems with lack 

of statistical power in the studies. It is necessary to replicate these studies in order to find out if 

there are differences in outcomes depending on formats, intensity and duration of CRAFT 

interventions. 

The present study and the study by Manuel et al. (2012) showed that some CSOs can engage their 

IP in treatment with the help of the self-help book only. CRAFT as an online (iCRAFT) offer 

with a connection to the alcohol treatment institution might also be suitable for some CSOs. 

However, online CRAFT has only been tested in a few studies and has, so far, not shown a 

significant effect. Future research with higher samples should investigate which CSOs can benefit 

from using the self-help book or iCRAFT according to motivation, degree of strength, personal 

resources, and the severity of the IP’s alcohol problem. 

So far, CRAFT has mostly been tested on CSOs of treatment-refusing people, but it could be 

considered to enroll CSO in CRAFT interventions even if the IPs are already in treatment. Even 

though one of the aims of CRAFT is to engage the IP in treatment, the CSOs play an important 

role by supporting the IP’s during treatment and preventing relapse of drinking, and a CRAFT 

intervention might strengthen the competencies of the CSO in that respect. Moreover, the CSOs 

who support an IP in treatment could play an important role in the group format regarding support 

and engagement of CSOs of treatment refusing IPs. Furthermore, it would be easier to fill up a 

group of CSOs for CRAFT in group format if the group consists of CSOs of both treatment 

seeking and non-treatment seeking IPs. One study tested CRAFT for IPs already in treatment for 

opioid dependence. The intervention was called CRAFT-T for treatment retention and consisted 

of two sessions for the CSO, and IP together followed by 10 sessions for the CSO. The study 

showed a significant effect on retention when the CSO was the parent of an opioid misuser 

(Brigham et al., 2014). 

5.3 IMPLICATIONS FOR PRACTICE 

Results from the present study imply that CRAFT in different formats delivered in public alcohol 

treatment institutions can help CSOs and engage their IP in treatment. Moreover, the study had 
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good experiences with the open-group format which turned out to function well in practice. The 

CSOs and therapists found CRAFT helpful in regard to managing the IP’s alcohol problem. The 

therapists felt well prepared in the CRAFT program after two days of training, which indicates 

that CRAFT was relatively easy to learn for the therapist in the alcohol treatment institutions. 

This study also demonstrated how therapists changed during their participation in CRAFT 

because they were provided with tools and structure. They went from listening and giving advice 

to the CSO to using their professional skills and autonomy. 

Concerned significant others differed in background, level of strain, and resources. Therefore, it 

is not a given that one format of CRAFT fits all CSOs. Results from the qualitative studies indicate 

that the interventions aimed at CSOs should be individualized and flexible in order to offer a mix 

of the individual format, the group format, or the self-help format according to the CSOs’ needs. 

It is relevant to begin each course with a clarification of needs and a matching of expectations. If 

relevant, the help for the CSOs should be extended to include support for children, if there are 

children in the families who are affected by the alcohol problems. Also, adult children of people 

with alcohol problems can have further needs which are not taken care of in CRAFT. 

5.4 LESSONS LEARNED 
Several decisions are taken and ‘lessons’ are learned when performing a large RCT study. In this 

section, I will reflect on what I have learned from doing this study and what I could have done 

differently. 

The design of this study has been discussed from the planning phase to the assessment of this 

thesis. Since the aim was to investigate if CRAFT in group and individual were more effective 

than CRAFT in self-help format, we designed a superiority study. If a new superiority study 

should be designed, I would limit it to comparing two interventions which would demands a lower 

power than comparing three interventions. I am still of the opinion that it is not an option to have 

a control group receiving no intervention, waiting list, or treatment as usual due to the reasons 

discussed earlier. 

Another lesson learned is based on the experience of recruiting CSOs. Even though we had some 

of the lowest requirements according to ‘time spent with the IP’ for inclusion criteria compared 

to other studies, it was still difficult to recruit CSOs. If we had made the requirements stricter, it 

would have been even more difficult to recruit CSOs, and had they been looser, we would have 

had a group of CSOs that did not spend much time together and thereby having difficulties 

intervening. Therefore, it is not easy to find the right balance of inclusion and exclusion criteria. 

One way to find out, if the time the CSOs and IP spend together has an impact on treatment 

engagement, is to analyse if there is a correlation between ‘time spent with the IP’ and IP’s 

treatment engagement rate. This is something we plan took look into in the future. 
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Another thing related to the recruitment was that we found it difficult to reach the CSOs. A lesson 

learned is thus to secure a budget for advertisement, since it is a costly entry. 

Before initiating the CRAFT study, we conducted a survey among the Danish treatment 

institutions, asking them how many CSOs they considered approached the treatment institutions 

every year and asked for help in relation to their non-treatment-seeking IP.  This survey seemed 

very promising for the recruitment of the participants necessary for one year. However, reality 

turned out to be very different in the study period. Another way of recruiting more CSOs could 

be to include more treatment institutions. All public treatment institutions were invited. It could 

have been relevant to approach some of the treatment institutions more directly according to get 

them to participate in the study.  

The participating therapists were very enthusiastic about participating in the research study. It is 

important to consider how much to require of the therapists in terms of technique and 

documentation. For example, we failed to collect adequate information on how many sessions the 

CSOs participated in. Since it is a research study, there is a need to follow protocol, but protocol 

also must function in practice. Not all therapists are experienced in participating in a research 

study. It was an important learning for me, new to project management, that it demands much 

time to ‘take care’ of the therapists in the study. They should be given a high degree of 

information, but not too much, they should be motivated and always be able to contact people in 

the research group. 

The last lesson learned is that it would be highly interesting to receive some information from the 

people who declined to participate in the study, or the CSOs who did not complete follow-up. It 

would be very interesting to interview these people for several reasons. However, we are not 

allowed to make such inquiries due to the General Data Protection Regulations and the scientific 

ethical committee.  

The participant CSOs were, overall, satisfied with CRAFT, and the therapists were very 

enthusiastic about CRAFT during the study period. But also, after the study, there has been a huge 

interest in our study results and courses in CRAFT. Therefore, we are sure that CRAFT will live 

on in the Danish treatment institutions in the future. 
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6 ENGLISH SUMMARY 

Background: Around 585,000 people in Denmark engage in harmful use of alcohol with 148,000 

suffering from alcohol dependence. The concerned significant others (CSOs) are often suffering 

almost as much as the person with alcohol use disorder. Being in a relationship with a heavy 

drinker is often stressful, leads to frequent conflicts, and the CSOs are often exposed to 

aggression, psychological and sometimes physical abuse from the heavy drinker. At the same 

time, the CSOs feel substantial responsibility for the person concerned, even while often feeling 

let down and demeaned by them. Several interventions have been developed aiming at helping 

CSOs. One of them is Community Reinforcement and Family Training (CRAFT), an intervention 

particularly developed to help CSOs of treatment-reluctant people with alcohol problems. CRAFT 

aims at offering the CSO strategies and tools to use during daily contact with the drinking person 

in order to increase the likelihood of treatment-seeking. CRAFT is also aimed at increasing the 

quality of life of the CSO, regardless of whether the drinking person enters treatment. In Denmark, 

help for CSOs is free of charge and is offered in most of the public treatment institutions. 

However, the content and extent of help varies a lot from municipality to municipality since it is 

not statutory to offer help to CSOs. CRAFT has shown promising results abroad and was 

recommended in the National Clinical Guidelines on Alcohol Treatment in 2015 as the most 

effective treatment for CSOs. Therefore, with this study we wanted to improve the treatment of 

CSOs of people with alcohol problems in Denmark by introducing CRAFT to the operating public 

treatment institutions in Denmark and thereby. empowering the CSOs to create changes in their 

family environment; changes that increase the likelihood of the addicted person seeking treatment 

and the CSOs’ own quality of life increase. 

Aim: The overall aim of this thesis was to compare the effect of three different formats of CRAFT 

and the experiences of CRAFT in Danish Alcohol treatment from different perspectives, the 

participants’ perspective, the therapists’ perspective, and outcome of treatment seeking and 

mental health, depending on the method of delivery. The thesis is based on four papers with the 

following specific aims: 

• Paper I: To investigate how CSOs of people with alcohol problems experience being close 

to an individual who drinks excessively but is reluctant to reduce drinking and to seek 

treatment. Moreover, this study investigates what led to the CSOs seeking professional help. 

• Paper II: To investigate the three formats for delivering CRAFT (individual, open group, 

self-administered) in a RCT. It was hypothesized that: 

- CSOs randomly assigned to receive six sessions of CRAFT delivered in either the 

individual format or the open group format would be able to motivate their IP to enter 
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treatment significantly more often than CSOs randomly assigned to self-administered 

CRAFT.  

- Six sessions of CRAFT delivered in open group would improve the quality of life and 

psychological functioning of the CSOs significantly more than both individual and 

self-administered CRAFT. 

• Paper III: To investigate the drivers and aims underlying CRAFT participation, as well as 

to study the experience with, and preferences regarding, CRAFT specific modules as 

viewed from the CSO’s perspective, based on a sub-sample of CSOs who took part in the 

RCT. 

• Paper IV: To investigate the therapists experiences while working with CSOs and CRAFT. 

Method: Since CRAFT was an intervention strategy previously relatively unknown to the Danish 

treatment sector, a cluster-randomized trial was designed to investigate how to implement 

CRAFT and disseminate knowledge about CRAFT to staff in the treatment facilities. Eighteen 

public treatment institutions for alcohol use disorders were randomly assigned to deliver CRAFT 

in one of the three formats as part of their daily clinical routine. CSOs were recruited via 

pamphlets, general practitioners, and advertisements on social media. Trained clinicians delivered 

CRAFT in individual and group format. All enrolled participants received the self-help book. The 

primary outcome was treatment engagement of the IP after three months. Moreover, we also 

investigated the CSOs and therapists experience’ of CRAFT. We used a qualitative design and 

interviewed 12 CSOs of people with alcohol problems who had participated in the RCT study. 

The interviews were audio-recorded, transcribed, and analyzed using Interpretative 

Phenomenological Analysis. Furthermore, we conducted three focus group interviews with 17 

therapists who had delivered the intervention in the RCT study. The interviews were transcribed 

and analyzed using a thematic analysis. 

Results: Most of the CSOs who participated in the present study were severely affected by the 

IP’s behaviors which were expressed as unsafe situations, verbal violence, and losing their homes 

as safe havens resulting in stress and strain for the CSOs. A total of 249 CSOs were enrolled and 

randomly assigned to receive CRAFT delivered using the individual, group, or self-help format. 

Of the 144 (60%) CSOs who completed the three-month follow-up, 26% (n=37) reported that 

their drinking person had sought treatment for their AUD. Among the CSOs who participated in 

either CRAFT in the group or individual format, 29 % (n=32) reported that their drinking relative 

had engaged in treatment, and from the self-help it was 15 % (n=5) who at the three-month follow-

up reported that the drinking relative had started treatment. The difference between 

individual/group vs. self-help was, however, not statistically significant (Odds ratio (OR) = 2.27 

(95% CI: 0.80, 6.41). At the six-month follow-up, 118 (55%) of the CSOs completed the follow-

up questionnaire. Of the 41% (n=48) of the CSOs, who completed the six-month follow-up, 
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reported that their IP was now engaged in treatment. For the CSOs who received CRAFT in 

individual format or group format it was 43% (n= 39) and 32% (n=9) of the CSOs in the self-help 

format. The difference between the intervention for individual/group vs. self-help was not, at the 

six-month follow-up, statistically significant OR = 1.61 (0.66, 3.97)). CSOs in all three 

intervention groups experienced a small decrease in depression score and an improvement of most 

of the QOL-domains. Also, here the difference between the groups was not significant.  

CSOs reported CRAFT helpful when delivered by means of individual sessions or group sessions. 

The “communication element” in CRAFT, the module focusing on positive reinforcement and 

acquiring a clearer understanding of AUD, appeared to be a particularly helpful element of 

CRAFT. Furthermore, being met with acceptance and non-judgmental attitudes seemed to count 

highly for the CSOs. The written material was a helpful supplement to the face-to-face 

interventions. 

Before CRAFT, the therapists worked in very dissimilar ways to help CSOs. The therapists who 

delivered CRAFT in the individual and group formats were, overall, very satisfied with the 

intervention. The therapists emphasized the structure of CRAFT as being very positive and, 

together with the treatment manual and the written material on CRAFT, they felt they could work 

professionally with the CSOs. The therapists who delivered CRAFT in the self-administered 

format were also satisfied with the written material but, for most of the CSOs, it could not stand 

alone as the only help. 

Conclusion: The thesis compared the effectiveness of three formats of CRAFT and experience 

of CRAFT in Danish public alcohol treatment institutions through a RCT study and qualitative 

interviews. According to treatment engagement, one third of the CSOs who received CRAFT in 

group format or individual format reported that their drinking person had engaged in treatment at 

the three- month follow-up. At the six-month follow-up, nearly half of the CSOs who received 

CRAFT in the group format, or the individual format were followed up. The engagement rate was 

not significantly different for the group of CSOs who received the self-help book only. Due to 

problems in recruiting enough CSOs and a low follow-up rate, the RCT study was underpowered 

in relation to showing a significant effect of one format over another format of CRAFT. CRAFT 

was well received by the CSOs who participated in CRAFT in the individual or group format. 

Though, the experiences from the CSOs and therapists indicate that, for most of the CSOs, the 

self-help book cannot stand alone as an offer since the CSOs often are strained and need more 

support from a therapist. The therapist felt it easy to adapt to the CRAFT program. CRAFT helped 

them work in a more structured and tool-based manner than they were used to, which made the 

therapists feel more comfortable in their professional role.  
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7 DANSK RESUMÉ 

Baggrund: Det er estimeret at 585.00 personer har et skadeligt alkoholforbrug, og at 148.000 

personer i Danmark er afhængige af alkohol. De pårørende til disse personer lider ofte lige så 

meget som personen, der er afhængig af alkohol. At være tæt på en, der drikker for meget, er ofte 

stressende, konfliktfyldt og den pårørende kan være udsat for psykisk eller fysisk vold fra den 

person, der drikker for meget. De pårørende er samtidigt meget bekymrede og føler et ansvar 

overfor den drikkende, selvom de ofte føler sig svigtet og nedværdiget. Der er udviklet flere 

forskellige interventioner, som er målrettet de pårørende med forskellige resultater. Community 

Reinforcement and Family Training (CRAFT) har vist lovende resultater i USA, og blev i 2015 

anbefalet i de Nationale Kliniske Retningslinjer for Behandling af Alkoholafhængighed som den 

mest hjælpsomme indsats til pårørende, hvor den drikkende ikke er i behandling. I CRAFT får 

den pårørende hjælp til at lære nye strategier og værktøjer, som bruges i kontakten med den 

drikkende i dagligdagen, og dermed øger sandsynligheden for at den drikkende søger behandling. 

Formålet med CRAFT er dermed, at den drikkende starter i behandling og nedsætter sit 

alkoholforbrug, men også at den pårørende selv får en bedre livskvalitet, uanset om den drikkende 

går i behandling eller ej. Der er gratis behandling til pårørende i de offentlige danske 

alkoholbehandlingsinstitutioner. På nuværende tidspunkt har kommunerne dog ikke pligt til at 

hjælpe pårørende, og dermed varierer tilbuddet meget fra kommune til kommune. Derfor ville vi 

med dette studie styrke hjælpen for pårørende til personer med alkoholproblemer ved at 

introducere CRAFT til de offentlige alkoholbehandlingsinstitutioner og samtidig undersøge, i 

hvilket format CRAFT mest hensigtsmæssigt kan leveres i en dansk kontekst. 

Formål: Det overordnede formål med denne afhandling var at undersøge forskellen mellem tre 

typer af CRAFT (individuel, gruppe og selvhjælp) samt erfaringerne med CRAFT i den offentlige 

danske alkoholbehandling fra forskellige perspektiver; de pårørendes perspektiv, behandlernes 

perspektiv samt undersøge effekten af CRAFT, som individuelt, åben gruppe eller 

selvhjælpsformat i forhold til at få den drikkende til at søge behandling og forbedre den 

pårørendes livskvalitet. Afhandlingen er baseret på fire artikler med hvert deres specifikke formål: 

• Artikel I: At undersøge hvordan de pårørende oplever at være tæt på en person, der 

drikker for meget, men som ikke ønsker at nedsætte sit forbrug eller gå i behandling. 

Derudover at undersøge hvorfor de søgte hjælp i alkoholbehandlingsinstitutionerne.  

• Artikel II: At undersøge effekten af tre forskellige måder at levere CRAFT (individuel, 

åbne gruppe eller selvhjælp) i et randomiseret klinisk studie. Vores hypoteser var: 
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- Pårørende, som modtog seks sessioner af CRAFT i enten individuelt eller åbent 

gruppeformat, ville i signifikant højere grad motivere deres pårørende til 

behandling, end de pårørende, der modtog CRAFT som selvhjælpsmateriale. 

- De pårørende, som modtog seks sessioner af CRAFT i åbent gruppeformat, ville 

forbedre deres livskvalitet og psykologiske tilstand signifikant mere end de 

pårørende, som modtog CRAFT i individuelt format eller selvhjælpsmateriale. 

• Artikel III: At undersøge, hvordan de pårørende oplevede at modtage CRAFT 

interventionen, herunder hvilke elementer i CRAFT, de fandt mest hjælpsomme. 

• Artikel IV: At undersøge, hvordan behandlerne oplevede at arbejde med de pårørende 

og CRAFT. 

Metode: CRAFT har hidtil været en relativt ukendt intervention i den danske 

alkoholbehandlingssektor, og derfor designede vi et cluster randomiseret klinisk studie, hvor 

CRAFT blev implementeret og viden om CRAFT blev formidlet til personalet i 

behandlingsinstitutionerne. I alt blev 18 offentlige alkoholbehandlingsinstitutioner i Danmark 

randomiseret til at tilbyde et af de tre formater (individuel, åben gruppe eller selvhjælpsmateriale) 

af CRAFT. De pårørende blev gjort opmærksomme på CRAFT gennem plakater, flyers, reklamer 

på de sociale medier og hos de praktiserende læger. Behandlerne, som skulle tilbyde CRAFT i 

individuelt og åbent gruppeformat, blev undervist i metoden på et tre-dages kursus. Pårørende i 

alle tre interventioner fik en selvhjælpsbog; enten som tillæg til individuel eller gruppeindsats 

eller som selvstændigt tilbud. Det primære resultat var, hvor mange af de pårørende som 

rapporterede, at deres drikkende pårørende havde søgt behandling efter tre måneder. Derudover 

brugte vi kvalitative interviews til at undersøge de pårørendes og behandlernes oplevelse af 

CRAFT. Vi interviewede 12 pårørende med individuelle interviews, og 17 behandlere i 

fokusgruppeinterviews. Interviewene blev optaget, transskriberet og analyseret med henholdsvis 

”Interpretive Phenonomogical Analysis” og ”Thematic Analysis”. 

Resultater: Det fleste pårørende, som deltog i studiet, var svært påvirkede af den drikkende 

pårørendes alkoholforbrug. Det kom blandet andet til udtryk ved, at der var mange utrygge 

situationer, og at nogle af dem følte at de ikke kunne være sikre i deres eget hjem, hvilket medførte 

stress og belastning for de pårørende. 

I alt blev 249 pårørende inkluderet og randomiseret til at modtage CRAFT i enten individuelt, 

åben gruppe eller selvhjælpsformat. Ud af de 144 (60%) pårørende, som svarede på tremåneders 

opfølgningsskemaet, svarede 26% (n=37) at deres drikkende pårørende var startet i behandling 

for sit alkoholforbrug. Blandt de pårørende, som deltog i CRAFT i individuelt format eller 

gruppeformat, var der 29% (n=32), der rapporterede, at den drikkende havde søgt behandling, og 

fra selvhjælpsgruppen var det 15% (n=5). Forskellen mellem individuel-/gruppeformat og 

selvhjælpsformat var ikke statistisk signifikant (Odds ratio (OR) = 2.27 (95% CI: 0.80, 6.41)). 
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Ved seks måneders opfølgningen var svarprocenten 55% (n=118), af disse svarede 41% (n=48), 

at den drikkende var startet i behandling. For de pårørende, som modtog CRAFT i individuelt 

format og gruppeformat, var det 43% (n=39), og for dem, som modtog CRAFT som 

selvhjælpsformat, var det 32% (n=9) efter 6 måneder. Heller ikke her var forskellen statistisk 

signifikant (OR = 1.61 (0.66, 3.97). Pårørende i alle tre interventionsgrupper oplevede et lille fald 

i deres depressionsscore og en stigning i livskvalitetsscore, dog ikke signifikant. 

De pårørende følte sig godt hjulpet af CRAFT, uanset, om de modtog interventionen som 

individuelle eller gruppeformat. De pårørende fremhævede især elementerne ”kommunikation”, 

”positiv forstærkning” og det, at de fik en øget forståelse for den drikkendes adfærd som særlige 

hjælpsomme elementer i CRAFT. Selvhjælpsmaterialet var et godt supplement til individuelle- 

og gruppe format, men både behandlerne og de pårørende mente, at det var de færreste som kunne 

klare sig udelukkende med det skriftlige materiale.  

Behandlerne, som udførte CRAFT i individuel- og gruppeformat var overordnet set meget 

tilfredse med interventionen. Strukturen i CRAFT sammen med behandlingsmanualen og 

selvhjælpsbogen blev fremhævet positivt. De følte, at det fremmede deres professionalisme i 

arbejdet med den pårørende. 

Konklusion: Denne afhandling undersøgte forskellen mellem tre formater af CRAFT og 

oplevelsen af CRAFT i den danske offentlige alkoholbehandling gennem et randomiseret klinisk 

studie samt kvalitative interviews. En tredjedel af de pårørende svarede, at deres drikkende 

pårørende var startet i behandling ved tre måneders opfølgningen. Ved seks måneders 

opfølgningen var det næsten halvdelen at de pårørende, som modtog CRAFT i individuelt- og 

gruppeformat, der svarede, at den drikkende var startet i behandling. På grund af store problemer 

med at rekruttere nok pårørende til studiet, samt en lav opfølgnings rate, var der ikke power nok 

til at vise en forskel i effekten af en af interventionerne over en anden. Både de pårørende og 

behandlerne var godt tilfredse med CRAFT i individuelt- og gruppeformat. Erfaringerne fra de 

pårørende og behandlerne tyder på, at selvhjælpsmaterialet ikke er nok hjælp for de fleste 

pårørende, da de er meget påvirkede og har brug for mere støtte. Behandlerne følte, at det var 

nemt at tilvænne sig CRAFT, og at CRAFT hjalp dem med at arbejde mere struktureret deres 

professionelle rolle.  
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Background
It is estimated that 585,000 people in Denmark engage
in harmful use of alcohol with 140,000 suffering from al-
cohol dependence [1]. However, only 15,000 [2] seek
specialist treatment for their alcohol problem, often after
they have been suffering from an alcohol use disorder
(AUD) for more than 10 years [3]. In spite of the severe
consequences of AUD, people with AUD (PWAUD) may
not seek treatment for AUDs due to fear of subsequent
stigma or being incapable of completing treatment [4],
although the most commonly reported reason to not
seek treatment is the belief that one should be able to
deal with the drinking problem without outside help [5].
The concerned significant others (CSOs), such as
spouses, parents, or adult children, are affected by the
drinking, often suffering almost as much as the PWAUD
him - or herself [6].
The populations of CSOs are silent populations. CSOs

easily get caught up in a pattern of behaviour that is
nothing short of destructive [7]. Studies have shown that
CSOs suffer from symptoms such as anxiety, depression,
stress, concentration difficulties, physical pain and anger
because of a poor relationship with the PWAUD [8]. In
addition, violence and sexual abuse are often linked to
an alcohol problem [7, 9]. Indeed, compared to the gen-
eral Danish population, the frequencies of such symp-
toms are two to three times more common both among
persons with an AUD and among their partners [10, 11].
The CSO’s high degree of involvement in and focus on

the state of a person with AUD in the family, may lead
to the neglect of children in the family. It is estimated
that 122,000 children in Denmark live in a family with
drinking problems [12].
In the Danish National Health survey 2010 [13], heavy

drinkers in the Region of South Denmark were asked
where, if at all, they would seek help to reduce drinking.
Most drinkers had no such desire, but were they to con-
sider seeking help, the most common choice would be
looking to family and friends, followed by the general
practitioner. Choosing to seek specialist treatment
ranked very low. For that reason, it makes excellent
sense to empower the families and friends of the person
suffering from an AUD, enabling them to act in ways
that help PWAUDs towards seeking and receiving
treatment.

What kind of intervention is relevant for CSOs?
Five types of interventions, aimed at the CSOs, have been
described: self-help groups (Al-Anon/Nar-Anon) which are
part of the Minnesota treatment family [14], the Johnson
Institute Intervention (a very confrontational approach)
[15], general unspecific support (typically aimed at support-
ing the CSO only, but not addressing how to increase the

likelihood of getting PWAUD into treatment) [16], The
5-step method [17] and Community Reinforcement and
Family Training (CRAFT). So far, CRAFT is the only one
of these methods with any evidence to support that it in-
creases the likelihood of the PWAUD seeking treatment
[18]. CRAFT was proposed in 1986 by Sisson and Azrin
[19] aimed at training CSOs to become involved in the
problem drinkers’ choice of treatment, helping CSOs han-
dle situations between themselves and the problem
drinkers, and finally helping the CSOs to develop specific
strategies to take proper care of themselves in risk situa-
tions [20, 21].

Craft
CRAFT is aimed at CSOs who struggle, unsuccessfully,
to motivate their loved ones to stop drinking and seek
treatment. CRAFT promotes active, positive participa-
tion from the CSOs in seeking to attract problem
drinkers into treatment; changing CSOs’ efforts to help
by developing their roles as active collaborators, sup-
portive of the problem drinker. The underlying assump-
tion of CRAFT is, that CSOs already have a detailed
knowledge of the problem drinkers’ behaviour and that
they are in a strong position to influence PWAUDs’ be-
haviour because of their concern and personal motiv-
ation, including getting PWAUDs to seek treatment [8].
So far, eight randomized or controlled clinical trials on
CRAFT have been carried out on CSOs to alcohol de-
pendents and drug users [16, 18–20, 22–25]. Three stud-
ies focus on alcohol problems [16, 19, 25], three studies
on drug users [22–24], and two studies on both drug
users and alcohol dependents [18, 20]. One of the stud-
ies on drug users studied CRAFT as a supplement to
opioid-dependent adults already in treatment [24]. All
studies have been carried out in the USA except one
study on alcohol, which was carried out in Germany
[25]. The German study compared CRAFT Immediate
Intervention with waiting list and found a significantly
higher engagement rate (B 1.34 SE 0.6) for the people
receiving immediate intervention [25]. The American
studies showed a two to three times higher impact in
getting PWAUD to attend treatment after four to six
CRAFT sessions with CSOs, compared with Al-Anon
and Johnson Institute interventions [26]. In general,
CRAFT interventions to CSOs lead to more than 60% of
the PWAUDs in question to attending treatment in US
[16]. Several of these studies have rather small samples
from 12 to 40 CSOs [19, 20, 22] The original full inter-
vention of CRAFT consists of 12–14 sessions [19]. Kirby
et al. (2017) tested CRAFT in a four-six session inter-
vention, where the only focus in the sessions was on
Treatment Entry Training (TEnt) vs. the original CRAFT
in 12–14 sessions and Al-Anon/Nar Anon (ANF), and
115 CSOs participated in the study. There was no
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counseling about e.g. relationship or substance use [18].
The treatment entry rate, after the intervention, was
62% for the CSOs randomized to the full CRAFT and
63% for the ones randomized to Tent, which was signifi-
cantly higher than the ones receiving Al-Anon/Nar
Anon (treatment entry rate 37%). This was to be ex-
pected, as the goal of Al-Anon/Nar-Anon is not to en-
courage treatment entry. No significant differences in
mood and functioning were found between the three in-
terventions, even though it was not a subject in the TEnt
intervention.
CRAFT has, until now, been examined and shown

effective in the USA and Germany. To our knowledge,
studies on CRAFT have also been initiated in the
Netherlands (ClinicalTrials.gov ID: NCT02510508) and
Sweden (ISRCTN 38220020), but the results are not yet
published. In the Netherlands researchers are performing
a three-armed RCT with group, self-directed CRAFT or
non-intervention addressed to CSOs to alcohol depen-
dents. In Sweden, the effect of a five-week internet-based
CRAFT program is tested versus waiting list (ISRCTN
38220020), in addition to another study on an online
self-help program combined with a parent-training pro-
gram for partners suffering from alcohol use disorder, ver-
sus a brief psycho-education program [27]. Moreover, a
RCT study on CRAFT for CSOs with problem gamblers
(CRAFT vs. treatment as usual) is currently being con-
ducted in Sweden [28]. Earlier studies performed are
based on small populations, and no study of CRAFT has
been performed in Denmark so far.
Furthermore, to our knowledge, only one effectiveness

study, performed in operating treatment institutions and
as part of routine praxis, has been conducted [29]. The
study from Dutcher et al., 2009, tested CRAFT in a com-
munity treatment center in the USA. Altogether 99
CSOs were concerned about alcohol abusers, whereas,
for all CSOs, 55% of the treatment-refusing abusers en-
tered treatment after 6 months. Among the CSOs, who
completed at least four sessions on CRAFT, or the ones
who engaged the abuser to treatment, 65% entered treat-
ment. Further, effectiveness studies outside the USA are
still essential before large-scale implementation.
The efficacy studies and the effectiveness studies per-

formed, so far, indicate that CRAFT is effective for CSOs
towards getting the drinking person into treatment and to
improve the quality of life of the CSO and the relationship
between the drinking person and the CSO [16, 18–20,
22–25]. Whether CRAFT delivered in group, individual or
as self-help material is equally effective is, however, still
unknown. The study of Manuel et al. indicated, that
CRAFT in group condition may be just as effective as in-
dividual CRAFT, but the study was indeed small and did
not compare the two settings directly. In the study of
Manuel et al., 40 CSOs were randomized to either group

CRAFT or self-directed CRAFT, and 60% of the CSOs in
group CRAFT had their loved ones enter treatment, and
for the self-directed CRAFT the result was 40% after six
months [20]. Hence, the findings were promising, but not
conclusive or significant.
Furthermore, groups can be organized as closed

groups or open groups. In closed groups, all CSOs start
at the same time and no new members are enrolled,
once the treatment has begun. An open group can start
when a minimum of two members are enrolled in the
study and new members are included continually until
the maximum of group members has been reached.
When testing CRAFT in a closed group format, Manuel
et al. experienced challenges with the start-up, because it
took up to one month to gather enough CSOs to start a
group [20]. Compared to closed groups, open groups
can be joined without a waiting period. Furthermore, an
open group format may create opportunities for senior
members in the group to share experiences and advice
with newcomers [20]. However, an open group format
may also be negatively affected by a constant influx and
outflux of people in the group, in addition to not all
group members receiving the sessions in a logical order.
A general strength of group therapy, in proportion to in-
dividual and self-help, may be that the CSOs meet
like-minded individuals and are able to share similar ex-
periences and feelings and support each other.

Aim and hypotheses
The aim of this study is to implement CRAFT interven-
tions into the daily routine of Danish community alcohol
treatment centers, and investigate whether 6 week-indivi-
dual CRAFT, 6 week-open group-based CRAFT or based
on CRAFT self-help material only, is efficient in getting
problem drinkers to seek treatment for their alcohol prob-
lems – and which of the three interventions (individual,
group or self-directed CRAFT) is the most effective.

Hypotheses
1. CSOs, randomly assigned to either individual CRAFT
or to open group CRAFT, will significantly more often
be able to motivate their drinking relative to enter treat-
ment compared to CSOs, randomly assigned to the con-
trol condition (self-directed CRAFT).
2. We hypothesize that six sessions of group CRAFT

improve the quality of life and psychological functioning
of CSOs significantly more than individual CRAFT and
self-directed CRAFT.

Methods
Design
The study is a cluster randomized controlled trial, car-
ried out in public alcohol treatment facilities. All public
alcohol treatment centers in Denmark have been invited
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to participate in a partnership with the Unit of Clinical
Alcohol Research at the University of Southern
Denmark. In all, 61 institutions were invited to partici-
pate, and 17 institutions agreed to participate in the
study. The treatment facilities have been randomized to
offer one of the three following CRAFT formats:

1. CRAFT as individual format, consisting of six
individual sessions with a therapist and a self-help
book

2. CRAFT in an open group format. The groups start
when two CSOs have contacted the treatment
facility and will then continuously include new
members, consisting of six group sessions with one
or two therapists, in addition to the participants
also getting a self-help book.

3. Control condition, consisting of CRAFT delivered in
a self-directed format and using a self-help book only.

Power calculation
Based on the data from Manuel et al. [20], we expect
40% of CSOs receiving self-help material and 60% of the
CSOs receiving either Group CRAFT or Individual
CRAFT to be able to motivate the drinkers to enter treat-
ment. Furthermore, the effect of CRAFT is one-sided as
the intervention of CRAFT cannot make the situation in-
ferior for either the CSO or the drinker [8]. Based on these
expectations, 106 participants in each group are needed to
be able to detect a 20%-point difference with an α level at

5%, a power of 90% and an ICC of 0.05. As we foresee a
dropout rate at approximately 10% and, furthermore, a
loss to follow-ups rate at 10%, we need to include at least
135 CSOs in each group. This gives an expected total of
405 CSOs.

Randomization and blinding
Consecutive CSOs, who contact a center randomized to
conduct either individual CRAFT or open group
CRAFT, will be offered the intervention within two
weeks of an intake interview. The intervention consists of
six sessions with 7–10 days between each session (Fig. 1).
Consecutive CSOs, who contact a center randomized

to the control condition (self-directed CRAFT), will be
offered self-help material, only. After three months, and
when the primary outcome has been measured, the
CSOs in this intervention format will, however, have the
possibility of an individual follow-up session with a ther-
apist to make sure that the CSOs are helping to move on.
As can be seen from the design, the control group

consists of CSOs randomized to self-help intervention.
The self-help intervention is chosen as control condition
instead of either Treatment as usual or waiting list.
Treatment as usual was disregarded since the interven-
tions, currently being offered to the CSOs in the partici-
pating treatment centers, differ a lot one from the other,
ranging from nothing, to brief advice on the phone,
psycho-education, or personal support. A waiting list is
disregarded as control condition since participants,

Fig. 1 Cluster-randomization of treatment institutions
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waiting for an intervention or treatment, do not act ‘nat-
urally’, but simply wait and become worse than they
would have outside the study [30], potentially leading to
an overestimation of the effectiveness of the experimen-
tal condition. Instead, offering self-help material to the
control group serves as a minimal intervention and, for
some CSOs, it may even be sufficiently helpful. Should
that be the case, it would constitute an interesting find-
ing and be added to the overall implementation of
CRAFT nationwide.

Participants
The participants of the study are concerned significant
others (CSO) to a person with an AUD. There is no con-
sensus definition on a CSO in the literature, but it could,
for example, be a spouse, a daughter, a son, a cousin, a
friend or a colleague. The CSO must fulfill the criteria
listed below to be included in the study. The therapist,
who includes the CSO, estimates whether the CSO ful-
fills the inclusion and exclusion criteria.
Inclusion criteria (CSO):

1. 18 years and older
2. Being a CSO to a person with AUD, who is not

currently under treatment for an alcohol problem
3. Having the intention to maintain contact during the

next 90 days
4. Having had regular contact with the PWAUD for

the last 90 days (face-to-face contact for several
hours on, at least, a weekly basis) or having the
wish to re-establish a regular contact to PWAUD

5. Being prepared, at least to some extent, to support the
problem drinker if he/she chooses to seek treatment

Exclusion criteria (CSO):

6. Suffering from dementia or other cognitive disorders
7. Not speaking Danish
8. Being psychotic or otherwise severely mentally ill
9. Have been in treatment for AUD in the last three

months
10. Being concerned about a person who, according to

the CSO, mainly uses illegal substances

Recruitment
Informative leaflets and posters have been distributed to
participating local authorities, who are committed to dis-
tribute the leaflets via social services departments, depart-
ments for children and adolescents, and to general
practitioners. Additionally, we recruit participants through
advertisements in local newspapers and via videos and
posts on Facebook, linking to the participating alcohol
treatment centers’ websites and their Facebook pages. Fur-
ther, we inform about the project on national websites for
counseling about alcohol problems such as www.hope.dk
and the national telephone hotline ‘Alkolinjen’.

Timeline
Interventions

Individual and group sessions In this study the sessions
are compressed to 6 sessions of one hour for individual
CRAFT and two hours for group CRAFT in order to test if
a shorter period is just as effective as 12–14 sessions (Fig. 2).
The group CRAFT and the individual CRAFT inter-

ventions cover the following topics [8]:

1. Training in recognition of early signs of domestic
violence, particularly as new behavioural change
techniques are introduced, intentionally designed to
be experienced as negative by the PWAUD;
development of a safety plan.

2. Development of a functional analysis to outline the
triggers of the drinking problem, as well as the
positive and negative consequences of it; training in
identifying the CSO’s own unintentional role in the
maintenance of the PWAUD’s using cycle.

3. Training in effective communication with the
PWAUD. Training in appropriate and consistent
use of positive reinforcement of the PWAUD’s non-
using prosocial behaviour.

4. Training in positive reinforcement. Learning to
reinforce clean and sober behaviour by using small
rewards.

5. Training the withdrawal of reinforcement at times of
drinking episodes in order to allow for the natural
negative consequences of PWAUDs’ using behaviour.

Fig. 2 Project time-line
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6. Help to identify the CSO’s own areas of life
dissatisfaction and training the development of
specific plans for addressing that dissatisfaction and
in rewarding themselves more often.

7. Training the methods on how and when to suggest
treatment to a PWAUD. Development of a “rapid
intake” plan. Working with how to handle
disappointments in a fruitful way.

Self-directed CRAFT format (control) CSOs, random-
ized to the control condition, will receive the self-help ma-
terial, only, and are considered controls for the first three
months after enrollment. The self-help material is a Danish
book [31], inspired by the American CRAFT self-help book
“Get Your Loved One Sober” [32] and the German
self-help book “Strategien zur Selbsthilfe für Angehörige
von Menschen mit Alkoholproblemen, Der Community
Reinforcement Ansatz: das Familien-Training (CRAFT)”
[33]. In addition, we added a chapter about what alcohol
dependence is like, in addition to describing alcohol treat-
ment, how it is organized and how it can be sought. The
CRAFT studies, so far, indicate that the effect of the
face-to-face intervention is mainly seen either during the
intervention or shortly after completion of the intervention.
In other words: empowering the CSOs seems to lead to ra-
ther immediate changes in relation to treatment-seeking
behaviour among PWAUD.
Since we expect a higher impact from the face-to-face

intervention than from the control condition, all partici-
pants in the control condition have the option for a
face-to-face session with therapist three months after en-
rollment in the study, in order to ensure that the partici-
pants are feeling sufficiently helped. The additional
face-to face session for the control group is for ethical

reasons and postponed in time, in order not to disturb
the testing of the interventions.

Participating therapist and training
The therapists delivering the CRAFT intervention will be
staff from the participating treatment centers. Typically,
the therapists are educated nurses or social workers with
extensive experience in the treatment of alcohol abuse dis-
orders. Therapists from the participating centers, random-
ized to deliver either group-based or individual CRAFT,
have received three days free training in CRAFT, funded
by the present project. To avoid disappointment if a par-
ticipating center is randomized to deliver self-directed
CRAFT, the control intervention, and in order to add to
the overall implementation of CRAFT nationwide, thera-
pists will be offered identical training free of charge when
the enrollment of participants is completed.
During the study, all therapists, delivering the experi-

mental intervention, will receive feedback on recordings
of their intervention performance. All face-to-face inter-
vention sessions will be recorded, and feedback will be
given on randomly picked recordings.

Instruments and data collection
Data will be collected at baseline (t0), three months (t1),
and six months (t2) by means of an iPad (baseline) and by
a Web-based battery of questionnaires or by telephone
interview (at follow-ups). The participants receive up to
three reminders for the follow-up questionnaire until they
have answered. Data on whether and when PWAUD start
treatment, will be collected from the CSO after three and
six months after completion of enrollment of CSOs.
The questionnaire will consist of the following instru-

ments (Table 1):

Table 1 Instruments at baseline, first follow-up and second follow-up

Baseline First follow-up after
3 months from baseline (t1)

Second follow-up after
6 months from baseline (t2)

Instruments

Demographic information X

Information on whether the drinker has sought treatment
(primary outcome)

X X

Audit about use of Alcohol [34] X X X

Quality of life [35] X X X

Self-reported number of days with sick leave within the last 30 days X X X

Time spent with the problems drinker [36] X X X

The drinker’s use of alcohol (according to the CSO) [36] X X X

PHQ9_Danish [37] X X X

Coping Questionnaire 30 items form [38] X X X

Family Member Impact Questionnaire [38] X X X

Personal Happiness Scale [39] X X X

Satisfaction with the intervention received [40] X X
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Outcome measures
Primary outcome
The primary outcome is the proportion of drinkers, who
enter alcohol treatment from baseline and until three
months after their CSOs’ enrollment in the CRAFT
study.

Secondary outcomes

1) Changes in the anxiety and depression symptoms of
CSOs following CRAFT intervention

2) Improvement in the relationship between the CSO
and PWAUD before and after CRAFT intervention

3) Self-reported changes in number of sick leave days
for CSOs from 6months before to 6 months after
enrollment in the study

4) Changes in quality of life among CSOs

Statistical analyses
Data will be analyzed using a mixed effect logistic re-
gression model, mixed effects Poisson regression, and
univariate statistical models, including t-tests, and
chi2-tests, will be used for descriptive statistics. For
some of the quantitative secondary outcomes a mixed
effect model (for normally distributed data) or a random
effect quantile regression model will be used. Strategy
for missing data will be based on multiple imputations
with special emphasis on the sensitivity of the results of
various imputation schemes, as the missing mechanism
is likely to be missing not at random.

Ethics
In view of the fact that the CRAFT intervention has
proven highly effective in the US, and since living close
to a problem drinker is such a burden to the individual
and, finally, because the Danish National Guidelines
strongly recommend the implementation of CRAFT, we
find it un-ethical and problematical not to offer CRAFT
in some form to all the participants, even to the control
condition. However, since we expect less effect of the
control condition (CRAFT as self-help material), for eth-
ical reasons, the participants in the control group will be
offered an individual CRAFT session three month after
enrollment. Training significant others in new commu-
nication strategies and new ways of acting, in relation to
the problem drinker, may lead to increased tension in
the family set-up. Domestic violence is already relatively
more frequent in families with problem drinking, thus,
an increased risk may be anticipated. It is, therefore,
highly important to address the risk of domestic violence
in therapy. Addressing this risk is mandatory in the in-
terventions and includes developing safety plans to-
gether with the CSO. It is, however, important to bear in
mind that the risk of abuse and suffering, on the part of

the CSOs, is even higher if the problem drinking con-
tinues unaddressed. We expect no risks or side-effects
for the participants.

Data management
Data will be collected in Research Electronic Data Cap-
ture (REDCap). Baseline data will be collected directly
on an iPad. Data from the follow-up points (three
months and six months after baseline) will be collected
by means of Web-based questionnaires. All data will be
handled and stored by Odense Patient Data Explorative
Network (OPEN) [43] and safe SharePoint. The re-
searchers RH, RB, ASN, CE, one data manager, and one
statistician will have access to the data and final dataset.
The researcher RH and RB make interim analysis and
present interim analysis for the scientific advisory board.
The researcher RH and RB are responsible for recording
adverse events and other unintended effects of the trial
intervention.

Dissemination policy
Only the investigators have the right to publish the re-
sults. Firstly, the results will be published in inter-
national peer-reviewed journals. Afterwards, the results
will be shared in the press and presented at international
conferences. Moreover, some of the results will be a part
of a Ph.D. thesis. The results will also be communicated
to the participants and the therapists in the study.

Organization, administration and oversight
The study will be carried out by the Unit of Clinical Al-
cohol Research (UCAR), The Clinical Research Institute,
and The University of Southern Denmark. UCAR is gov-
erned by two complementary functions: A Research
Office and a Scientific Advisory board.
The UCAR Research Office manages the daily research

operations of UCAR and comprises UCAR’s director, the
leading Principal Investigators and administrative staff.
The Research Office is responsible for the general ad-
ministration of research projects, including the present
study, and provides specialized services to researchers.
Regular meetings will take place between The Research
Office, key-persons and leaders of the treatment centres,
to inform about progress of the study. Furthermore, a
monthly newsletter will be sent to all parties involved in
the study.
The Scientific Advisory board meets three times a year,

to discuss the progress in study. The scientific Advisory
board have the right to make the final decision to ter-
minate the project. The sponsors have no influence on
the process.
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Pilot phase
The first four months of the inclusion-period (from January
2018) have been considered as the pilot phase, in which all
procedures, from inclusion of the first participants in the
study to the first follow-up interview after 3months, are
tested and evaluated. Together with the participating treat-
ment centers, we have evaluated all the procedures. We
have also estimated the duration of the entire inclusion
period of 405 participants. Regardless that we only have in-
cluded 60 CSOs in the first four months, we decided to in-
vite more treatment institutions to the project. This
resulted in an additional seven institutions to be trained,
randomized and commence the inclusion of CSOs from
the first of September 2018.

Discussion
The aim of this study is to investigate whether CSOs
assigned to individual CRAFT or group CRAFT would
be more able to motivate their drinking relative to enter
treatment, compared to CSOs randomly assigned to the
control condition (self-directed CRAFT) and, further-
more, to investigate whether six-weeks group CRAFT
improves the quality of life and psychological function-
ing of CSOs significantly more than individual CRAFT
and self-directed CRAFT.
We expect to find a higher improvement in the quality

of life for the CSOs receiving group CRAFT than the
ones receiving individual CRAFT, since the CSOs in the
group CRAFT benefit from the dynamics that occur in a
group of like-minded individuals. Being part of a group
creates a sense of mutual recognition and may lower the
feeling of isolation and shame among CSOs [42]. Indi-
vidual sessions may, however, be easier to attend, offer
more flexibility, and may allow the CSO to work more
freely with what is perceived to be most important. We
would like to study if there is a difference in life quality
for the CSOs whose relatives enter treatment and those
who do not (self-directed CRAFT). This study is also the
first to study group CRAFT in Europe and the first study
using open group format. CRAFT in a group format
may be a relatively cheaper solution [20]. However, indi-
vidual sessions may be easier to organize in smaller facil-
ities, if waiting lists are to be avoided. If the self-help
material proves to be just as effective as other types of
intervention it would be a low-cost intervention and
easy to implement nationwide.
Alcohol abuse is high taboo in Denmark and CSOs

often feel ashamed of the abuse in the family. Therefore,
we know it can be hard to attract the CSOs. The know-
ledge about the free public alcohol treatment in
Denmark is rather low. Compared to the USA, where
drinking persons were offered alcohol treatment free of
charge if the CSO participated in the CRAFT studies,
the incentive was higher for both CSO and for PWAUD.

Since treatment for alcohol use disorder in Denmark is
tax funded, free to seek and easily available, participation
in this CRAFT study cannot be used as a special oppor-
tunity for free treatment and, therefore, we may not ex-
pect to replicate the high engagement rates from the US
studies [26]. We might also be aware of the fact that not
all CSO find it realistic that the drinking person will ever
enter treatment. It can, however, rather be an aim for
the CSO to increase their own quality of life and their
relationship with the drinking person, only.
We expect this study to provide evidence on the effi-

cacy of CRAFT in Denmark and provide an answer as to
whether one of the three CRAFT methods are more ef-
fective than the other.
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Abstract
Introduction: In the last 20 years, there has been growing evidence that heavy drinking causes ser-
ious harm not only to the person who drinks but also to the person’s relations and concerned sig-
nificant others (CSOs). A relationship with a heavy drinker is often full of conflicts, and CSOs are
frequently exposed to aggression, psychological, and sometimes physical violence from the heavy
drinker. Despite their struggles, CSOs often feel it is difficult to seek professional help for these pro-
blems. The aim of this study was to investigate what problems CSOs of people with alcohol pro-
blems experience prior to seeking professional help to handle these issues. Moreover, to
investigate what led to seeking professional help at all. Methods: This is a qualitative study with
12 female help-seeking CSOs of persons with alcohol problems. The participants were recruited
from a randomised controlled trial (RCT) on Community Reinforcement and Family Training
(CRAFT). Semi-structured interviews were conducted, audio-recorded, and transcribed. The ana-
lysis was based on interpretative phenomenological analysis.Results: Three overall themes and one
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sub-theme emerged from the analysis: (1) The CSO’s feelings and experiences of the situation prior
to help-seeking, (2) The relationship with the drinker, (3) Reasons for help-seeking and its trajec-
tory; and the sub-theme, What the CSOs hoped to gain from help-seeking. Conclusion: The pre-
sent study showed that female CSOs of people with alcohol problems had suffered for a long time
before seeking professional help. They felt their daily lives were unpredictable and stressful. They
were often exposed to verbal and mental abuse and their relationships with the drinking relative
were often characterised by frequent rowing. The CSOs had tried to cope for a long time using a
number of different strategies; seeking help seemed to be the last option considered. Despite all
the struggles and pain, the CSOs also felt a lot of love for their drinking relative and hoped for
the return of their once sober relative. Our findings can be viewed as a support to the stress-
strain-coping-support (SSCS) model proposed by Orford and colleagues.

Keywords
affected family members, alcohol, alcohol problem, alcohol use disorder, community reinforcement
and family training, concerned significant others, CRAFT, help-seeking, qualitative

In the last 20 years, there has been growing evi-
dence that heavy drinking causes serious harm,
not only to the person who drinks but also to
their family members and concerned significant
others (CSOs) (Birkeland et al., 2018). Many
people are affected and impacted by a family
member’s, a friend’s, or a colleague’s heavy
drinking. Worldwide, it is estimated that there
are 100 million affected family members of
people with alcohol problems, and this might
even be a low estimate since it only assumes
one affected family member per heavy drinker
(Orford et al., 2013). Studies report that 26.2–
31.5% of the population is close to at least one
heavy drinker (Bloomfield et al., 2019;
Casswell et al., 2011; Iwen et al., 2010).
Among those who are directly related to a
heavy drinker, 26% are living in the same house-
hold (Casswell et al., 2011), andBloomfield et al.
(2019) found that at least 3% of theDanish popu-
lation share a household with a heavy drinker.

Women are more likely to report negative
consequences and harm stemming from heavy
drinking in their immediate social network than
are men (Huhtanen & Tigerstedt, 2012; Seid
et al., 2015; Stanesby et al., 2018). Further,
more women (5.8%) than men (2.5%) report
living with a heavy drinker (Bloomfield et al.,
2019), and, in general, more women and female
relatives of heavy drinkers are represented in

studies of CSOs (Benishek et al., 2011; Orford,
Velleman, et al., 2010; Orford et al., 2013).
Although many studies focus on women, men
have been found to experience harm in the
same way as women (Orford et al., 2013).

Being in a relationship with a heavy drinker
is often stressful, leads to frequent conflicts,
and CSOs are often exposed to aggression, psy-
chological and sometimes physical abuse from
the heavy drinker (Orford, Velleman, et al.,
2010). At the same time, CSOs feel substantial
responsibility for the person concerned, even
while often feeling let down and demeaned by
them (Orford et al., 2013). In addition, the
CSO is frequently faced with issues of stigma
and a sense of isolation (Corrigan et al., 2006).
The persistent strain can lead to anxiety, depres-
sion, despair, and even fearfulness (Greenfield
et al., 2016; Orford et al., 2013). Further, the
heavy drinking behaviour may impact on the
family’s economic status, and families of
heavy drinkers are frequently fractured because
of the heavy drinker’s persistent damaging and
destructive behaviour (Jackson et al., 2006).

Not only family life, but also health seems to
be affected by the other person’s drinking.
Bloomfield et al. (2019) found that people coha-
biting with a heavy drinker had nearly 40%
higher odds of reporting poor health compared
to individuals who did not. For people friendly
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with a heavy drinker, but not living together
with them, the odds were 23% higher compared
to individuals not friendly with a heavy drinker
(Bloomfield et al., 2019). CSOs are also more
likely than others to seek medical services
(Lennox et al., 1992; Lipscomb et al., 2003)
and have healthcare costs 31–70% higher than
the people not close to an individual with
heavy alcohol or substance use (Ray et al.,
2007; Svenson et al., 1995). It is, therefore, no
surprise that Birkeland et al. (2018), in a
scoping review, found that partners of people
with problematic alcohol or substance use
reported lower quality of life compared to the
general population. Having a heavy drinker as
a close relation is stressful, distressing, and
emotionally exhausting. It leads to major
issues because the behaviour is variable,
changeable over time, unpredictable, and con-
tinuing (Casswell et al., 2011; McCann et al.,
2017). Quality of life can be measured in
many ways. Benishek et al. (2011) found that in
a sample of 110 parents and partners of
substance-using persons, 84% experienced
having had at least one problem in the past 30
days related to the substance user, had suffered
from emotional and relational issues, had finan-
cial, family and health problems as well as pro-
blems of violence and, even, often, with legal
matters (Benishek et al., 2011). Overall, quality
of life among partners is low and comparable to
that of the individuals actually suffering from sub-
stance use problems (Birkeland et al., 2018).

As reported above, a series of surveys and
register studies on CSOs’ quality of life and
self-reported health have been conducted
(Casswell et al., 2011; Greenfield et al., 2016;
Huhtanen & Tigerstedt, 2012; McCann,
Stephenson, & Lubman, 2019; Seid et al.,
2015), contributing to an overview of the preva-
lence and frequency of CSOs’ problems. These
studies fail, however, to provide insights into
and details of CSOs’ lives with a heavy
drinker. Qualitative studies may be an important
supplement to achieve an in-depth understand-
ing of factors contributing to poor quality of
life, self-reported health, and the challenges

CSOs experience. However, due to the obsta-
cles to obtaining personal contact with CSOs,
given that many persons affected by alcohol
feel stigmatised (Jackson et al., 2006), qualita-
tive studies with CSOs are less common. Four
of the qualitative studies performed so far are
even based on the same cohort (McCann &
Lubman, 2018a, 2018b; McCann et al., 2017;
McCann, Polacsek, & Lubman, 2019; McCann,
Stephenson, & Lubman, 2019). These four
studies describe how CSOs adapt their coping stra-
tegies (McCann & Lubman, 2018a); how CSOs
experience family members supporting a relative
with substance use problems (McCann, Polacsek,
& Lubman, 2019; McCann, Stephenson, &
Lubman, 2019); how CSOs experience and cope
with aggression and violence (McCann et al.,
2017), and, finally, they describe the barriers and
facilitators to CSOs’ help-seeking (McCann &
Lubman, 2018b). The studies reveal how stigma,
difficulty in locating help, previous negative
experience with help-seeking, a sense of hopeless-
ness, and a feeling of being undervalued as a CSO,
are barriers to help-seeking. A qualitative study
from Brazil shows how female CSOs abandon
their own life projects and focus on protecting
their families (Nascimento et al., 2019). Several
studies have investigated how children of parents
with alcohol problems have experienced their
childhoods and the consequences of living in
such circumstances (Johnson & Leff, 1999;
Werner & Malterud, 2016). A qualitative study
of nine grown-up children found that living in a
family with alcohol problems leads to disruptions
of social interaction in the family, with threats,
blame andmanipulation, uncertainty and insecurity
ensuing. Many of the children felt responsible for
keeping the problems inside the family (Werner
& Malterud, 2016).

During recent decades, Orford et al. (2013)
have studied family members of people with
drinking, drug, or gambling problems. Based
on their research and the findings of other
research groups, Orford and colleagues have
developed a model called the “stress-strain-
coping-support (SSCS) model” (Orford,
Copello, et al., 2010). The SSCS model
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focuses on the experiences and coping strategies
of family members close to a person with alcohol
problems. The SSCS model is first and foremost
a model of family health. It is, however, also con-
sidered to be applicable to members of other
affected groups. The model describes five main
components that capture the impact of being
close to an individual with a serious drinking
problem: the first component or assumption
behind the model is that being close to a
person with a serious drinking problem can be
highly stressful, both for the drinker and for the
close family members. The person misusing
can and often does do many things that can
have a significant negative effect on individual
family members and family life in general. The
second component of the model is the strain
experienced as a direct consequence of the stress-
ful set of circumstances associated with a close
relative’s drinking problem. Family members
and the drinker’s close social network may
experience pressures, tensions and a high level
of demands as a direct consequence of the drink-
ing problem, and the family or network members
are thus likely to show signs of “strain” in the
form of physical and psychological ill-health.

A central assumption of the SSCS model is
that family members and the social network of
the individual with a serious drinking problem
face the challenge of getting a grip on what is
happening and knowing how best to respond
(Orford, Copello, et al., 2010). The third com-
ponent is thus “Ways families and networks
cope”. The SSCS model describes three
coping styles. The first is Tolerant-inactive
coping, e.g., making excuses for the problem
user, covering up for him/her, taking the
blame, pretending all is well. This coping style
is associated with the highest levels of physical
and psychological symptoms. Engaged coping
is when CSOs are trying to limit the substance
misuse, making rules about it, making it clear
that it is causing upset and pleading for a reduc-
tion in consumption. Withdrawal coping means
that CSOs distance themselves from the situa-
tion and the drinker, leaving the drinker to
himself, getting on with their own lives, putting

themselves first, or ignoring the drinking
(Velleman & Templeton, 2003).

The fourth component in the SSCS model is
“Social support for family members”, since
family members can be helped or hindered in
how well they cope with situations by how
other people (other family members, friends,
neighbours, and professionals) react and inter-
act. For CSOs, good social support is consid-
ered a key resource for coping, so coping and
social support are closely interconnected.
Finally, alongside the other four components,
a fifth element of the model is “Information
and understanding”, describing the family
member’s understanding of what is going on
and the sense that they made of it (Orford,
Copello, et al., 2010; Orford et al., 2013;
Velleman & Templeton, 2003).

The present study aims to investigate the dif-
ficulties, prior to seeking professional help, of
female CSOs of people with alcohol problems
in handling the problems associated with that:
being close to an individual who drinks exces-
sively but is reluctant to reduce drinking and
seek treatment. It will investigate what led to
these CSOs seeking professional help at all.

Methods
The present qualitative study was conducted
as part of the randomised controlled trial
(RCT) of a Danish Community Reinforcement
and Family Training (CRAFT) intervention
(Hellum et al., 2019), and is thus a qualitative
sub-study. CRAFT is an intervention targeting
CSOs struggling to get their alcohol-misusing
loved ones to stop using and seek treatment
(Meyers & Wolfe, 2003; Sisson & Azrin,
1986). The aims of CRAFT are: (1) To motivate
the drinking relative to seek treatment, (2) To
reduce the alcohol misuse, and (3) To increase
the quality of life for the CSO regardless of
whether the drinking relative enters treatment.
The RCT was a three-armed cluster RCT
whose aim was to investigate the implementa-
tion of group CRAFT, individual CRAFT,
and CRAFT self-help material in 24 public
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outpatient treatment centres in Denmark. The
RCT study’s primary outcome was whether
the drinking relative entered treatment as well
as changes in number of drinks, while the sec-
ondary outcome was changes in quality of life
and depression for the CSO. The inclusion cri-
teria for the study were: the CSO= aged at
least 18 years, being a CSO of a person with
alcohol problems not in treatment, having
regular contact with the drinking relative,
being willing to maintain that contact for at
least 90 days, and being prepared to offer
support in entering treatment (Hellum et al.,
2019). It should be noted that not only family
members but also extended family, close
friends or others close to the drinking individual
were included. All CSOs who contacted one of
the participating treatment centres were only
offered CRAFT if they fulfilled the inclusion
criteria. A total of 255 CSOs were enrolled in
the CRAFT study from 2018 to 2019.

Design and analysis in the present
qualitative sub-study
In the present study we used a qualitative design
with semi-structured interviews, and interpreta-
tive phenomenological analysis (IPA) (Smith
et al., 2009) was used to analyse and interpret
the interviews. IPA is a phenomenological
approach used to understand how people
make sense of their experiences in life, how
CSOs experience being close to a person with
alcohol problems, and how the need for help
arose. IPA is founded on hermeneutics as used
in the interpretation of experience. The
researcher needs to interpret the accounts
given in order to understand the participants’
experiences. The final feature that characterises
IPA is that it is ideographic, which means that
each case is examined in detail to gain insight
into the precise nature of the participant’s
experience. IPA tends to be applied to a
limited number of participants only, because it
is essential to probe each participant experience
(Smith et al., 2009). The findings grounded in
the analysis will be discussed in view of and

put into perspective by the SSCS model, pro-
posed by (Orford, Copello, et al., 2010).

Participants
Participants were recruited through the rando-
mised controlled CRAFT study (Hellum et al.,
2019).During the six-month follow-up interview,
the participants were asked whether they would
be willing to be contacted again for further ques-
tions and information within the next five years.
All participants who completed six-month
follow-up at a certain time and had given their
consentwere contactedbymail, telephone, or per-
sonal digitalmail. In total,we contacted 40CSOs,
ofwhom15consented toparticipate in the present
qualitative study. Three of these latter partici-
pants, however, did not give their consent until
after we had closed enrolment in the qualitative
study; hence, the present study is based on inter-
views with 12 CSOs.

The sample consisted of 12 female CSOs of
men with what were described as severe alcohol
problems. Six of the CSOs were living with
their drinking boyfriend/husband, three CSOs
had a drinking ex-husband (none of them
living together anymore), one had a drinking
boyfriend (not cohabiting), one had a
drinking brother (not cohabiting), and one had
a drinking stepson (not cohabiting). The CSOs
were between 29 and 60 years old (mean age:
51 years). The CSOs had known the drinking
relative for 2–43 years (mean: 23.5 years), and
they had had the supporting role for the drink-
ing relative for approximately 2 to 30 years
(mean: 12 years).

Ethics approval and consent to participate
The study was approved by the Danish Data
Protection Agency (Region of Southern
Denmark 2008-58-0035 project no. 17/46074).
The study was presented for approval at the
Danish Ethical Committee (Project-ID:
S-20170148), and the committee decided that
approval was needed due to the character of
the study.
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All participants were informed by the inter-
viewer, both verbally and in writing, about the
procedures for participating in the study. The
information covered how anonymity would be
assured and that the participants could withdraw
at any time from the study without any reper-
cussions. The participants signed an informed
consent document to participate in the study.

Since the topic of the interviews was sensi-
tive and some participants were vulnerable
and in difficult life situations, the interviewers
were very attentive, empathic, and patient.
After the interviews, the participants were
informed that they would be welcome to
contact the alcohol treatment centre or the inter-
viewer if they should feel any need of support.

Interviews
We developed a semi-structured interview
guide consisting of a few demographic ques-
tions and a series of open questions in two
areas: their lives as CSOs and the help-seeking
trajectory, and their experience with CRAFT
(findings reported in another sub-study). We
performed 12 individual face-to-face interviews
in autumn 2019. The interviews took place in
the participants’ homes, workplaces, or the
treatment facilities where the participant had
received the CRAFT intervention. Afterwards,
the participants were asked about basic demo-
graphic information before being encouraged
to talk about their experiences as CSOs and of
help-seeking. All interviews were recorded on
a digital voice recorder and lasted between 20
and 62 minutes. One interview, with a partici-
pant from the self-help group, was unfortu-
nately damaged during the transfer of the
digital voice recorder to the computer, and
only the first eight minutes of the interview
could be included in the analysis.

Data management and analysis
The audio files were fully transcribed by one of
the researchers and two student assistants. All
the interviews were anonymised and quality

controlled. Ten participants wished to read the
interviews following the transcriptions, so the
transcripts were sent to them for validation
and comments. None of the participants had
comments on the transcripts. An inductive
approach was used for the analysis based on
IPA theory (Smith et al., 2009). The analysis
was performed and discussed by two research-
ers (RH and ASN). The analysis was based on
several steps. First, the interviews were read
several times while notes were taken, and
descriptive comments made. Afterwards we
developed themes within each interview and
searched for connections across the emergent
themes. This was done for all interviews and,
finally, we looked for patterns across all the
interviews, and the final themes and sub-themes
were developed (Smith et al., 2009). The
themes were discussed between the authors
until agreement was reached.

Results
Three overall themes and one sub-theme
emerged from the interviews: “The CSO’s feel-
ings and experiences of the situation prior to
help-seeking”, “The relationship with the
drinker”, “Reasons for help-seeking and its tra-
jectory”, and the sub-theme “What the CSOs
hoped to gain from help-seeking”.

The CSO’s feelings and experiences of the
situation prior to help-seeking
Living with a relative with alcohol problems or
being close to a person with alcohol problems
led to severe stress and had had a negative
impact on the CSOs. The CSOs described the
situation as being very unsafe, causing them
to be ever vigilant. Reading the signals in the
household happened almost instinctively, as
one of the CSOs described:

We could wonder what mood he was in. What
would it sound like when the door handle was
grabbed and all such little stupid things.
(Interview person (IP) 11)
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The CSOs described how unpredictable
daily life was and how verbal or mental abuse
was frequent. The CSOs were exposed to
threats and verbal violence. At the time of help-
seeking, they were constantly rowing.

The CSOs who were living with a drinking
relative not only experienced problems in the
relationship but had also lost their homes as
safe havens. They never knew if they could
come home, relax, and feel safe. One CSO
expressed this directly:

It made me feel that I didn’t have a home
where I could relax. So, I was always “on
the job” either at work or at home. So, I was
always hard at it because I never quite knew
what I would come home to. (IP 4)

Other CSOs described how they had become
the only ones to take care of the home, and some
used the metaphors warzone or prison to
describe their home environment. The loss of
a safe home affected the CSOs’ social lives
since they did not feel that they could invite
friends round or make plans for get-togethers.

Their relationship with the drinking relative
impacted not only the private lives and the
homes of the CSOs but also affected the
CSOs’ job performance and job satisfaction.
One CSO said that her boss asked her to sort
out her domestic situation because she was not
performing well at her job:

Well, my boss, he knows what I have to deal
with at home, right? And I have had a staff
review and development interview about my
husband’s alcohol problems, right, and it is
my interview, my connection to my work-
place, so it hit me big time and I just got so
annoyed. (IP 2)

The long-term negative impacts led to stress
symptoms, and the CSOs were convinced that
the stress had an impact on their bodies. One
CSO tells how she had been hospitalised
several times because she thought she was ser-
iously ill, but it turned out that it was stress-

related on account of living with her drinking
boyfriend.

However, the CSOs pointed out they were
not just worn down by their relatives’ drinking
per se. They were also caring and concerned
about the drinking relative’s health after many
years of excessive alcohol consumption. Some
were even worried that the drinking relative
might end up dying prematurely. Two of the
CSOs mentioned that they were constantly
checking whether their partner was still breath-
ing during sleep. The CSOs also conveyed how
hard it was to stand by and watch how the man
they loved was destroying himself by his exces-
sive alcohol consumption.

The CSOs often felt very lonely. They were
convinced that they were quite alone with their
problems and did not feel they could talk to
anyone else about it. Furthermore, they missed
the good times that they had once had with
their sober relatives. As one CSO put it:

I was thinking hard about it … if he insists
on keeping this up, what, what, how can I
handle the situation where he’s just got to
sit and get drunk every evening, while I’ve
got to sit and do something else. But it
feels a bit off. Uh, at least, when we are
just ourselves or when we have guests,
obviously. Well, then it’s really annoying
that he just sits there. There again, I feel
that, well, it’s me who has to prance
around and give guests the heads-up, and
he just sits there being foolish. So there,
yes there I feel a little bit on my own,
right? (IP 1)

When asked why they could not talk to
anyone about it, the CSOs explained that it
was a huge taboo and that they felt embarrassed.
One of the CSOs admitted that it was very hard
to manage all the feelings and frustrations
alone. Two of the CSOs said that they had
stopped talking about their husband’s alcohol
problems because friends and family would
constantly ask why they did not simply leave
him. The CSOs explained:
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I also have friends who know about the situa-
tion, and say, why don’t you just leave. Well, I
don’t know why I don’t just go. I can’t. I can
only register or become aware of a fear of what
is going to happen. Because even though it’s
really unsafe and I feel insecure, it is com-
pletely crazy, but this is what I know. So,
the security of what I know is prioritised
higher than escaping and being free and able
to breathe. (IP 8)

Another reason it was difficult to share the
experiences was that the CSO sometimes won-
dered whether their relative drank because of
them:

… is it me or who is wrong, I never think that
I have been really in doubt about that, but
still, you still have doubts, right, and you
can be deluded, is it my fault or not my
fault. (IP 4)

However, for some of the CSOs, on account
of their being open about the problems, their
networks helped them find professional help.

The relationship with the drinker
In the present study, the drinking relatives were
husbands, boyfriends, ex-partners, a brother,
and a stepson. The perceptions of these drinking
relatives were, however, quite similar. Most
CSOs described the huge differences between
the drinking man and the sober man:

When he doesn’t drink, he is charming and
caring. (IP 2)

But one thing is the drinker and another thing
is, well, the addict. It completely flips around,
and it is so terrible to see happening to a
person you love. (IP 11)

While the sober man was described as a
lovely person, the drinking man was described
as aggressive, mad, nasty, quick-tempered, neg-
ligent, commanding, and without initiative.
Often it was hard to have a conversation with

the drinking man because he talked rubbish or
fell asleep when he was supposed to be spend-
ing time with the CSO.

In particular, the CSO experienced commu-
nication with the drinking relative as trouble-
some. Almost all the CSOs described the
relationship as fraught with slanging matches.
Often the CSOs felt they were being blamed
for the drinking, the drinking relative was
being unpleasant, or he focused entirely on
negative things. Furthermore, some of the
CSOs said that when sober the drinking relative
could not remember how unpleasant he had
been when drunk. Obviously, this added to
some of the CSOs’ sense of dealing with a
“Dr. Jekyll and Mr. Hyde”, depending on
whether he was drinking or not. This uncer-
tainty also contributed to a profound feeling of
loneliness:

I simply don’t want to be near him when he
drinks, because most of what he is saying
might not be particularly agreeable and often
he cannot remember it afterwards. (IP 3)

Not all CSOs, however, found the drinking
relative unpleasant when drunk. One of the par-
ticipants in the present study described how her
drinking boyfriend became loving and caring
when he was drunk, and another CSO was not
sure she would have fallen in love with him
had it not been because he drank too much
sometimes:

And it would not be the man I fell in love with.
And so, it’s true to say, I don’t think that I
would have fallen for him had it not been for
the alcohol. Because, the things he had the
courage to say while drinking, he would not
have said at the beginning of our relationship,
he would not have dared to do that without
alcohol. (IP 3)

The CSOs found it difficult to discuss the
drinking with the drinking relative. Two of the
CSOs explained that their drinking relatives
had made it clear that they would never stop
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drinking. One of the CSOs had thus realised that
if she wanted to stay with her boyfriend, she had
to accept the alcohol, too:

A psychologist said to me, that I had to say
both-and. For a long time, I had said either-or.
But I cannot achieve that either-or with him.
I’ll never get that. So, I have to say both-and
if I want him. And well, I also feel like, the
good days are not coming back badly. And I
actually experience high living through that.
(IP 9)

The majority of the CSOs, however, felt sure
that their drinking relatives simply failed to
recognise the existence of their alcohol
problem, and that if they did, they would be
able to cut down the drinking if they chose.
The drinker claimed to be in control whenever
the situation was discussed.

Another major concern for some of the CSOs
was that they had experienced their husband or
ex-partner having been drunk when alone with
their mutual children. One CSO experienced
that the drinking partner did not take this situa-
tion seriously and failed to recognise that the
drinking and fighting between mom and dad
affected the children. Rather, he claimed that
it only affected him:

Uh, many threats being thrown around; now
he wanted a divorce and now he couldn’t
stand it anymore, fucking bitch and well,
some ugly, fuck you, ugly words. And he
has pushed a boundary, since at first it was
without the children listening and later the
children also had to hear it. And of course, it
does something terrible to them. And he
really thinks they don’t care. (IP 11)

The CSOs recognised the warning signs her-
alding drinking bouts. They could tell when the
relative was building up to drinking, e.g., a
whole week where they were looking forward
to binge drinking on the weekend and made
no other plans, or they made up occasions to
drink.

Some of the CSOs had experienced how
their drinking relative hid alcohol in their
house, garden, or nearby bushes. Discovering
the hidden alcohol was often what alerted the
CSO to the relative’s serious drinking
problem, which they found wholly unaccepta-
ble. A common reaction was for the CSOs to
pick up the alcohol and start hiding it else-
where so the drinker would not find it.
Thus, it became very apparent how the rela-
tionship between the CSO and the drinker
went from verbal communication to non-verbal
actions.

Reasons for help-seeking and its trajectory
All the CSOs had their own personal reasons for
seeking help in tackling their relatives’ drinking
behaviour; one CSO wanted to support her
drinking boyfriend in reducing his drinking
after he was urged to do so by his employer.
Another explained that it was, in fact, her drink-
ing boyfriend who encouraged her to contact
the alcohol treatment centre, for her own sake.
One CSO, who had an adult drinking stepson,
explained that she refused to be part of the big
taboo and silence about his drinking anymore
and, furthermore, she was worried about his
children. Another CSO had decided to leave
her drinking boyfriend and wanted advice on
how to take care of their son. A CSO who had
a drinking brother wanted help in breaking
away from her brother’s benders, wanting a
healthier life for herself.

Common to most of the CSOs was that, for
many years, they had thought they could solve
their relatives’ drinking problems themselves.
They had tried many different approaches to
solve the alcohol problems. However, after
trying to cope with their relatives’ alcohol pro-
blems over many years, they had become men-
tally tired. This was reflected in their motives
for help-seeking:

I just couldn’t be doing with it anymore. (IP 1)

I couldn’t be bothered anymore. (IP 2)
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I couldn’t take it any more… that was the last
straw … it had been too much for many years
… now it was enough. (IP 5)

Something had to be done. (IP 7)

Only a few of the CSOs mentioned a single
occasion as the reason why they sought help.
But, for instance, one CSO described how her
husband got way too drunk in front of the
family, kids, and friends at a birthday party,
and that he had to be put to bed by two parame-
dics:

Uh, there was an episode where we had been
to a party. My husband and I, and everyone
in the family, were there, and for my
husband it turned into a drunken spree.
Completely. And, uh, when we got home, he
might have seemed OK after sleeping for a
while on the way home. But a little later he
got unwell, fell onto the bathroom floor and
actually had to be assisted to bed and, subse-
quently, claimed that he had only had two
and a half beers. Then I could feel something
inside me saying, enough is enough. And I
felt so bad about it, that children were
present, and I simply thought it was totally
irresponsible. (IP 5)

It was not an easy decision to seek help. One
CSO said that she felt it was a taboo and was
ashamed, in addition to feeling disloyal to her
husband. Another CSO was ashamed that she,
herself, could not get her husband to stay
sober. Another CSO found it difficult to take
the step to call the alcohol treatment centre,
because she felt that she was not supposed to
be getting help from a place like that.

It is obvious from the interviews that the
drinking had had a hugely negative impact on
relationships between the CSOs and their drink-
ing relatives. Some of the couples had broken
up, others had tried couples therapy, and some
disclosed that they had been considering
leaving the drinking husband but decided to
give the relationship a last chance by seeking

professional help. One CSO explained how
her husband became a project in her attempts
to protect the family and avoid a divorce:

… and I’ve probably had this stupid project
about the nuclear family because I just don’t
want to be part of the statistic that says we
should be separated … because our life has
been riven by a lot of denial and lies and
broken promises. … Well, I have spent a
great deal of our married life extinguishing
small fires and trying to hide and get on top
of things and make sure that things go
smoothly and stuff like that. And of course, I
now feel that I can’t stand it anymore and I
want my children out of this. (IP 11)

At the time of help-seeking, all the CSOs
thus described having lost all illusions about
the problems disappearing on their own,
feeling exhausted and ashamed, still feeling
love for the (sober) drinking relative, in addition
to also trying help-seeking as a kind of last
option.

What the CSOs hoped to gain from
help-seeking
Not all the CSOs knew initially that they would
be offered the opportunity to participate in a
CRAFT intervention when they approached
the alcohol treatment centre for help. Some of
the CSOs, however, spoke of what they hoped
to gain from help-seeking. Several of them
said they hoped to acquire tools to tackle their
drinking relative better. One of the CSO
reflected:

It’s because I feel powerless, confused, in an
unsustainable situation and want help,
sharing it with someone. Yes. And to get
tools to deal with the situation. That’s why I
sought help. (IP 2)

The majority hoped that the drinking relative
would enter treatment or reduce their alcohol
intake. One CSO hoped to achieve greater
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calmness and learn how to respond better
towards the drinking relative’s behaviour:

Well, I had, well, it was kind of getting some
tools, for me, partly, how I might act differ-
ently. Because often I am, well then it is like,
a non-approving approach. Because you get
annoyed. Therefore, yes, well, there was also
a hope that he might enter treatment. (IP 12)

Another CSO wanted to be able to work on
her own behaviour, learn to take better care of
herself and even break out of the relationship,
if that was the best solution for her:

The fact that I could start with myself, that was
like my beginning in trying to figure out what I
could do about this and, uh, either my hope is
to get him to change his behaviour or enter
treatment or, like, as was also said, just learn
to take care of myself and, and maybe break
away, so get the incentive or the push to get
out [of the relationship red.], if that’s what it
takes. (IP 1)

Discussion
In this study we interviewed 12 female CSOs of
people with alcohol problems. Because of their
drinking relative, all the CSOs had sought help
at a public alcohol treatment centre and were
thus offered participation in an RCT study
while receiving a CRAFT intervention. In the
present sub-study, we wanted to investigate
what went on prior to the CSOs’ help-seeking,
how the CSOs experienced the drinker and the
drinking, what made them seek professional
help, and what they wished to achieve. From
the analysis, three themes and one sub-theme
emerged: (1) The CSO’s feelings and experi-
ences of the situation prior to help-seeking,
(2) The relationship with the drinker, (3)
Reasons for help-seeking and its trajectory;
and the sub-theme What the CSOs hoped to
gain from help-seeking. Our findings tend to
support and add to the SSCS model proposed
by Orford, Copello, et al. (2010).

In terms of the family member, the model
emphasises the stress that drinking inflicts on
the CSOs, and this element of the model is
also demonstrated by the present study. In par-
ticular, the CSOs in our study described how
their lives had become unpredictable and how
they had felt constantly on the alert, watchful,
lonely and insecure, as also described in other
studies (McCann, Polacsek, & Lubman, 2019;
McCann, Stephenson, & Lubman, 2019;
Orford, Velleman, et al., 2010). It was a note-
worthy finding that this feeling of insecurity
and tension led to the loss of the sense of
one’s own home as what normally would be
considered a safe place. As described in the
SSCS model, the frustrations and problems in
the relationship often increase proportionally
with the duration and evolution of misuse,
where the addicted person develops an ever-
stronger attachment to alcohol and the misuse
starts to compete with the family (Orford,
Copello, et al., 2010). Prior studies have not,
however, revealed the CSOs’ depth of feeling
for and worry about the drinking relative,
which renders the situation even more poignant.
They learn at first-hand how to secure the
desired quality time together and maybe give
up the hope of saving the nuclear family. The
sense of diminishing relationship quality was
also found in Velleman et al. (1993), who
described how it gives rise to hurt, bitterness,
feeling let down and anger, but also many
ambivalent feelings that hark back to the good
qualities the relative had shown in the past.

The SSCS model posits that the family
members experience signs of “strain” in the
form of physical and psychological ill-health.
The SSCS model also assumes that the strains
the CSOs experience are the natural conse-
quence of the addiction problem and not the
result of a weak personality or previous bad
experiences in life (Orford, Copello, et al.,
2010). This is confirmed by the present study
in which the CSOs describe how the strain
increases and builds up gradually until the situa-
tion becomes unbearable. We found no indica-
tions of the CSOs being particularly

Hellum et al. 11



vulnerable or weak as such; rather, they demon-
strated how their focus had become turned
almost entirely onto the drinkers’ behaviour
and the family situation as a consequence of
the drinking problem, and how they had tried
to cope with it in a variety of ways. The CSOs
in the present study described feeling ill, claim-
ing that their physical and mental health was
affected even though they were not ill,
described how their job performance was
impacted, and that they eventually felt over-
powered and overwhelmed. As noted above,
the loss of confidence in one’s home as a safe
place imposes a severe strain on the CSO and
the family as such and is a particularly striking
finding that we have not seen described else-
where. The loss of the home as a safe base
obviously leads to high levels of stress and
uncertainty.

According to the SSCS model, CSOs cope
with their family members’ alcohol problems
in different ways, which may have implications
for how long they can endure the strain. We
found that most of the CSOs felt that communi-
cation between them and the drinking relative
had deteriorated, with frequent rowing. As
described in the SSCS model, CSOs make use
of different coping strategies which also affect
how they communicate with their drinking rela-
tive. In general, the CSOs seek to do their best,
but not all strategies are equally effective, and
drinkers will respond differently to different
strategies (Orford, Copello, et al., 2010).
Liepman et al. (1989) describe how the drinking
husband and his wife have one interpretation of
their relationship during periods of drinking
(wet periods) and another in periods of not
drinking (dry periods). Liepman and colleagues
find that the drinkers do not perceive family
interactions as wanting, neither during wet nor
during dry periods. In contrast, the wives
report better family functioning and communi-
cation during dry periods, which leads to the
wives being more motivated to engage the
drinking husbands themselves in treatment
during these periods (Liepman et al., 1989).
This may intersect with our finding that the

participant CSOs registered a marked difference
between how they experience the drinking man
as compared to the sober man, and how this
creates a huge emotional dilemma, in addition
to putting further strain on communication
between the parties.

Furthermore, in the literature, the response to
the CSOs from their social network emerges as
crucially important. Social support is not about
how many people you have around you, but the
quality of the network. The main question is
whether the social network supports the CSO
and is on board with her way of tackling the
drinker and the drinking situations, or if they
encourage her to leave him (Orford, Copello,
et al., 2010), as some of the CSOs in this
study experienced. Our findings indicate that
if the social network is aware of the situation,
they tend to recommend that the CSO leave
the drinking relative, which may make it even
more difficult for the CSO to reach out for
help in resolving the situation. Thus, CSOs
often suffer in silence and so go largely unac-
knowledged (Orford et al., 2013). This may
create a vicious circle. When the social
network is kept in the dark, and the CSOs do
not reach out for help themselves, they may
become even more adversely affected before
ultimately seeking professional help and, as
argued by Orford et al. (2013), this struggle
may result in serious illness. Additionally, as
found by Vederhus et al. (2019), when family
members of people with addictions suppress
their emotions, trying to fix the problems them-
selves and neglecting their own needs, the
family becomes dysfunctional and has a
poorer quality of life.

Many people are reported not to know how
or where to seek help (May et al., 2019). This
was also the case for most of the CSOs in our
study, who had been suffering for a long time
before seeking professional help. The fifth com-
ponent in the SSCS model, “information and
understanding”, describes the importance to
the CSO of good and accurate information
about misuse, and of gaining an understanding
of the condition that will lead to a more
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informed grasp of the situation and reduce the
sense of stigma (Orford, Copello, et al., 2010).
Information and understanding are a central
part of help-seeking. The female CSO has
been described as a person who has to live up
to the image of being in control of the family
while at the same time being charged with the
responsibility for controlling the drinker’s
drinking (Orford, Copello, et al., 2010). The
study by McCann and Lubman (2018b) found
that promoting factors for help-seeking
include previous positive experiences with
help-seeking, an ability to overcome shame
and isolation, being open with trusted signifi-
cant others, as well as persistence. Our findings
tend to support this. In the present study, the
sense of taboo combined with a feeling of
loyalty towards, and love for, the drinking rela-
tive, made the CSOs try very hard indeed to
solve the problems themselves rather than
seeking professional help. McCann et al.
(2018b), who studied barriers to help-seeking
for CSOs of people with alcohol or drug
misuse, found that CSOs tend to look for help
discreetly, often unsuccessfully trying to
source information on the internet. The barriers
identified in McCann and colleagues’ study
were, thus, not only stigma-related, which dis-
courages help-seeking, but also included diffi-
culties in locating informal and formal support
services, previous negative help-seeking experi-
ences, and feelings of hopelessness and of being
undervalued.

It is not well described in the literature what
the CSOs hope to gain from the treatment. Our
study indicates that the CSOs hope to acquire
tools for better tackling the situation around
the drinking relative and to achieve a better
quality of life for themselves. Moreover, they
hope that the drinking relative will enter treat-
ment. The authors behind the SSCS model
emphasise that the CSOs may improve not
only their own health but also the substance
user’s use of alcohol if they receive the right
support, which is in line with the goals of the
CRAFT intervention (Orford, Copello, et al.,
2010). Therefore, it is important that the

relatives get the right help at the right time. In
Denmark, CSOs can seek help and advice
from public alcohol treatment centres free of
charge, but the help offered may vary across
the country. In 2015, a Danish Clinical
Guideline recommended that CRAFT should
be offered by all such facilities (Danish Health
Authority, 2018).

The present study adds to the evidence that
CSOs of people with alcohol problems live
with significant levels of stress and uncertainty.
Moreover, they seem to face a quandary
between love and hate for their drinking rela-
tive. As noted by several previous studies,
CSOs also suffer from poor health
(Bloomfield et al., 2019; Ray et al., 2007),
and so they might make relatively more fre-
quent visits to their general practitioner. Thus,
general practice might be the place where
CSOs in need of help are picked up on, and
offered referrals to specialised help at, for
instance, alcohol treatment facilities, where tai-
lored interventions are provided, aimed at the
CSOs of drinkers who are reluctant to seek
treatment. Due to the vulnerability of CSOs
and the complexities of their situation, it is of
the first importance that professionals do not
simply delve into the negative consequences
of the relatives’ drinking and recommend the
CSO to leave the drinking relative. A study of
people with alcohol use disorder showed the
importance of the role of the GP, kindly and
with a non-judgmental attitude, inquiring
about the struggles the drinking person might
have (Coste et al., 2020), and it is highly
likely that the same would apply for the CSOs.

Strengths and limitations
This is the first qualitative study with a help-
seeking population of CSOs who participated
in a CRAFT study (not web-based), and it
brings to the alcohol field important findings
about an overlooked group. However, we are
aware of some limitations of this study. First,
a rather high rate of CSOs was unwilling to
be interviewed for the present study. Thus,
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the willing CSOs might differ from other CSOs
and be particularly interested in being inter-
viewed, given that alcohol problems have a
strong presence in their lives. Several of the
interviewed CSOs reflected that it had been
pleasant to be interviewed by a researcher, and
that it felt like a kind of a treatment session.
Second, this study sample is limited to a small
Danish help-seeking population and cannot be
generalised to all CSOs. Third, when the
sample talked about what they hoped to gain
from the treatment, they had already completed
the CRAFT intervention and so their answers
might be biased. There is also a risk that some
of the CSOs in this sample differ from other
help-seeking CSOs by virtue of having knowl-
edge about CRAFT acquired prior to seeking
treatment, due to publicity for the project.
However, the publicity material revealed little
about the actual treatment.

Conclusion
The present study showed that female CSOs of
people with alcohol problems had suffered for a
long time before seeking professional help to
better handle the problems associated with
being close to an individual who drinks exces-
sively but is reluctant to reduce drinking and
seek treatment. The CSOs often felt their lives
were unpredictable and stressful and that they
were under a lot of strain; strain that affected
their health and functioning. Some CSOs even
felt that they had lost the sense of their home
as a safe haven. The CSOs had tried to cope
for a long time using a number of different stra-
tegies; help-seeking was the last option consid-
ered. They sought help because they wanted to
support their drinking relative or because they
wanted to leave their drinking relative and
needed tools to address the care of common
children. Despite all the struggles and pain,
the CSOs still had strong feelings for their
drinking relative and hoped for the return of
his once sober self. Our findings can be
viewed as supporting the SSCS model proposed
by Orford and colleagues, and as

recommending that helping professionals, and
in particular general practitioners, should be
attentive to the patient’s family background
and situation, and offer a referral to relevant ser-
vices if the patient is suffering due to a loved
one’s drinking problems.
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Abstract 

Background: Community Reinforcement and Family Training (CRAFT) is an intervention designed to help the 
concerned significant others (CSOs) of people with alcohol problems who are reluctant to seek treatment. It aims to 
improve the well-being of CSOs and teach them how to change their behavior in order to positively influence the 
“identified patient” (IP) to seek treatment.

Methods: The aim of the present pragmatic cluster-randomized trial was to compare the effectiveness of three 
formats for delivering CRAFT in real life settings: group sessions, individual sessions, and written material only (control 
group). Eighteen public treatment centers for alcohol use disorders were randomly assigned to deliver CRAFT in one 
of the three formats as part of their daily clinical routine. CSOs were recruited via pamphlets, general practitioners, and 
advertisements on social media. Trained clinicians delivered CRAFT in individual and group format, and self-adminis-
tered CRAFT was limited to handing out a self-help book. The primary outcome was treatment engagement of the IP 
after three months.

Results: A total of 249 CSOs were found to be eligible and randomly assigned to receive CRAFT delivered in group, 
individual, or self-administered format. The three-month follow-up rate was 60%. At three months follow-up, 29% 
(n = 32) of the CSOs who received group/individual CRAFT reported that their IP had engaged in treatment. The cor-
responding rate for the CSOs who received self-administered CRAFT was lower (15%; n = 5) but did not differ signifi-
cantly from the other group of CSOs (Odds ratio (OR) = 2.27 (95% CI: 0.80, 6.41)).

Conclusion: We hypothesized that CSOs receiving CRAFT in a group format would improve the most, but although 
our findings pointed in this direction, the differences were not statistically significant.

Trial registration: Clinical trials.gov ID: NCT03 281057. Registration date:13/09/2017.
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Introduction
Alcohol use disorder (AUD) causes serious consequences 
for the persons who suffer from the condition, but lately 
there has been an increased focus on those who have a 
close relationship with the drinker, the so-called con-
cerned significant others (CSOs). The CSOs often live in 
stressful circumstances and have lots of worries that fre-
quently lead to poorer physical and mental health [1] as 
well as lower quality of life [2] compared to the general 
population. Moreover, this group of CSOs often experi-
ence loneliness and stigmatization [3].

In Denmark, 140,000 people are assumed to suffer from 
alcohol dependence [4]; however, only around 17,000 
Danes are enrolled in specialized treatment each year [5]. 
Moreover, it is often the case that the person with AUD 
has been suffering from the disorder for 10 years or more 
before entering treatment [6]. As a result, both persons 
with AUD and their CSOs may, at length, suffer from the 
consequences of alcohol use.

Interventions for CSOs, independent from treatment 
for the individual with the substance use disorder (i.e., 
‘identified patient’; IP), have been developed. To date, 
the approach with the best evidence is Community Rein-
forcement and Family Training (CRAFT), a behavioral 
intervention that aside from improving the well-being 
of CSOs, teaches them how to change their behavior in 
order to positively influence the IP to seek treatment. A 
meta-analysis of 11 studies on CRAFT delivered in dif-
ferent formats, involving CSOs of persons suffering 
from alcohol and/or drug misuse or gambling, found 
that CRAFT was twice as effective in engaging the IPs 
to treatment compared to control/comparison groups 
[7]. Studies on problematic gambling found the lowest IP 
treatment entry rates, all below 25%. Also, the IP treat-
ment engagement rates varied according to the type of 
format used to deliver CRAFT to the CSOs. In studies 
where the CSOs were offered individual therapy, 12.5–
71% of the IPs subsequently engaged in treatment, and 
in two studies in which the CSOs were offered support 
in a group format, 60% of the IPs engaged in treatment. 
Interventions aimed at the CSOs consisting of a mix of 
individual and group sessions have, so far, been found 
to lead to the highest IP treatment engagement rates: 
77–86% [7]. Group format is considered a cost-effective 
way of providing CRAFT, and a study by Manuel and col-
leagues indicated that CRAFT delivered in closed group 
format may be just as effective as individual CRAFT, but 
the sample size was indeed small and the study did not 

compare the two formats directly [8]. Whether CRAFT 
delivered in open group format is as effective as individ-
ual CRAFT has yet to be investigated. Open and closed 
groups have different advantages and disadvantages. 
Closed group formats are often preferred since they 
allow the same group of participants to meet and get to 
know one another well and to go through a logical chain 
of topics from start to finish. However, closed group for-
mats often involve waiting lists, since it is not possible 
for new participants to join the intervention until a new 
group starts. In contrast, an open group format allows 
for new participants to join an existing group and blend 
in with the other participants. The order of the topics in 
the open group is similar to that of closed formats, but, 
consequently, this means that some new group mem-
bers may, so to speak, start in what may be considered 
to be the middle of a chain of topics and continue until 
they reach the middle of the chain again. The advantage 
of using open group formats is, thus, that they are easier 
to implement (it is quicker to fill up a group) and easier to 
access (no waiting list), but they may require more work 
on the therapist’s part in order to repeatedly explain to 
new participants where the group is in the chain of topics 
and how the topics relate to one another. We expect to 
find higher improvement in the quality of life of the CSOs 
receiving group CRAFT than those receiving individual 
CRAFT, since the CSOs in group CRAFT may benefit 
from the dynamics that occur in a group of individuals 
sharing, at least in part, similar circumstances. Moreover, 
being part of a group may create a sense of mutual recog-
nition and may lower the feeling of isolation and shame 
among CSOs [9].

One study has tested CRAFT as a self-administered 
intervention and the results indicate that this format has 
a similar, albeit less pronounced, effect to individual and 
group formats, with a treatment engagement rate of 40% 
[8].

Although CRAFT is one of the most studied methods 
aimed at helping CSOs to motivate IPs to enter treatment 
for AUD, only very few studies have tested CRAFT in a 
European context [10–12]. Most previous studies have 
tested the impact of CRAFT on IP treatment entry rates 
and only few studies have reported other measures such 
as improvement in the mental health of CSOs and impact 
on family cohesion [10, 12].

In sum, the most studied format for delivering CRAFT 
is individual counseling, and only a few studies have ana-
lyzed CRAFT delivered in group format. There is some 

Keywords: Community Reinforcement and Family Training, CRAFT, Concerned significant others, Alcohol treatment, 
Treatment engagement, Alcohol use disorder
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evidence that CRAFT based on self-help materials leads 
to elevated rates of IP treatment entry. Most studies, so 
far, took place in a research-based environment [8, 12]. 
So, although there are several high-quality randomized 
control trials, the effectiveness of different CRAFT-for-
mats under regular treatment conditions is still unclear. 
The present study was thus designed as a pragmatic trial 
operating within real-life conditions. The study followed 
the implementation of CRAFT interventions into the 
daily routine of Danish community-based alcohol treat-
ment centers, and the therapists involved were staff from 
the alcohol treatment centers participating in the study. 
The aim of the present study was to investigate whether 
one of the three formats for delivering CRAFT (individ-
ual, open group, self-administered) is more effective than 
the others in getting problem drinkers to seek treatment 
for their alcohol problems, and whether one format has a 
larger impact on the quality of life of the CSOs than the 
others. When planning the study, we hypothesized that:

1. CSOs randomly assigned to receive six sessions of 
CRAFT delivered in either individual format or group 
format with a continuous enrollment of CSOs would be 
able to motivate their IP to enter treatment significantly 
more often than CSOs randomly assigned to a control 
condition consisting of self-administered CRAFT.

2. Six sessions of CRAFT delivered in open group for-
mat with continuous enrollment of CSOs would improve 
the quality of life and psychological functioning of the 
CSOs significantly more than both individual and self-
administered CRAFT.

The present study is not only the first to examine group 
CRAFT in Europe, but it is also the first to investigate 
CRAFT delivered in an open group format [9]. 

Methods
Design
The 18 treatment centers comprised both larger institu-
tions with more than 25 staff members and small cent-
ers with fewer staff members. The treatment centers were 
randomized to deliver CRAFT to the CSOs in one of the 
following three formats:

1.  CRAFT as six individual sessions with a therapist, 
supported by written material.

2.  CRAFT as six open group sessions, supported by 
written material. The groups started when two CSOs 
had contacted the treatment facility and continu-
ously included new members. Each CSO followed six 
group sessions with one or two therapists.

3.  Control condition, consisting of CRAFT delivered in 
a self-administered format and by means of written 
material only.

Randomization
The treatment centers (n = 18) were randomized to 
deliver CRAFT in individual, open group, or self-
administered format. Thus, each facility was assigned to 
deliver CRAFT in one of the three formats to all CSOs 
who approached the facility for support during the 
study period. CSOs were eligible to participate in the 
study if they approached the treatment facility express-
ing concern for their IP’s drinking habits and were not 
already in treatment or had received treatment in the 
past three months. Due to low capacity, it was assumed 
that the small centers could not recruit enough CSOs 
to run a group within a reasonable time frame. There-
fore, we chose to perform a cluster randomization in 
three stages. The three large centers were the first to 
be randomized to deliver CRAFT in one of the three 
formats, followed by the smallest centers, and then 
the remaining medium-sized centers. The randomiza-
tion was performed in the computer program STATA, 
by giving the participating treatment centers random 
numbers and then randomly assigning them to one of 
the three conditions. The randomizations were blinded 
and performed by an independent person not involved 
in the study. The CSOs were not told beforehand which 
intervention each facility had been allocated to. The 
participating centers were spread out over Denmark.

Consecutive CSOs who contacted a center that had 
been randomized to deliver either individual or group 
CRAFT were offered the particular intervention within 
two weeks of an intake interview. Both individual and 
group CRAFT consisted of six sessions with 7–10 days 
between each session [9]. CSOs in all three groups 
began with an intake interview where they were inter-
viewed, asked about potential violence and threats 
from the drinkers, and filled out the baseline question-
naire. In the case of risk of violence being present, the 
CSO was given advice on how to receive specific help.

Consecutive CSOs who contacted a center that had 
been randomized to deliver self-administered CRAFT 
were offered an intake interview and, afterwards, writ-
ten material only. At the intake interview, the CSOs 
were informed that they could have an individual fol-
low-up session with a therapist after three months for 
additional support, if needed. This individual follow-up 
session was offered after the primary outcome had been 
measured and it was added to ensure that the CSOs in 
the control group felt that they had received adequate 
help. The self-administered intervention was chosen 
as a control condition instead of either ‘treatment as 
usual’ or a waiting list. Treatment as usual was disre-
garded since the usual interventions being offered to 
the CSOs differ between the treatment centers. Some 
centers offer brief advice over the phone, while other 
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centers offer group-based psychoeducation or individ-
ual personal support delivered face to face. A waiting 
list was disregarded as a control condition since par-
ticipants waiting for an intervention or treatment do 
not act ‘naturally’, but simply wait and become worse 
than they would have outside the study [13], potentially 
leading to an overestimation of the effectiveness of the 
experimental condition. Instead, we decided to offer 
the control group written material with the possibility 
of a follow-up face-to-face session with a therapist after 
three months and regarded this to be an appropriate 
minimal intervention.

Participants
Recruitment
To disseminate the information on CRAFT interven-
tions being available to the public and the possibility of 
CSOs needing to seek it, information leaflets and post-
ers were distributed by the participating local authori-
ties. The local authorities were committed to distributing 
the leaflets via social services departments, departments 
for children and adolescents, and general practition-
ers and others who might come into contact with CSOs. 
The title of the leaflet was “Alcohol—are you concerned 
about someone who drinks too much? – Help is availa-
ble…” The leaflet emphasized that it is hard to be close to 
someone with alcohol problems. CRAFT was introduced 
as being of help to the significant other, but the type of 
delivery format used by the local alcohol treatment insti-
tutions was not described. The leaflet also provided infor-
mation on where to receive a CRAFT intervention, i.e., 
the address and telephone number of the local alcohol 
treatment institution. Additionally, the alcohol institu-
tions used advertisements in local newspapers and videos 
and posts on social media, linked to the alcohol treat-
ment centers’ websites and their Facebook pages. Further, 
information about the project was posted on national 
websites for counseling on alcohol problems such as 
Alkohol & Samfund (in English: “Alcohol & Society”) and 
the National Telephone Hotline ‘Alkolinjen’ [14].

Inclusion criteria (CSO)
Any individual with a close relationship to someone 
with AUD could participate in the trial if they met the 
following criteria: 1) 18  years or older; 2) being a CSO 
with concern for an IP’s drinking habits; 3) not currently 
receiving treatment for an alcohol problem; 4) have the 
intention of maintaining contact with the center for the 
next 90 days; 5) have had regular contact with the IP for 
the past 90  days (face-to-face contact for several hours 
on, at least, a weekly basis) or the desire to re-establish 
regular contact with an IP; and 6) being prepared, at least 

to some extent, to support the IP if they should choose to 
seek treatment.

Exclusion criteria (CSO)
CSOs were excluded if they 1) suffered from dementia 
or other cognitive disorders; 2) did not speak Danish; 
3) were psychotic or otherwise severely mentally ill; 4) 
had been receiving treatment for alcohol problems for 
the past three months; and 5) were concerned about a 
person who, according to the CSO, mainly used illegal 
substances.

The therapist who enrolled the CSO estimated whether 
he/she fulfilled the inclusion criteria and screened for 
exclusion criteria. All CSOs who sought help through 
one of the participating treatment centers and fulfilled 
the criteria were offered the CRAFT format that the 
facility had been randomized to. No other interventions 
aimed at helping CSOs were offered at the participating 
treatment centers during the study period.

Questionnaires
After enrollment and before the first session, the CSOs 
completed a self-administered questionnaire (baseline, 
t0) on a tablet, starting with an informed consent form. 
Data were collected again after three months (t1) and six 
months (t2) by a self-administered Web-based battery 
of questionnaires or by telephone interview. The partici-
pants received up to three reminders for the follow-up 
questionnaire until they had responded. Data on whether 
and when IPs started treatment were collected from the 
CSOs three and six months after enrollment of the CSOs 
into the study.

Measures and variables
Demographics
Demographic information (only at baseline) included 
gender, age, and level of education.

Additional information on the CSO
We asked the CSOs whether they 1) worked full time (yes 
or no); 2) had been on sick leave within the past 30 days 
(yes or no); 3) had children living at home (yes or no); and 
4) had previously sought counselling because of their IP’s 
alcohol use (yes, no, or don’t know). Further, the Alco-
hol Use Disorder Identification Test (AUDIT) [15] was 
used to collect information on the CSOs’ use of alcohol. 
Response options for each question were coded 0–4 and 
summed. The scores were classified into three groups: < 8, 
8–15, and > 15.

Information on the IP
We asked the CSOs to provide the age and gender of their 
IP and to indicate the type of relationship they had with 
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them (partner, daughter/son, parent, or other). We also 
asked the CSOs how often they had spent time with their 
IP in the past 4 weeks (almost every day, 5 times a week, 
3 times a week, 2 times a week, or 2 times a month), how 
often the IP drinks (daily, mainly on weekdays, mainly 
on weekends, usually one day per week, usually less than 
one day per week, or don’t know), and whether the IP 
had been in treatment for AUD before (yes, no, or don’t 
know).

Outcome measures
Primary outcome
The primary outcome was the proportion of IPs who 
entered alcohol treatment between baseline and three 
months after enrollment of their CSO to the study. The 
primary outcome was assessed by asking the CSOs 
whether their IP had entered treatment during this 
period (no, yes, or don’t know). CSOs who responded 
“don’t know” were excluded from the analysis. A total of 
7 (5%) and 8 (6%) CSOs were excluded after three and six 
months, respectively. If there was a missing response at 
both 3 and 6 months the variable was missing.

Secondary outcomes

1. Changes in depression symptoms of the CSOs fol-
lowing the CRAFT intervention

2. Changes in the quality of life of the CSOs

To assess changes in the quality of life of the CSOs fol-
lowing the CRAFT intervention, we used the four sub-
scales of the World Health Organization Quality of Life 
instrument (WHOQOL): Physical Health, Psychological, 
Social Relationships, and Environment. All four subscales 
are scored from 1 to 5, with a higher score indicating a 
higher level of quality of life [16]. The Patient Health 
Questionnaire-9 (PHQ-9) was used to assess changes in 
depression symptoms of the CSOs following the CRAFT 
intervention (scores 0–4 = no depression symptoms; 
scores 5–27 = depression symptoms) [17].

Intervention
Therapist training and supervision
The recruitment of the CSOs and the interventions were 
conducted between January  1st, 2018, and December  31st, 
2019. The therapists taking part in the study were regu-
lar employees at the treatment centers and comprised 
social workers, nurses, and psychologists, most of them 
with special training in Motivational Interviewing and all 
of them experienced in working with patients with AUD 
and their relatives. The therapists who delivered indi-
vidual or group CRAFT underwent a three-day course 

in CRAFT before delivering the intervention. The thera-
pists delivering the control intervention were not trained 
until after conclusion of the study period to avoid spill-
over effects. The training was undertaken by one of the 
authors (GB) in charge of a German study of CRAFT 
during the years 2008–2009 [12]. The training consisted 
of an examination of all the elements in CRAFT, includ-
ing practicing and role-play. In addition, the therapists 
received brush-up training after six months. The thera-
pists were guided by a treatment protocol and each ses-
sion was documented. The treatment sessions followed a 
protocol, based on the CRAFT manual [18], and all ses-
sions were audio recorded in preparation to ensure treat-
ment adherence and supervision of the therapists.

To ensure fidelity to the CRAFT method and therapist 
style, two authors (ASN and MH) listened to a randomly 
drawn sample of the audiotapes recorded during treat-
ment sessions. Feedback was given to the therapists, as 
well as feedback on additional specific sessions, if the 
therapist asked for this. The therapists received feed-
back on a minimum of two recordings of their sessions 
if they delivered individual CRAFT or co-performed in a 
facility randomized to deliver group CRAFT. Only three 
therapists asked for feedback on a specific session. The 
project group met with key therapists from each treat-
ment center each month during the first year of the pro-
ject and every second month during the last year of the 
project. Here, a current status of the project was given, 
cases were discussed, and additional supervision was 
given.

Interventions for CSOs
Individual and group sessions
Previous CRAFT studies conducted with the CSOs of 
persons with AUD mostly offered 12–14 sessions of 
CRAFT to the CSOs [7]. In the present study, the num-
ber of sessions for individual CRAFT was reduced to six 
sessions of one hour, and for group CRAFT the num-
ber of sessions was reduced to six two-hour sessions. 
The reason for this was two-fold: partly because if the 
interventions prove successful, an intervention consist-
ing of six sessions is assumed to have a fair chance to be 
implemented in the daily routine of clinical practice in a 
Danish context, free of charge for the CSOs; and partly 
because the findings of previous CRAFT studies suggest 
that IP treatment engagement is typically realized within 
the first six sessions [19].

Both the individual and group CRAFT interventions 
covered the following eight topics [18]: 1) Strengthen-
ing the motivation of the CSO; 2) Training in recognition 
of early signs of domestic violence, particularly as new 
behavioral change techniques are introduced, intention-
ally designed to be experienced as negative by the IP; 
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development of a safety plan; 3) Training in functional 
analyses to outline the triggers of the drinking problem 
as well as the positive and negative consequences of it; 
4) Training in identifying the CSO’s own unintentional 
role in the maintenance of the IP’s using cycle; training 
in effective communication with the IP; 5) Training in 
appropriate and consistent use of positive reinforcement 
of the IP’s non-using prosocial (non-drinking) behavior; 
6) Training in positive reinforcement; learning to rein-
force clean and sober behavior by using small rewards; 
7) Training the withdrawal of reinforcement at times of 
drinking episodes to allow for the natural negative con-
sequences of the IP’s using behavior; help to identify the 
CSO’s own areas of life dissatisfaction and training the 
development of specific plans for addressing that dis-
satisfaction and in rewarding themselves more often; 8) 
Training the methods on how and when to suggest treat-
ment to an IP, including the development of a “rapid 
intake” plan and working with how to handle disappoint-
ments in a fruitful way.

Self‑administered CRAFT format (control)
CSOs randomized to the control condition only received 
written material and were considered to be controls 
for the first three months after enrollment. The written 
material was a brief, easy-to-read book [20], inspired 
by the American CRAFT self-help book “Get Your 
Loved One Sober” [21], and in particular by the Ger-
man written support material”Strategien zur Selbsthilfe 
für Angehörige von Menschen mit Alkoholproblemen, 
Der Community Reinforcement Ansatz: das Familien-
Training (CRAFT)” [22], which was used in the German 
study on CRAFT [12]. The book described the eight top-
ics covered in CRAFT including violence. In addition, the 
book included a chapter containing basic information 
about the mechanisms in AUDs, and how AUD affects 
both IPs and CSOs, as well as information about alcohol 
treatment, what treatment implies, and how to easily get 
access to treatment. All three groups received the book: 
the control-group received the book as the only interven-
tion, and participants in the individual and group condi-
tions received the book as an additional support to the 
face-to-face interventions.

Treatment for IP
In Denmark, treatment for AUD does not require a refer-
ral and it is free of charge to all citizens. By law, treatment 
has to be offered within two weeks, and individuals may 
choose to seek treatment at their local treatment center 
or at a treatment center in another municipality if they 
prefer. In contrast to previous studies, no special treat-
ment for the IPs was integrated within the CRAFT inter-
ventions in the present study. However, if an IP became 

motivated to seek treatment, free treatment was imme-
diately made available at the treatment center where the 
CSO had received the CRAFT intervention, or in any 
other community-based treatment center. The CSOs 
were thoroughly informed about treatment options for 
IPs, e.g., free specialized alcohol treatment and treatment 
in general practice.

Statistical analysis
Data were analyzed using Stata version 16.1. The pri-
mary outcome was compared between the three CRAFT 
groups at three- and six-months follow-up using logistic 
regression. To check for imbalance in the baseline values 
between the three randomized groups, we used analysis 
of variance (ANOVA) [23]. A combined group was cre-
ated comprising the CSOs who received individual or 
group CRAFT, and the primary outcome was compared 
between this combined group and the self-help CRAFT 
group at both follow-up times. Corresponding analyses 
were conducted on a combination of the primary out-
come at three- and six-months follow-up: IPs who were 
engaged in treatment at either three- or six-months 
follow-up were compared to IPs who were not engaged 
in therapy at any time. Secondary outcomes were com-
pared between the three CRAFT groups at three- and 
six-months follow-up, using linear regression with robust 
standard errors and analysis of covariance, adjusting for 
baseline values of the outcomes, with robust standard 
errors. We did not adjust for other covariates since there 
were too few answers/participants in some categories. 
Further, another combined group was created comprising 
the CSOs who received individual or self-help CRAFT, 
and the secondary variables were compared between this 
combined group and the group that received CRAFT in 
group format. All pairwise comparisons of the primary 
and secondary outcomes between the three CRAFT 
groups were adjusted for multiple testing using Sidak’s 
correction [24]. The three- and six-months analyses were 
based on Intention-to-treat. Characteristics of the par-
ticipants and dropouts at both three- and six-months 
follow-up were compared using chi-square tests for cat-
egorical covariates, and Student’s unpaired t-tests for 
numerical covariates. The analyses were checked by a 
third person. The datasets used and/or analyzed during 
the current study are available from the corresponding 
author upon reasonable request.

A power calculation was based on an expected 60% of 
the CSOs receiving either group or individual CRAFT, 
and 40% of the CSOs receiving written material, to be 
able to motivate the IP to enter treatment, based on 
data from Manuel and colleagues [8]. Effects of CRAFT 
were tested one-sided since previous studies consistently 
demonstrated improvement in all outcome measures in 
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individuals receiving CRAFT [18]. Based on these expec-
tations, 106 participants in each group were needed to 
be able to detect a 20-percentage point difference in the 
primary outcome between the CRAFT individual/group 
intervention and the CRAFT self-help intervention, with 
an α level at 5%, and a power of 90%. As we predicted a 
dropout rate of approximately 10% and, additionally, a 
lost to follow-up rate of 10%, we needed to include 131 
CSOs in either group.

Ethics approval and consent to participate
This study was approved by the Danish Data Protection 
Agency (Region of Southern Denmark 2008–58-0035 
project no. 17/46074). The study was submitted for ethi-
cal approval to the Danish Ethics Committee (Project-ID: 
S-20170148) but we were informed that the study did 
not require formal approval since it was a questionnaire 
survey to compare different ways of implementing a rec-
ommended treatment method, CRAFT, according to the 
National Clinical Guidelines in Denmark.

All participants were informed, both orally and in writ-
ing, about the procedures for attending the study. The 
participants signed an informed consent document prior 
to participating in the study. All relevant guidelines have 
been followed according to the Declaration of Helsinki.

The study was registered at ClinicalTrials.gov Identi-
fier: NCT03281057.

Results
Study sample
During the study period from 2018 – 2019, a total of 259 
CSOs (see Fig.  1) were included in the study. After fill-
ing out the baseline questionnaire, 10 CSOs dropped out 
of the study or withdrew their consent to participate, 
leaving 249 participants: n = 88 in the group CRAFT 
intervention, n = 96 in the individual CRAFT interven-
tion, and n = 65 in the self-help (control) intervention. 
Among the 249 participants in the study, 60% (n = 151) 
completed the three months follow-up assessment: 56% 
(n = 49) in the group CRAFT intervention, 70% (n = 67) 
in the individual CRAFT intervention, and 57% (n = 37) 
in the control intervention. At six months follow-up, 55% 
(n = 136) of all the participants completed the question-
naire: 50% (n = 44) in the group CRAFT intervention, 
59% (n = 57) in the individual CRAFT intervention, and 
54% (n = 35) in the control intervention. A dropout anal-
ysis (see supplementary table 2) was made for those who 
did not complete the three- or six- months follow-up. 
The analysis showed that the ones who did not answer 
at three- or six-months follow-up were younger and 
scored lower on the Quality-of-Life domain environment 
(DOM4) at baseline.

Fig. 1 Design of the study and flow of the participants
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Table 1 Characteristics of study population, stratified by intervention group

Total study sample CRAFT intervention

Group Individual Self-help

Number of participants, n 249 88 96 65

Sex, n (%)
  Male 38 (15) 9 (10) 16 (17) 13 (20)

  Female 211 (85) 79 (90) 80 (83) 52 (80)

Age, mean (SD) 49.0 (13.9) 47.3 (14.6) 51.6 (13.7) 47.7 (12.9)

Level of education, n (%)
  Less than university degree 208 (84) 75 (86) 80 (84) 53 (82)

  University degree 39 (16) 12 (14) 15 (16) 12 (18)

Work full or part time, n (%)
  No 86 (35) 37 (43) 31 (33) 18 (28)

  Yes 161 (65) 50 (57) 64 (67) 47 (72)

Have been on sick leave within the last 30 days
  No 211 (85) 71 (82) 84 (88) 56 (86)

  Yes 36 (15) 16 (18) 11 (12) 9 (14)

Children living at home, n (%)
  No 148 (60) 61 (70) 54 (57) 33 (51)

  Yes 99 (40) 26 (30) 41 (43) 32 (49)

Earlier counselling, n (%)
  Yes 56 (22.5) 23 (26) 22 (23) 11 (17)

  No 191 (76.7) 65 (74) 74 (77) 52 (80)

  Do not know  <  5a 0 0  <  5a

AUDIT score, n (%)
  < 8 206 (84) 66 (77) 83 (88) 57 (89)

  8–15 36 (15) 19 (22) 10 (11) 7 (11)

   > 15  <  5a  <  5a  <  5a 0

Relationship to the IP, n (%)
  Partner/spouse 123 (50) 42 (48) 55 (59) 26 (41)

  Daughter/son 28 (11) 12 (14) 8 (9) 8 (13)

  Parent 53 (22) 18 (20) 18 (19) 17 (27)

  Other 42 (17) 16 (18) 13 (14) 13 (20)

Sex of the IP, n (%)
  Male 182 (73) 69 (79) 70 (73) 43 (66)

  Female 66 (27) 18 (21) 26 (27) 22 (34)

Age of the IP, mean (SD) 55.3 (13.3) 54.0 (12.9) 56.4 (13.3) 55.3 (13.8)

How often have you spend time with the IP in the last 4 weeks, n (%)
  Almost Everyday 133 (53) 43 (49) 59 (61) 31 (48)

  5 times a week 13 (5) 8 (9)  <  5a  <  5a

  3 times a week 20 (8) 8 (9) 5 (5) 7 (11)

  2 times a week 29 (12) 10 (11) 12 (13) 7 (11)

  2 times a month 44 (18) 16 (18) 14 (15) 14 (22)

  Not within the last 4 weeks 10 (4)  <  5a  <  5a 5 (8)

How does the IP drink at the moment (according to the CSO), n (%)
  Daily 138 (56) 49 (56) 51 (54) 38 (59)

  Mainly on the weekdays 12 (5)  <  5a 7 (7)  <  5a

  Mainly on the weekends 37(15) 15 (17) 12 (13) 10 (16)

  Usually one day per week 11 (4)  <  5a 5 (5)  <  5a

  Usually less than one day per week 15 (6) 5 (6) 7 (7)  <  5a

  Do not know 32 (13) 12 (14) 12 (13) 8 (13)
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Sample
Baseline characteristics of the CSOs and IPs are pre-
sented in Table  1. The CSOs were mostly female (85% 
n = 211), and the mean age of the participants was 
49 years (SD; 13.9). The most common relation to the IP 
was partner/spouse (50% n = 123), the second most com-
mon was daughter/son (22% n = 53), and the third most 
common was parent (12% n = 28). More than half of the 
CSOs (60%; n = 148) had children living at home, and 
22,5% (n = 56) of the CSOs had previously sought coun-
seling because of their IP’s drinking. The gender of the 
IPs was mostly male (73% n = 182), their mean age was 
55 years (SD; 13.3), and 40% (n = 99) of the IPs had pre-
viously been in treatment for their drinking. CSOs who 
reported that the IP was drinking mainly on a daily basis 
comprised 56% (n = 138) of the sample, and 15% (n = 37) 
of the participants reported that the IP was mainly drink-
ing during weekends, and 6% (n = 15) reported that the 
IP was drinking less than once a week. At baseline, we 
found missing responses for level of education (n = 2), 
work (n = 2), sick leave (n = 2), children (n = 2), AUDIT 
(n = 5), relation to IP (n = 3), sex of IP (n = 1), IP drink-
ing pattern (n = 4), and IP earlier counselling (n = 4). In 
accordance with GDPR (General Data Protection Regu-
lation) less than 5 participants in one response category 
was listed as < 5.

The WHOQol-score at baseline was highest for the 
domain Physical Health (DOM1), with an average score 
of 15.1 (SD 2.6). The score for the domain Psychological 
(DOM2) was 12.9 (SD 2.7) on average. The domain Social 
Relationships (DOM3) was 13.0 (SD 2.9) on average, and 

the score for the domain Environment was 14.4 (SD 2.0) 
on average.

The average PHQ-9 (depression) score for all partici-
pants was 8.2 (SD 5.4). The score was highest for par-
ticipants in the group CRAFT intervention (8.7 (SD 5.6)) 
and lowest for participants in the individual CRAFT 
intervention (7.9 (4.9)).

Intervention outcomes
Primary outcome: treatment engagement
Table  2 shows the percentage of IPs who had entered 
treatment three months following the enrollment of 
their CSO to the study. At three months follow-up, 
29% (n = 14) of the CSOs who received group CRAFT, 
and 29% (n = 18) of the CSOs who received individual 
CRAFT, reported that their IP had engaged in treatment. 
In the control group, 15% (n = 5) of the CSOs engaged 
their IP to treatment. The difference between the inter-
vention for individual/group vs. control group was not 
statistically significant (Odds ratio (OR) = 2.27 (95% CI: 
0.80, 6.41)). An additional analysis (see supplementary 
table 1) showed an IP treatment engagement rate of 43% 
after six months among the CSOs who received individ-
ual or group CRAFT, and the corresponding rate in the 
control group was 32%. There was no significant differ-
ence between the intervention for individual/group vs. 
control group (Odds ratio (OR) = 1.61 (0.66, 3.97)).

Missing observations: Level of education (n = 2), work (n = 2), sick leave (n = 2), children (n = 2), audit (n = 5), relation to IP (n = 3), sex of IP (n = 1), IP drinking pattern 
(n = 4), IP earlier counselling (n = 4)
a Less than 5 participants, precise number omitted due to GDPR
b WHOQOL Measuring Quality of Life
c Patient Health Questionnaire (PHQ-9)

Table 1 (continued)

Total study sample CRAFT intervention

Group Individual Self-help

Has the IP earlier been in treatment, n (%)
  No 135 (55) 50 (57) 47 (51) 38 (58)

  Yes 99 (40) 35 (40) 40 (43) 24 (37)

  Do not know 11 (4)  <  5a 6 (6)  <  5a

Quality of life at baseline, mean (SD)
  DOM1 Physical  Healthb 15.1 (2.6) 15.1 (2.6) 14.9 (2.6) 15.2 (2.9)

  DOM2  Psychologicalb 12.9 (2.7) 12.8 (2.6) 13.0 (2.5) 13.1 (3.1)

  DOM3 Social  Relationshipsb 13.0 (2.9) 12.9 (2.8) 12.9 (2.9) 13.4 (2.9)

  DOM4  Environmentb 14.4 (2.0) 14.7 (2.1) 14.3 (1.8) 14.4 (2.0)

Depression at baseline, mean (SD)
  PHQ-9c 8.2 (5.4) 8.7 (5.6) 7.9 (4.9) 8.0 (5.8)
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Secondary outcomes

Quality of life score for the CSOs The change in the 
WHOQol-score among the CSOs from baseline to three 
months follow-up is presented in Table  3. The CSOs 
who received group CRAFT reported an increase in the 
WHOQol-score from baseline to three months follow-up 
in all four quality of life domains except for the environ-
ment domain (-0.36, SD: 1.67). The CSOs who received 
individual CRAFT reported an increase in scores in all 
four domains. The CSOs in the control group reported an 
increase in scores in the physical health domain (DOM1) 
(0.56, SD: 2.03) and the psychological domain (DOM2) 
(0.04, SD: 1.80), and a decrease in scores in the domains 
of social relationships (DOM3) (-0.22 SD: 2.15) and envi-
ronment (DOM4) (-0.47 SD:1.49). There were no sig-
nificant differences between the group intervention vs. 
individual/control intervention (DOM1: adjusted mean 
difference: -0.12 [95% CI: -0.74, 0.50]; DOM2: adjusted 
mean difference: 0.25 [95% CI: -0.46, 0.96]; DOM3: 
adjusted mean difference: 0.68 [95% CI: -0.07, 1.43]; 
DOM 4: adjusted mean difference = -0.15 [95% CI: -0.76, 
0.47]).

Depression score for the CSOs The change in the PHQ-9 
depression score from baseline to three months follow-
up is also presented in Table 3. All three groups showed a 
decrease in the depression score at three months follow-
up, with a mean change for all CSOs at -1.94 (SD:4.91). 
The decrease was highest among the CSOs who received 
group CRAFT (-2.02, SD: 6.52), followed by the CSOs 

who received individual CRAFT (-1.97, SD: 3.32), and, 
lastly, the CSOs in the control group (-1.78, SD: 4.15). 
However, the differences between the groups were not 
significant (adjusted mean difference = 0.21 [95% CI: 
-1.46, 1.87]).

Discussion
This study of CRAFT is the largest to date (n = 249). It 
is the first study to investigate three formats for deliver-
ing CRAFT in the same study, one being the format of 
open groups, as well as the first study to be performed as 
an effectiveness trial in real-life settings and with a rela-
tively low number of exclusion criteria. While the results 
favored the group and individual formats over the self-
help format after both three- and six-months follow-up, 
the difference between the groups was not statistically 
significant.

In the present study, the IP treatment engagement rate 
was 29% after three months, which is lower than what 
has been reported in previous studies of CSOs of per-
sons with substance use disorders [7]. Although treat-
ment initiation of IPs typically occurs within the first 
three months after enrollment of the CSO in a CRAFT 
intervention, additional IPs enroll in treatment dur-
ing the period 3–6 months after enrollment of the CSO 
[12, 25]. In the present study, the IP treatment engage-
ment rate after six months increased to 43%. Previous 
studies on CRAFT for CSOs of individuals with alcohol 
and/or drug problems reported slightly higher rates of IP 
treatment entry six months following enrollment of the 
CSO in the CRAFT intervention, i.e., 48–64% [8, 12, 19, 
26, 27]. After six months, there only seems to be a very 

Table 2 Treatment engagement at three- and six months’ follow-up, comparisons of CRAFT intervention groups

a Excluding participants who answered “Don’t know” to question on the IP’s treatment engagement at three months’ follow-up: At 3 months n = 7 (5%); at six months 
n = 8 (6%)

Total 
study 
 samplea

CRAFT intervention Pairwise comparisons of CRAFT intervention groups

Group Individual Self-help Group or 
individual

Group vs. 
Individual

Group vs. self-
help

Individual vs. 
self-help

Group or 
individual vs. 
self‑help

N (%) N (%) N (%) N (%) N (%) OR (95%-CI) OR (95%-CI) OR (95%-CI) OR (95%‑CI)

N 144 48 63 33 111

Treatment engagement at 3 months
  No 107 (74) 34 (71) 45 (71) 28 (85) 79 (71) Ref Ref Ref Ref

  Yes 37 (26) 14 (29) 18 (29) 5 (15) 32 (29) 1.03 (0.37, 2.83) 2.31 (0.57, 9.26) 2.24 (0.59, 8.57) 2.27 (0.80, 6.41)

Treatment 
engagement at 
6 months

42 54 31 96

  N 127 42 54 31 96

  No 94 (74) 30 (71) 38 (70) 26 (84) 68 (71) Ref Ref Ref Ref

  Yes 33 (26) 12 (29) 16 (30) 5 (16) 28 (29) 0.95 (0.32, 2.82) 2.08 (0.50, 8.68) 2.19 (0.56, 8.62) 2.14 (0.74, 6.16)
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small increase in treatment engagement rate from 6 to 
12 months [12, 19].

In the present study, we did not find a significant dif-
ference in the IP treatment engagement rate between the 
interventions. Of the CSOs who received open-group 
CRAFT, 49% had engaged their IP in treatment at six 
months follow-up. So far, only one other study has inves-
tigated the impact of delivering CRAFT in group format 
to CSOs of people with alcohol and/or drug problems 
[8]. The study reported a treatment engagement rate of 
60% at six-months follow-up for CSOs who intended to 
engage in the study, and the rate for all the CSOs who 
were enrolled in the study was 71%. In contrast to the 
present study, Manuel and colleagues investigated the 
impact of a closed group format [8]. Since closed group 
formats without continuous enrollment of new group 
members tend to imply waiting lists for the new par-
ticipants, we investigated the impact of an open group 
format with continuous enrollment of new CSOs. The 
outcome of such open groups, measured as treatment 
engagement rate of the IP, did not differ significantly 
from individual sessions, but we learned that it was man-
ageable to deliver CRAFT in such a format.

In this study, the IPs of 39% of the CSOs who received 
individual-CRAFT had sought treatment at six months 
follow-up of the CSOs. Previous studies on CRAFT 
delivered as individual sessions reported treatment 
engagement rates of 48–64% after six months [11, 
19, 27, 28]. One explanation for the lower treatment 
engagement rate for both group and individual CRAFT 
in the present study compared to prior studies might 
be because we reduced the number of CRAFT sessions 
to six instead of the 10–14 sessions offered in previous 
studies [8, 12, 19, 27, 28], and that the CSOs, therefore, 
did not have the time needed to train, for instance, 
communication skills. In the study on iCRAFT, i.e., 
CRAFT delivered in an online format, the authors 
investigated the impact of five online sessions [10], and 
similar to our study, they also found a lower treatment 
engagement rate at six months than did prior studies, 
namely 21.6%. The reasons for investigating the impact 
of a lower number of CRAFT sessions were several. 
First, we considered it more manageable for the CSOs 
to join a shortened intervention. Second, we consid-
ered it easier and more likely, in the long run, to imple-
ment a shorter CRAFT format in the public treatment 
institutions, compared to an intervention consisting 
of twice as many sessions. Moreover, a previous study 
indicated that the treatment engagement for the IP 
already took place after 4–6 CRAFT sessions with the 
CSO [19], and we therefore considered that six ses-
sions might be a reasonable treatment intervention. 
However, it should be considered that reducing the 

number of sessions from 10–12 to six might not leave 
enough time for the CSOs to get rid of their frustra-
tions. Orford and colleagues have criticized CRAFT for 
being too focused on motivating the IP to seek treat-
ment and not offering unconditional support to the 
CSO [29]. When shortening the CRAFT intervention, 
the time for unconditional support for the CSO may 
even be less, and this should, of course, be taken into 
consideration when planning to implement a CRAFT 
intervention in daily clinical routine. In most previous 
CRAFT studies, the potential treatment of the IP was 
not integrated into the CRAFT intervention or par-
ticularly more accessible due to the CRAFT interven-
tion. Another and perhaps more plausible explanation 
for the lower treatment rate might thus be that in Den-
mark, the public treatment of individuals with alcohol 
problems and support for their CSOs are already easily 
accessible to both groups and is offered free of costs for 
the individual, since it is financed by the municipalities. 
This has been the situation for CSOs the last 20 years at 
least, and for IPs even longer. Since the treatment and 
support for both IPs and the CSOs are generally eas-
ily accessible in Denmark, the intervention in the pre-
sent study may not necessarily lead to a high level of 
increased treatment engagement for the IPs than by 
offering the interventions in a culture where treatment 
participation is costly for the individual. The study of 
the impact of the intervention involved access to treat-
ment free of charge for the IP [8, 19, 30].

Finally, the reason for the relatively low rate of treat-
ment initiation among the IPs may be due to our inclu-
sion criteria being broader than other studies as far as 
who could be considered as a CSO, and less strict regard-
ing the amount of time CSOs had to spend with their 
IPs, regardless of the type of relationship. Like other 
studies on CRAFT [7], most of our study participants 
were female (85%). The percentage of spouses/partners 
composed 50%, parents 22%, and daughters/sons com-
posed 11%. Thus, our spouse/partner percentage was 
lower than all other CRAFT studies (alcohol) [7]. In 
some studies, with a high treatment engagement rate, it 
was an inclusion criterion that the CSO and IP were liv-
ing together or beings relative, spouse, intimate partner 
[19, 31]. Therefore, the lower proportion of spouses/
partners might also have influenced the present study’s 
results since this group of CSOs can be considered to 
spend more time with their IP and have a larger capac-
ity to influence their IP. However, our broader inclusion 
criteria mirror the real-life situation, where both friends, 
siblings, and ex-partners approach the alcohol treatment 
institutions for help for their loved ones.

Our three months follow-up rate at 60% was lower 
than we had hoped for. An analysis of the CSOs, 
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lost-to-follow-up at three- and six months follow-up, 
showed that those who were lost to follow-up were sig-
nificantly younger than those who were not. Further-
more, the CSOs lost-to-follow-up scored lower on the 
quality-of-life domain “Environment” when included 
in the study. In this study, the follow-up questionnaires 
were sent to the participants by post, personal email, 
or completed with an interviewer during a phone call, 
depending on the wishes expressed by the CSOs at the 
time of enrollment in the study. Despite several remind-
ers being sent out, follow-up by post or via secure email 
may have influenced the low rate of follow-up since 
people, particularly younger people, tend to forget to 
check the secure email account or forget to post mail. In 
another study in which the follow-up was done via per-
sonal interviews, the research group managed to achieve 
a follow-up rate of 100% at three- and six-months follow-
up and 92% at 12-months follow-up [12]. Another study 
paid participants for their participation in the follow-up 
interviews and, thus, also achieved high follow-up rates 
(70–90%) [8].

It was not only a challenge to receive a sufficiently high 
number of follow-up data, but it also turned out to be 
an overall challenge to inform CSOs about the possibil-
ity of receiving help and seeking professional help, i.e., 
participating in the CRAFT-study. There may be many 
reasons for this. Firstly, the alcohol treatment centers 
participating in this study experienced that most of the 
CSOs who approached them for support and help had 
IPs that were already seeking treatment. Therefore, these 
CSOs were excluded from participation in the present 
study and, instead, involved directly in the treatment of 
the IP. Secondly, CSOs, in general, find it challenging to 
seek professional help [32]. On the one hand, they are 
convinced that they can solve the problem themselves 
[33], and some CSOs are in serious doubt about whether 
there is a problem or not [29]. Thus, the CSOs often wait 
quite a long time before seeking help and they are often 
worn out when they reach this point [29]. The challenge 
to recruit CSOs might also be due to treatment for AUD 
being considered taboo, and a common barrier is the lack 
of knowledge about treatment [34]. Drinking alcohol is 
a social norm in Denmark and something which almost 
everyone does [35]. Alcohol is associated with pleasure 
and quality of life [36, 37] but when the drinking gets 
too much, it is seen as a taboo, stigmatized and hard to 
address, even among persons working in the health care 
system [38].

In the present study, the amount of support received 
by the CSOs in CRAFT individual or group format. 
CRAFT might also vary, since the CSOs were included in 
the analysis independently of whether they participated 
in only a few or all the six sessions of the intervention 

(intention to treat approach). Therefore, some of the 
CSOs may have received relatively little help and might, 
therefore, not have acquired the skills to increase the 
chance of engaging the IP to treatment.

Earlier studies on CRAFT have used a waiting list, 
treatment as usual or another type of CSO-interven-
tion as a control group [8, 12, 19]. Since the support for 
CSOs in Denmark is very diverse throughout the coun-
try, ‘treatment as usual’ was not considered an option for 
a control group in the present study. Instead, we opted 
for the control group to receive one single session with a 
therapist introducing the study and offering self-admin-
istered CRAFT, based on written material (a book), to 
serve as a minimal intervention. For ethical inferior 
reasons it was stressed that the CSO would be welcome 
to return and receive further face-to-face support if, 
after three months, the CSOs felt that self-administered 
CRAFT was insufficient. In the control group, 32% of the 
CSOs ended up motivating their CSO to treatment after 
six months, which indicates that a third of this group 
was helped through a minimum of intervention. Thus, 
in several aspects, the present study’s control interven-
tion is rather similar to the iCRAFT study intervention 
[10], where the intervention consisted of five online 
sessions with videos, text to read, exercises, and home-
work assisted by a therapist. In this study, the control 
group was a waiting list, offered to intervention after 
24 weeks, and 21,3% engaged their IP to treatment after 
six months [10]. It indicates that even with a relatively 
low-level intervention, some CSOs can engage their IP 
in treatment. The relatively high engagement rate for 
the control group in this study might also be why it was 
not possible to show a statistically significant difference 
between the intervention groups and the control group, 
compared to other studies using a waiting list. This might 
give preference to the experimental treatment because 
people randomized to a waiting list seem to wait their 
turn for the treatment. Thus, they do not work on chang-
ing their behavior or engaging their IP in treatment to 
the same extent as they would if they had not partici-
pated in a study [39]. This is in line with Manuel et  al., 
who also found a numerical, but not statistical, difference 
between CSOs who received the self-help material and 
those who received the in-person intervention. The sec-
ondary outcomes of the present study were quality-of-life 
and mental health. In most domains, the CSOs increased 
their quality-of-life, and CSOs from all three interven-
tion groups recorded decreased depression scores after 
three months follow-up. As we hypothesized, the CSOs 
from the group intervention had the highest decrease, 
although this difference was not statistically significant. 
During and following participation in CRAFT, the CSOs 
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experienced a reduction in depression scores. These find-
ings are consistent with earlier studies’ findings [10, 12].

Effect sizes of scientific trials are difficult to maintain 
in real-life settings [40], and this was also the case in 
the present study. In the future, we suggest investigat-
ing offering a mixture of individual and group CRAFT 
sessions to CSOs, since this has been found to be most 
effective [7]. Based on our findings from a qualitative 
sub-study on CRAFT participation, we would also sug-
gest offering all CSOs a follow-up session to keep their 
minds on the intervention [41]. It might also be of inter-
est to compare the outcomes of CRAFT to the outcomes 
of other theoretical models like, e.g., 5-step-method [42].

Strengths and limitations
Some limitations of the present study are to be men-
tioned. It is an important limitation that despite the 
high number of the participants, the present study is 
still underpowered, especially since a substantial num-
ber of participants could not be reached at follow-up 
and, thus, had to be excluded from the analysis. The 
number of lost-to-follow-up is relatively high, and it 
may not be possible to generalize our findings, particu-
larly regarding younger CSOs. One massive challenge 
was to recruit enough CSOs to the study, which con-
tributed to the fact that we did not reach the number 
of participants considered in the power calculation. We 
had a hard time reaching the CSOs and making them 
aware of this new intervention. Even though we tried 
to call attention to the study through the distribution 
of flyers, videos, and posters in public places and on 
social media, we should have used even more resources 
to publish in the media from the beginning. We did not 
find it possible, with the time available, to enroll the 
number of CSOs, that we aimed for.

In line with previous studies on CRAFT, data on 
treatment entry of the IP was collected from the CSO 
only, and that may also be considered a limitation. 
Because of the Danish data restrictions, we were not 
allowed to collect data on the person with an alcohol 
use disorder from the treatment centers. Therefore, 
there may be IPs who entered treatment without tell-
ing their CSOs, and this may have led to a lower treat-
ment entry than reported in the study. Furthermore, 
it must also be considered a limitation that we do not 
know the exact number of CSOs from the self-adminis-
tered CRAFT who made use of an individual follow-up 
session after three months of enrollment in the study. 
Also, data on the ‘number of attended sessions’ were 
not collected consistently. However, it is our impres-
sion that most CSOs participated in most of the ses-
sions. This impression is based on the reporting from 
the therapists involved.

A further limitation is that we did not assess level of 
adherence and excluded clinicians who fell short of a pre-
defined standard. Thus, the quality of services delivered 
in both the group and individual setting may have varied 
considerably. The assessment of the quality of CRAFT 
delivered was monitored by listening to randomly cho-
sen recordings of the sessions and overall, the quality was 
considered good. This might, however, not be the case 
for sessions not picked for control. Further, no validated 
evaluation tool was used for the assessment. Three thera-
pists specifically asked for feedback and did that on a 
specific session. All other feedback was given on sessions 
randomly chosen to assess the intervention’s fidelity.

The strength of the study is, that it was a pragmatic trial 
operating within real-life conditions, which is impor-
tant for future implementation in daily clinical practice. 
Moreover, it is the largest study of CRAFT so far, with 
249 CSOs, and the first study to compare CRAFT in 
three formats.

Conclusion
Overall, to increase the likelihood that the IP seeks 
treatment, the present study did not demonstrate a 
robust advantage of offering CRAFT in open group 
format or as individual counselling over offering 
self-help materials alone. Still, this finding should 
be received with caution due to the potential lack of 
power in the study. We hypothesized that the CSOs 
receiving CRAFT in a group format would themselves 
improve the most, but although our findings pointed 
in this direction, the differences were not statistically 
significant. 
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Abstract 

Introduction: Heavy drinking causes serious harm, not only to the drinker but also to relationships and concerned 
significant others (CSOs). Community Reinforcement and Family Training (CRAFT) is an intervention developed to 
help the CSOs of substance users. The aim of this study was to investigate the drivers and aims underlying CSO par-
ticipation in CRAFT, as well as their experience of the intervention itself and their module preferences.

Method: This is a qualitative study based on data from semi-structured interviews with 11 female help-seeking CSOs 
of individuals with alcohol problems. The participants were recruited from an RCT study of a variety of CRAFT delivery 
formats (group sessions + written material, individual sessions + written material or self-delivered CRAFT with written 
material only). The interviews were audio-recorded, transcribed, and analyzed by Interpretative Phenomenological 
Analysis.

Results: CSOs reported CRAFT helpful when both delivered by means of individual sessions or group sessions. The 
“Communication Element” in CRAFT, the module focusing on positive reinforcement and acquiring a clearer under-
standing of AUD, appeared to be particularly helpful elements of CRAFT. Furthermore, being met with acceptance 
and non-judgmental attitudes seemed to count highly for the CSOs. The written material a helpful supplement to the 
face-to-face interventions. The written material a helpful supplement to the face-to-face interventions.

Conclusion: CSOs who participated in the CRAFT intervention felt helped by its components, irrespective of delivery 
format.
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alcohol, Alcohol use disorder, Alcohol problems, Addiction substances
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Introduction
Alcohol problems have serious consequences for those 
who suffer from them; but also, for those close to the 
drinker, especially family members [1]. Families often 

experience marital problems, financial troubles, and a 
general feeling of insecurity because of life in a stressful 
environment; factors that, in sum, increase the risk of 
physical and mental illness [2] as well as a lower quality 
of life (Qol) [3].

Being related to a heavy drinking individual or to 
someone with an alcohol problem, i.e. suffering from 
alcohol use disorder (AUD), is associated with nega-
tive self-reported health, and the correlation increases 
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with the degree of proximity to the drinker [4]. Spouses 
and partners of individuals who excessively use alcohol 
or other substances appear to experience more physical 
violence and aggression compared to parents [5]; and 
women more so than men [5–8].

Those close to an individual suffering from alcohol 
problems have been variously designated in the litera-
ture. In the present paper, we will use the term “Con-
cerned Significant Other (CSO)” when referring to family 
members, partners, ex-partners, or friends of those with 
alcohol problems or who drink excessively. We will use 
the term “Identified Patient (IP)” to designate the individ-
ual suffering from alcohol problems and who is reluctant 
to seek or incapable of seeking treatment for their drink-
ing problem.

Given that treatment utilization rates for AUDs are 
lower than for every other mental disorder [9], most 
CSOs are related to IPs who are not in treatment, and 
often the CSOs themselves find it challenging to seek 
help in stressful situations [10]. Treatment options for 
CSOs that are independent of treatment receipt by the IP 
differ in respect of their focus on improving the wellbeing 
of the CSO. While some interventions focus exclusively 
on the CSO (such as Al-Anon), others also include strate-
gies for improving the IP’s motivation to seek treatment 
by teaching the CSO to apply principles of contingency 
management [11]. Most studies on treatment efficacy for 
CSOs independent of treatment receipt by the IP have 
been generated for the “Community Reinforcement and 
Family Training” (CRAFT) [12].

CRAFT aims at offering the CSO strategies and tools to 
use during daily contact with the IP in order to increase 
the likelihood of treatment-seeking on the part of the 
IP. Although the overall aims of CRAFT are to increase 
treatment engagement and reduce the drinking of IPs, 
CRAFT is, however, also aimed at increasing the Qol of 
the CSO regardless of whether the IP enters treatment or 
not [11].

In Denmark, CSOs can seek help and advice free of 
charge in most publicly funded alcohol treatment cent-
ers, although this is not always particularly well-adver-
tised and known by the public. The support that the 
treatment centers offer CSOs may vary across the coun-
try, but in 2015, a Danish Clinical Guideline concluded, 
based on findings from a meta-analysis [13], that CRAFT 
was considered the most effective intervention in help-
ing CSOs to motivate the IP to seek treatment, and the 
Health Authorities therefore recommended that CRAFT 
should be implemented in publicly funded treatment 
facilities [13]. Since CRAFT was an intervention strategy 
previously relatively unknown to the Danish treatment 
sector, a cluster-randomized trial was designed to inves-
tigate how best to implement CRAFT and disseminate 

knowledge about CRAFT to staff in the treatment facili-
ties [14]. The present study is a qualitative sub-study of 
this trial.

What does Community Reinforcement and Family Training 
(CRAFT) contain?
CRAFT is a cognitive-behavioral based intervention 
designed, through training CSOs in strategies on how to 
support a sober lifestyle, to motivate treatment-reluctant 
substance-abusing individuals to seek treatment. More-
over, CSOs are taught how they can improve their own 
Qol, regardless of whether their IP enters treatment or 
not [11]. The CRAFT intervention consists of eight mod-
ules or components:

1) Motivational strategies: Establish positive expecta-
tions by describing CRAFT in a way that increases 
the motivation of the CSO.

2) Functional analyses: Of the identified patient’s (IP) 
substance-using behavior. To outline the triggers and 
consequences of the IP’s use, and to use the tool to 
plan the CSOs intervention strategies.

3) Domestic violence precautions: Assessing the poten-
tial for violence on the part of the IP.

4) Communication Training. Teaching and practicing 
positive communication skills to improve communi-
cation with the IP.

5) Positive Reinforcement Training: Teaching the CSO 
how to use small rewards to reinforce clean and 
sober behavior.

6) Discouragement of using behavior/negative con-
sequence: Teaching the CSO how to allow negative 
consequences in using and teaching a standard prob-
lem-solving strategy.

7) CSO self-reinforcement training/Quality of life: 
Exploring the CSOs’ dissatisfaction in life and evolv-
ing goals and a plan to increase CSOs’ own quality of 
life.

8) Suggesting treatment for the IP: Planning the best 
time for suggesting treatment and giving the CSO 
information about the treatment options available 
[11].

Treatment effects show the superiority of CRAFT in 
terms of IP treatment entry rates but equally in reduc-
ing the stress/strain on CSOs [15]. Given the strong focus 
on the IP entering treatment, it remains unclear to what 
extent CSOs find their own needs covered when being 
offered CRAFT – especially in the case of more recent 
versions that focus exclusively on treatment entry train-
ing [16]. Qualitative studies on how the CSOs experience 
the different modules of the CRAFT intervention, what 
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kind of benefits they get from the CRAFT program, and 
which processes the CSOs are going through is under-
investigated, indeed almost lacking. Using a qualitative 
approach can provide an in-depth understanding of their 
lived experience [17, 18]. Qualitative research thus has 
the potential to propose how a phenomenon (e.g. a find-
ing from quantitative research) may be understood, and 
the aspect of most importance to qualitative research 
is the relevance of the explanations offered by the stud-
ies [19]. To date, only one qualitative study on CRAFT 
participation has been performed, focusing on a digital 
solution. Osilla et  al. (2018) evaluated the feasibility of 
a web-based adapted version of CRAFT for 12 military 
CSOs, each living with a person who was an active duty 
service member or post-9/11-veteran [20]. In the study, 
the participants received four web-based sessions of 
30–45 min. A semi-structured telephone interview was 
performed with the participants after they had com-
pleted all four sessions. The participants felt that the web 
intervention was helpful and allowed them to overcome 
barriers such as stigma, and to receive professional help, 
without anyone else’s knowledge [20].

CSOs participating in treatment may well reveal dif-
ferent needs and perspectives, as shown in a study on 
treatment motives. These include, for instance, a desire to 
improve their own quality of life, to be able to influence 
the addicted individual to seek treatment, or to motivate 
the addicted individual to cut down on his/her consump-
tion [17]. Furthermore, in a study of online CRAFT, it has 
been shown that only a small number of CSOs eventually 
asked their IPs to enter treatment [21], and it is thus of 
interest to explore and better understand what the CSOs 
seek and find useful in the CRAFT intervention, i.e. how 
they perceive and implement the different treatment 
modules following the CRAFT intervention. The pre-
sent qualitative study aimed to investigate the drivers and 
aims underlying CRAFT participation as well as experi-
ence with and preferences regarding CRAFT modules as 
viewed from the CSO’s perspective, based on a sub-sam-
ple of CSOs who took part in a Danish randomized con-
trolled trial (RCT) [14].

Methods
Brief description of the RCT and of how the CRAFT 
intervention was delivered
The overall RCT study was a three-armed cluster rand-
omized controlled trial to investigate the implementation 
of group CRAFT, individual CRAFT, and self-delivered 
CRAFT in 24 public outpatient treatment centers in 
Denmark. The participating treatment centers were ran-
domized to deliver one of the three conditions only when 
a CSO sought help at the center. Both the CSOs in group 
CRAFT and individual CRAFT received six sessions and 

written material on CRAFT [22]. The CRAFT groups 
were organized as open groups with a fixed structure, 
where each session had a specific headline and content. 
Following one individual session primarily consisting 
of an assessment of the CSO’s situation and informa-
tion about the intervention, new members could join the 
group at any point in the intervention curriculum until 
the completion of the full program. The participants who 
were offered group sessions also began with an individual 
session consisting of assessment and information before 
the CRAFT intervention was initiated. The individual 
intervention had the same content as the group inter-
vention but was offered in more flexible order, depend-
ing on the preferences and needs of the individual CSO. 
The CSOs in self-delivered CRAFT only received the 
individual assessment and information session and the 
written material on CRAFT [22]. Furthermore, they were 
encouraged to come back after 3 months if they felt the 
need. It was explained to them that they would then be 
offered individual sessions. The primary outcome of the 
RCT study was to determine whether the IP entered 
treatment after 6 months follow-up, and secondary out-
comes were changes in the IP’s alcohol intake (as esti-
mated by the CSO), and changes in the CSO’s Qol, as 
measured by self-reported questionnaires at baseline, 
three-month and six-month follow-up. The inclusion cri-
teria for the study were: the CSO = aged at least 18 years, 
being the CSO of a person with alcohol problems not in 
receipt of treatment, having regular contact with the IP, 
being willing to maintain contact with the IP for at least 
90 days, and being prepared to support the IP in treat-
ment- seeking [14]. A total of 255 CSOs were enrolled in 
the CRAFT study from January 2018 to December 2019.

Design of the present qualitative sub‑study
In the present study, we used a qualitative design with 
semi-structured interviews. We used the Interpreta-
tive Phenomenological Analysis (IPA) [18] to analyze 
and interpret the interviews. IPA is a phenomenologi-
cal approach used to explore how people make sense 
of their experiences in life—in this study, understand-
ing how CSOs experience the CRAFT intervention, 
what they gained from it, and how it affected their life 
after the intervention. IPA also involves a hermeneutic 
element used in the interpretation of the experiences. 
The researcher needs to interpret the accounts given by 
the participant CSOs to understand their experiences. 
Lastly, IPA is ideographic, which means that every case 
is examined in detail in order to gain insights into the 
precise nature of the participant’s experience. IPA tends 
to be applied to a limited number of participants only, 
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because it is essential to probe each participant experi-
ence [18].

Participants
Participants for the present study were recruited through 
the randomized controlled CRAFT study [14]. As a part 
of the six-month follow-up interview, the participants 
were asked if they were willing to be contacted again 
for further questions and information within the next 5 
years. Approximately one and a half years after initiation 
of the RCT, we invited all participants (n = 40), who, at 
that time, had completed the six-month follow-up and 
had given informed consent for participation in the sub-
study. We invited them by mail, telephone, or personal 
digital mail according to their specified preference. Fif-
teen CSOs accepted the invitation to participate in the 
present qualitative study. Three of the participants, how-
ever, did not accept the invitation until after completion 
of the first 12 interviews, and at that time, it was con-
sidered that data saturation was reached, since no new 
information or themes emerged in the last interviews. 
One audio file turned out to be damaged and could not 
be transcribed ad verbatim. Hence, the present study is 
based on interviews of 11 female CSOs: four participants 
in group CRAFT, five in individual CRAFT, and two in 
self-delivered CRAFT. We gave the participants oral and 
written information about the study and their rights, 
after which they signed a statement of consent.

The sample of participants in the present study con-
sisted of 11 female CSOs of persons with alcohol 
problems. Six CSOs were living with their drinking 
boyfriend/husband, two CSOs had a drinking ex-hus-
band (neither cohabiting anymore), one had a drinking 
boyfriend (not cohabiting), one had a drinking brother 
(not resident at the same address), and one had a drink-
ing stepson (not resident at the same address). All IPs 

were men. The CSOs were between 29 and 60 years 
old (mean age: 51). The CSOs had known the IP for 
2–43 years (mean: 23.5) and had had the supporting 
role concerning the IP for approximately 2 to 30 years 
(mean: 12 years). Participant’s characteristics are dis-
played in more detail in Table 1.

Overall, the 11 CSOs who accepted the invitation to 
participate were fairly representative of the RCT par-
ticipants as a whole in terms of age, gender, type of 
relationship to the IP and type of CRAFT intervention 
received.

Interviews
The semi-structured interview guide (see Table  2) con-
sisted of a few demographic questions and a series of 
open questions within two areas: the stresses and strains 
due to the IP’s problematic drinking (findings reported in 
another sub-study), and their experience with CRAFT. 
We performed the 11 face-to-face individual interviews 
in autumn 2019. The interviews took place in a private 
and secluded place, for example in the participants’ 
homes, workplaces or in the treatment facility where the 
participant had received the CRAFT intervention. The 
interviews were conducted by the first author and super-
vised by the experienced interviewer and last author. All 
interviews began by encouraging the participants to be 
truly honest and open about the intervention they had 
received, thus providing highly pertinent feedback to the 
interviewer, who had taken part in planning and evalu-
ating the CRAFT intervention. Thus, if the participants 
had any reflections on the experience that they felt might 
possibly improve the intervention they were encouraged 
to share them with the researcher. Afterwards, the partic-
ipants were asked about basic demographic information 
before being encouraged to talk about the experience of 

Table 1 Characteristics of the sample

ID: Age (years) Type of CSO Cohabitant / Not 
cohabitant

Know the CSO in 
(years)

The supporting role 
concerning the IP in (years)

Type of CRAFT 
intervention

1 57 Wife Cohabitant 38 15 Group

2 54 Wife Cohabitant 28 28 Individual

3 29 Girlfriend Cohabitant 2 2 Group

4 52 Ex-Girlfriend Not cohabitant 12 3 Individual

5 57 Wife Cohabitant 25 25 Individual

6 59 Stepson Not cohabitant 37 13 Group

7 53 Ex-Girlfriend Not cohabitant 13 5 Written material

8 46 Girlfriend Not cohabitant 5,5 5,5 Written material

9 43 Sister Not cohabitant 44 5 Individual

10 48 Wife Cohabitant 27 3 Individual

11 60 Wife Cohabitant 24 5 Group
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the CRAFT intervention. All interviews were recorded 
on a digital voice recorder and lasted between 20 and 
62 min with an average of 41 min.

Data management and analysis
The audio files were fully transcribed by the first 
author and two student assistants in the software pro-
gram Nvivo 12 PRO. The first author anonymized and 
quality-controlled all the interviews. Ten participants 
wished to read the interviews, so the transcripts were 
sent to them for validation and comments. None of the 
participants had comments on the transcripts. An IPA 
inductive approach was used for the analysis [18].

Completed by two researchers, several-step analyses 
were applied to ensure high quality. First, the interviews 
were read several times while taking notes and add-
ing descriptive comments. Afterwards we developed 
themes by discussing the findings within each interview 
until no new themes emerged and thematic satura-
tion accrued [23], whereupon we searched for connec-
tions across the emergent themes. This was done for all 
interviews and alongside the interview process. Finally, 
we looked for patterns across all the interviews [18]. 
The quotations in the results section are followed by 
an ID number, the role of the CSO (e.g. wife, girlfriend 
or stepmom), whether resident at the same address as 
their IP or not, and the intervention received (individ-
ual, group or self-delivered). The interviewer is identi-
fied as “I”.

Results
The analysis resulted in six overall categories and two 
sub-categories.

1. Entering the CRAFT program
2. The CRAFT Components
3. The format in which the CRAFT intervention was 

delivered
– The written material on CRAFT

4. What was gained from the CRAFT intervention? 
How well did it work?

5. What were the participants’ perceptions of the 
CRAFT intervention?

6. Filling out questionnaires
7. Suggested improvements to the CRAFT intervention

At the end of the result section we present a model of 
the “Helpfulness of the CRAFT components”.

Entering the CRAFT‑program
Most CSOs reported that, on hearing about the CRAFT 
program, they were very enthusiastic. One of the CSOs 
described how she heard about the CRAFT study from a 
friend:

So, I contacted the treatment center right away and 
was completely hooked on it – because I was out of 
my depth! I couldn’t find any tools at all that could 
help me. And if I could do something, both for you 
who are involved with this project, and at the same 

Table 2 Semi-structured interview guide

Opening question Can you try to explain what you experienced from the time you realized there was an alcohol prob-
lem until you sought help?

How did you experience receiving the CRAFT counselling?

Did you find that it made a difference? What was it that made a difference?

When did you notice a difference? Was it immediately or after some time?

What was the best thing you got from the counselling?

Were there some elements of the counselling that you did not find useful?

What more could you have wished for from the treatment?

How did you find the written material (the book)?

To those who received individual CRAFT How did you find the individual counselling?

To those who received Group CRAFT How did you find being in a group?

To those who received the written material only How did you get on with the written material?
Was it adequate?

Do you feel that participating in CRAFT has changed the atmosphere/interaction between you and 
the person you support? What has changed?

Do you think the person you support has changed at all? If so, has he/she commented on this? What 
happened?

Have you received any other kind of help relating to the person’s alcohol use? – If so, what kind of 
help? Have you received help from family, friends, job, your/his social network? What happened?

Is there anything else important that you’d like to mention that I’ve missed?
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time for myself, well it would be a complete win-win, 
after all. So, I had no doubt that it was something 
for me.
(10, wife, cohabitant, individual)

Entering the treatment center was transgressive for some 
of the CSOs and a positive experience. They felt very well 
received both in the treatment centers and when they 
began the CRAFT intervention. The CSOs described 
how they felt comfortable around and accepted by the 
treatment providers, which was very important for them. 
They felt they were met without any prejudice or sense of 
taboo. For several of the CSOs, it was the first time they 
had ever spoken to anyone else about their IP’s alcohol 
problems; hence just describing their situation gave them 
a feeling of relief. Moreover, they explained how pleas-
ant it was to be met by a person who took their worries 
seriously, validated their hunches about the alcohol prob-
lems, and encouraged them to hold on to those feelings.

CSOs in all three intervention groups also mentioned 
how they came to realize that they were not alone in their 
situation. This aspect in particular meant a lot, as they 
had often felt very lonely, as one of the CSOs explained:

8: “But, but they have, perhaps, been good at sharing 
- the fact that I am not the only one with this issue”
I: Could you try to describe what this means; what 
it’s been like having this feeling of being alone with 
it?
8: It’s, it’s hard to hang in there all the time, though, 
and, and, and... You just want affirmation that it’s 
okay. It’s okay to, uh, that you, uh, sometimes want 
to pack it all in. And to say F*ck you. This feeling is 
okay to have too. The feeling of constantly wanting to 
feel normal.
(8, girlfriend, not cohabitant, self-delivered)

Only a few of the CSOs had informed their IP beforehand 
that they were going to seek help. One CSO explained 
how participating in CRAFT was “her thing”:

“Well, I didn’t tell my husband that I have been tak-
ing part in this. I haven’t needed to, really”.
(10, wife, cohabitant, individual)

The CRAFT components
As outlined in the introduction, the CRAFT program 
comprises eight components. In the interviews, the CSOs 
referred to these components as tools and reflected that 
it was great to be getting such useful instruments, though 
they felt that some were more relevant than others. The 
most valued CRAFT component was “Communication 
Training.” Almost all the CSOs commented on how help-
ful the communication training had been. By learning 

to communicate more clearly and precisely, training 
through role-play with the therapist before communi-
cating with the IP, and learning how to communicate 
with the IP, they experienced remarkable improvements 
in their communication with the IP. One of the CSOs 
explained how she even felt communication with the IP 
change:

“But then to learn how to speak up, even about the 
fact that I, just … when I had to communicate things 
to my husband, he just saw me sitting there beating 
around the bush, and explaining blablabla, and in 
the end we just got our wires crossed because, well, 
it was unbearable to listen to. So, so there I kind of 
discovered that it does pay off in these contexts to be 
very precise in articulating what I want”.
(5, wife, cohabitant, individual).

Moreover, the CSOs reported that they had become bet-
ter at staying calm and keeping to their “own half of the 
course” when communicating. The effort they had put 
into communication training led to less confrontation, 
and one CSO noticed how her husband began to take 
note of the things she said when she spoke more inci-
sively. Other CSOs realized that it had become easier to 
talk about difficult subjects and problems. Some CSOs 
mentioned how they found that their IP became more 
open when the CSOs themselves switched to a more 
positive communicative style. It also became clear to the 
CSOs that it was challenging to communicate when their 
IPs were drunk and that it was impossible to persuade 
them to stop drinking once a drinking session had begun.

Another CRAFT element that also made a particularly 
big impression on the CSOs was “Positive Reinforcement 
Training.” The rationale behind the strategy of making a 
sober life more attractive than a life dominated by drink 
had been considered by some of the CSOs even before 
entering the CRAFT intervention, but it was a kind of 
revelation for others. One CSO explained how she real-
ized that she had previously detached herself from her 
stepson, but after the CRAFT intervention, she made a 
point of giving him more positive attention when he was 
sober:

“So, I have practiced being present for him and pay-
ing attention to what interests him. And he is tal-
ented in many ways, and many things work for him. 
And by creating a distance between us, I achieve 
nothing at all”.
(6, stepmom, not residing at the same address, 
group)

Other CSOs described how they realized that for a long 
time they had almost entirely focused on the negative 
aspects of their life together with the IP. Most found 
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that by focusing on the positive things and prais-
ing them, they could increasingly come to value and 
embrace the more positive sides of their IP. A few, 
however, found it difficult to affirm the positive sides 
of their spouse/partner when sober, given, as one CSO 
put it, that he had caused his family so much harm and 
sorrow. Another CSO described how her boyfriend was 
taken aback when she began to praise the person he is 
when sober.

The CRAFT component “Focusing on Own Quality 
of Life” was also highlighted and found helpful by the 
CSOs. The focus on the CSO’s own quality of life came 
as a surprise to some. Still, most explained how they 
had become better at prioritizing themselves and being 
good to themselves as a result of the intervention. One 
CSO explained how she realized that it was important 
to her to be loaded up with positive things:

“ … This…having the energy to think about what 
can you do that’s good for yourself. So, you can 
refill your energy tank, and also be better empow-
ered to stand up to him, if I can put it like that. I’ve 
probably not been very good at doing that”.
(10, wife, cohabitant, individual)

The CRAFT component “Negative Consequences” was 
also explored during the interview with the CSOs. Most 
had found that allowing negative consequences of the 
drinking to happen made a huge impression on their IP, 
for instance, no longer being able to see the children or 
grandchildren when drinking. Several of the CSOs had 
begun to simply withdraw from their IP when he was 
drinking. One CSO experienced that her quality of life 
increases when she withdraws from the IP and another 
CSO explained how she began to communicate more 
plainly to the IP, letting him know how unpleasant he 
was to be with when drinking:

10: Yes and of course, change my behavior and 
make it clear to him. When he was nice to be 
with and when he was not nice to be around. And 
choose to stay around him or not
I: Can you try to explain how you did that?
10: Well, it was to put it into words, not just leave 
when he came home or came in and was under the 
influence, but also to explain why I left
(10, wife, cohabitant, individual)

However, not all CSOs found it easy to make use of 
negative consequences in daily life; in particular when 
the consequences affected their common home. As 
one of the CSOs noted, she had to be able to live in the 
home as well.

The CRAFT component “Functional Analysis” was 
overall found to be a very helpful tool, contributing to 

a better sense and understanding of the drinking con-
text, and, thus, helping to give the CSOs a kind of map 
indicating when it was possible to intervene. One CSO, 
though, did not find it helpful at all.

The format in which the CRAFT intervention was delivered
How the CRAFT intervention was delivered was also 
addressed in the interviews. Overall, the five CSOs who 
received “Individual CRAFT sessions” were satisfied with 
the intervention. They appreciated the flexibility of the 
program and felt that it met their needs. One CSO, how-
ever, did not feel that six sessions were sufficient to work 
through all her problems and feelings, and some CSOs 
would have liked to discuss issues with other CSOs in 
similar situations.

The four CSOs among the participants in the present 
study who received CRAFT in group sessions, were over-
all satisfied, but one CSO would have preferred individ-
ual sessions of CRAFT because she felt she needed more 
focus on her own situation. Still, they also mentioned 
that they would have wished for more group members 
(one group consisted of only a few members). The CSOs 
who had received CRAFT in group sessions stressed how 
much they appreciated conversing with and seeing other 
CSOs, with same kind of problem as themselves, since 
this left them feeling less alone with their own challenges. 
It also contributed to a more varied picture of alcohol 
problems. The participants found the open-group format 
a distinct plus since it allowed the CSO to enter the group 
without any waiting time and also because the group thus 
became even more diverse. Several of the CSOs experi-
enced that other CSOs were way worse off than them-
selves and that put their own experiences in perspective, 
as one CSO explained:

“I felt better about myself the days when she - the 
other one – was with me. Because I could hear that 
she was much worse off than me. I could go home 
and think, wow, okay, perhaps it’s not so bad here at 
home.
(3, girlfriend, cohabitant, group)

Some CSOs found it easier to help solve the other group 
members’ problems in the sessions than propose solu-
tions to their own. When entering the group, some of 
the CSOs were anxious to meet somebody familiar in the 
group. However, the CSOs described how they never-
theless had taken firm decisions beforehand about being 
honest about their situation, for once. One CSO explains:

“It was my experience that what is said here stays 
in this room. And if I am not honest in this room…. 
And I can totally trust that the people who hear 
this, of course, they are also bound by confidenti-
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ality - which was mutual for the woman who sat 
opposite me”.
(6, stepmom, not cohabitant, individual,)

Two of the CSOs participating in the present study 
received the written material as the only source of 
information and help. Both indicated that the written 
material was helpful and supportive:

“I have that book next to my bed and, um, I often 
read it. Probably, in fact, to get the advice from it. 
And just like being affirmed in that what I do is 
actually good enough, or it is OK enough. In that 
way, I think it is really great”.
(8, girlfriend, not cohabitant, self-delivered)

The CSOs felt a positive change very soon after read-
ing the book:

“Well, I think it happened pretty quickly. 
Because I read it immediately after I got it. 
Eh. It didn’t take me long. And that’s where I 
started, sort of like – to be able to see things 
and do things”.
(7, ex-girlfriend, not cohabitant, delivered)
“Well again, to get to know myself and know and 
find out what I am willing to be a part of and 
what I cannot. And also, how I can best help? Um. 
I think that has actually been good. Because a lot 
of changes have happened since”.
(8, girlfriend, not cohabitant, delivered)

However, the CSOs who only received the self-deliv-
ered CRAFT did feel somewhat on their own and 
missed more personal contact with the treatment 
provider or other CSOs. They were inclined to think 
that they would have improved faster if they had had a 
more personal connection with others. Despite this, no 
CSOs returned to the treatment centers after 3 months 
to ask for additional individual support.

The written material on CRAFT
Not only the CSOs who relied solely on the introduc-
tion session and the written material, but also the 
CSOs who received the same written material in addi-
tion to the individual sessions or group sessions, were 
happy with it. There was a shared satisfaction with it 
and all found it very readable, informative and under-
standable. The CSOs explained how they felt seen 
and affirmed when reading it. They felt validated in 
their assumptions of the IP’s drinking too much, and 
they felt affirmed in their sense of doing the right 
things when they started using CRAFT. Several CSOs 
described how they felt recognized in the material, and 

one CSO even said that she could have been the one 
writing it. The CSOs found it very useful to have read 
the written material before participating in the ses-
sions, as a form of preparation. Others also used the 
material to brush up on the components after sessions.

What was gained from the CRAFT intervention? How well 
did it work?
The CSOs had very different experiences of how quickly 
they made use of the strategies and components learned 
from CRAFT, and what they felt worked. One CSO felt 
immediate relief from the moment she stepped into the 
treatment center and openly described her situation to 
the treatment provider. Another CSO also registered 
immediate changes because she found the components 
of CRAFT highly useable, in addition to the support 
received from the treatment provider. One of the CSOs 
who had received self-delivered CRAFT, also described 
an immediate change after reading the written material 
because it helped her improve communication with her 
IP. It took her somewhat longer to master the rest of the 
CRAFT components. Other CSOs described how it took 
a few months before they experienced a positive change 
in their lives. One even described how, after almost a 
year, she still kept improving. Learning the strategy of 
focusing on the positives rather than the negatives was 
described as refreshingly new and particularly help-
ful. A few CSOs had felt tempted to give up during the 
early stages of the intervention due to an overwhelming 
feeling of hopelessness but began to improve after a few 
months. Thus, the path of improvement varied among 
the participants.

A particular outcome of participating in the CRAFT 
intervention, stressed by the CSOs, was becoming bet-
ter at withdrawing from the IP when necessary. When 
the CSOs gained a better understanding of why the IP 
behaved as he did, and of how the alcohol use disorder 
works, it also became easier for them both to see things 
from the IP’s perspective, and how it differed from their 
own. For many of the CSOs it was really an eye-opener or 
indeed a wake-up call to discover what alcohol did to the 
drinking IP. One of the CSOs explained:

“Yes, that understanding of him, also the fact that, 
well I think it was a revelation. I can remember the 
example with the scale model and how to find out, 
well, what it really is that motivates him to drink, 
what it is that motivates him not to drink, that’s 
the way it is, and where I just actually hurt inside, 
because it is like it is, that there simply wasn’t very 
much that motivated him not to drink during that 
time. So, I can easily see the mechanism, hmm, that 
is part of him, and that understanding, and seeing it 
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from his perspective, hmm, not a bad thing to have, 
I think”.
(4, ex-girlfriend, not cohabitant, individual)

Gaining this understanding of alcohol use disorder 
helped the CSOs realize that the IP did not drink because 
of them, and it was not their fault that he started drinking 
(again). This differentiation between themselves, the IP, 
and the alcohol use disorder also made the CSOs become 
more independent as individuals. It became easier for 
them to stand a bit back from the drinking behavior and 
make decisions for themselves. Several CSOs described 
how it became easier to draw a line or make demands 
regarding what could be expected in the relationship. 
One CSO explained how she began to take control:

“Well, I feel that it is like, it has, at least, been an 
eye-opener that was about uh, you cannot control 
that, my friend. You cannot control me. I am the one 
who decides what I do”.
(5, wife, cohabitant, individual)

Some of the CSOs found that their efforts with CRAFT 
led to changes in the IP’s drinking pattern. Hence, they 
observed that their time together became better and 
desire for him increased when he did not drink.

What were the participants perceptions of the CRAFT 
intervention?
The CSOs perceived their own outcomes from partici-
pating in CRAFT differently, depending on their role as 
a CSO (wife, girlfriend, stepmom), and the format for 
the CRAFT intervention. Some of the CSOs were able to 
use the CRAFT strategies to motivate their IP towards 
treatment, but most of the CSOs reflected that partici-
pating in CRAFT had improved their quality of life and 
the relationship with the IP independently of whether he 
entered treatment or not. Four of the CSOs participating 
in the present study indicated that their own outcome of 
CRAFT had been positive despite realizing during the 
intervention that their loved one probably would never 
quit drinking.

Some of the CSOs decided to leave their drinking hus-
band or boyfriend, either immediately before or after 
the CRAFT intervention. Even though their relationship 
with the IP came to an end, they felt they had achieved 
a higher satisfaction with life, and that the relationship 
with their ex-husband or boyfriend was improved due to 
the CRAFT intervention. As one explains:

“So, I think I already had – I have some good tools 
for how, even when we were apart, how… well I think 
it actually ended up fine and we have always been 
able to work things out, also regarding our son, it has 
been very constructive”.

(4, ex-girlfriend, not cohabitant, individual)

Overall, almost all participants described the CRAFT 
intervention as helpful:

CRAFT has been a gift (2)
CRAFT is goal-oriented (5)
CRAFT brought me to where I am today (7)
So, I got an energy boost. So, it has helped (9)

Filling out questionnaires
The participants in the present study were recruited from 
the group of participants in the larger RCT, and so had 
filled out questionnaires at baseline when entering the 
RCT, after 3 months (end of intervention), and again at 
the six-month follow-up. During the interviews for the 
present study, several of the participants brought up the 
questionnaires as a theme in spite of the fact that this 
was not a part of the interview guide. The participants 
reflected how filling out the questionnaires had acted as 
a reminder and helped them focus during the process. 
Moreover, they felt that the questionnaires helped them 
in summing up the intervention and they felt affirmed in 
doing the right things, as one explained:

“But I also think that, subsequently, the question-
naires I was given, they helped me hold on to the 
notion that it was not a just a course I was attend-
ing, but that it is actually something continuing. I 
have actually thought that. And that is also why I 
say yes to this (interview red.), because it wasn’t just 
a course and that is just how it is. After all, it’s some-
thing for life, for sure. It (alcohol red.) is a part of our 
family”.
(6, stepmom, not cohabitant, group)

Most notably the two CSOs from self-delivered CRAFT 
talked about the questionnaires as if they had been part 
of the intervention:

“Well, the questions did mean that you were, like, 
affirmed in some things. And, and it was not wrong 
to write, well, no one else would know what I was 
doing, at all. Nobody would know about it, right? So, 
I could just write what I wanted to write”.
(7, ex-girlfriend, not cohabitant, self-delivered)

Suggested improvements of the CRAFT intervention
Several of the CSOs suggested adding a follow-up ses-
sion with a treatment provider 4 months after the inter-
vention, either face-to-face or delivered via a telephone/
video call. It was further suggested that such a follow-up 
or after-care session might prevent a feeling of abandon-
ment, would be helpful in the face of new challenges that 
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have emerged and which it would be salutary to discuss. 
But also helpful in terms of providing feedback on the 
continuing process – whether or not the CSO was man-
aging well. The CSOs who had young children also noted 
that they would have appreciated more focus on how best 
to support the children in their families. One CSO felt 
that the program was too focused on getting the IP into 
treatment which she had already realized was not going 
to be possible.

Helpfulness of the CRAFT components
Based on the analysis of the interviews referenced above, 
we created a tentative model of how the different CRAFT 
strategies and components might function in terms of 
potential treatment-seeking on the part of the IP and 
increasing the quality of life for the CSO. Elements such 
as “Domestic Violence Precaution” were not mentioned 
during the interviews despite the fact that this element 
had always been part of the CRAFT intervention and is 
highlighted in the written material. The CSOs participat-
ing in the present study were not facing violent behavior, 
and this strategy is thus not included in the figure. Nor 
were “Motivational Strategies” directly addressed dur-
ing the interviews as a theme, probably since the moti-
vational methods are already embodied by the therapist’s 
style and the initial session introducing the CSO to the 
intervention. They are essential to clarifying the goals in 
relation to the needs of the CSOs and what the CSO can 
expect from the intervention.

The “Functional Analysis” was only referred to by a few 
participants and described as creating an overview useful 
in applying other CRAFT strategies. “Life-quality,” “Posi-
tive Reinforcement,” and “Negative Consequences” were 
appropriate strategies for the CSOs, and their experi-
ence was that some of them were easy to implement and 
worked immediately, where others were more compli-
cated to use and harder to learn, such as “Positive Rein-
forcement” (Fig. 1).

Discussion
Overall, we found that the CSOs considered the commu-
nication component of CRAFT to be a particularly help-
ful part of the intervention. Thus, our findings confirm 
those of the previous qualitative study of CRAFT par-
ticipation [20]. It was in switching communication styles 
and focusing on the positive aspects with the IP that the 
CSOs experienced an enhancement of their relationship 
with their IP and with life in general. CSOs also found it 
helpful to gain a better understanding of their IP’s disor-
der. This finding matches the review of Gammage et  al. 
(2020), who found that people living with persons with 
mental health problems reported better Qol, better com-
munication, and better family relationships once they 
had acquired a deeper understanding of the disorder in 
question through, for instance, psychoeducation. A bet-
ter insight into the relevant disorder was associated with 
improvements in understanding, coping, and stigma 
reduction for the relatives [24], and this corresponds with 

Fig. 1 Model on how the different CRAFT strategies and components may function in relation to the treatment-seeking of the IP and the increase 
of the quality of life for the CSO
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the findings of the present study. Improving the quality 
of infra-family relationships is essential since it seems to 
impact the substance problems and is related to positive 
treatment outcomes [1, 25].

The CSOs shared how several components learned 
from participating in CRAFT induced an increase in their 
quality of life. Especially when the CSO learned to sepa-
rate themselves to a greater extent from the IP and when 
they learned that it was acceptable to prioritize their own 
interests, they registered an improvement in their quality 
of life. This may partly be because the CSOs to a greater 
extent began to focus more on own needs and to a higher 
degree doing things for themselves that gave them pleas-
ure and joy and directly improved their Qol; but it may 
also be because the increased focus on own needs rather 
than the needs of the IP that led to change in the rela-
tionship with the IP that impacted on the behavior of the 
IP positively. Whether the mechanism is the one or the 
other, the phenomenon has been described before. Gam-
mage et  al. (2020), for instance, found that when CSOs 
focused more on their own personal relationships than 
on the caregiving relationship, they reported higher per-
sonhood [24]. Copello et al. (2005) explain that “A family 
member cannot stop individuals from drinking, but they 
can change their own behavior in a way that will help the 
IP recognize that behavior is problematic and make it 
favorable to change behavior” [1]. This might explain why 
changes may happen even when the focus in the inter-
ventions aimed at the CSOs does not have treatment 
entry of the IP as an immediate goal. The changes may 
occur when the CSO changes behavior and focuses on 
their own interests rather than exclusively on the IP.

CRAFT is known to be a very structured intervention 
focusing on applicable tools; hence the time allowed for 
the CSO to talk freely and in detail may be limited to 
some extent, a critique of CRAFT that previously has 
been raised. Orford et al. (2013) criticized interventions 
like CRAFT for lacking a clear focus on the CSO’s needs 
[26]. However, the CSOs in our study indicated that they 
felt their needs were met in all three types of interven-
tion. Moreover, they felt that their own Qol was highly 
prioritized in both the CRAFT intervention and in the 
written material they received, which opened windows 
for them. This may be because the treatment providers 
had a clear sense of CRAFT involving not only giving 
tools to the CSO to increase their likelihood of motivat-
ing the IP to seek treatment but also, as an equally impor-
tant aspect, of increasing the Qol of the CSO. In both the 
intervention manuals and the written material, it was 
explained in detail how being a significant other to an 
individual with alcohol problems takes its toll. Emphasis 
was laid on the necessity of focusing substantially on own 
wellbeing in order to improve it as much as possible, and 

it was pointed up that increasing own wellbeing was fun-
damentally key to creating change in the overall situation, 
i.e. the drinking and treatment-seeking by the I.P.

The group CRAFT and the individual CRAFT condi-
tions in our study consisted of 6 sessions, which is of 
a shorter duration than that of the interventions that 
have previously been offered in research studies. Over-
all, the participants in the present study were satisfied, 
but some of the CSOs felt that the time allocated to the 
intervention was too limited. Several of the CSOs sug-
gested a follow-up session 1–3 months after the conclu-
sion of the intervention. The questionnaires used in the 
RCT study at baseline, three-months, and six-month 
follow-up were mentioned several times by the CSOs. 
The two CSOs in the self-delivered CRAFT condition, 
in particular, seemed to directly benefit from filling out 
the self-reported questionnaires. This raises the ques-
tion of whether the determining factor is the reception 
of the actual intervention or participation in the study 
itself. A review by Kramer Schmidt et al. (2018) found 
that research assessments and, thus, research projects 
in general, may influence the outcome in studies of psy-
chosocial treatment for alcohol use disorder [27]. This 
may also be the case in studies of interventions aimed 
at CSOs. It may be the recurrent assessment by means 
of filling out structured research questionnaires in the 
present study functioned as a form of self-monitoring 
of own wellbeing and of the relationship to the drinker 
over time that allowed for recognizing progress. The 
research follow-up questionnaires may thus have func-
tioned as a helpful, integrated part of the intervention.

Independent of how the CRAFT intervention was 
delivered, all the CSOs reported feeling helped, in some 
way or another, by the CRAFT program, but probably 
particularly if the intervention consisted of sessions 
with a treatment provider. The two CSOs who received 
self-delivered CRAFT felt adequately helped, but they 
also felt a bit out on a limb and missed having someone 
with whom to discuss their problems. This indicated 
that written material, while being of great help, was 
probably not as helpful on its own as when offered in 
combination with sessions with a professional.

Some CSOs in the present study were capable of 
using all the CRAFT components, while others found 
it difficult, particularly in the beginning. The ability 
to use all the CRAFT components might be linked to 
how chaotic the CSOs perceived their own situation 
as being. Those who were capable of using the CRAFT 
components seemed to move on in their own trajec-
tory, either by staying with the IP or ending the rela-
tionship. The CSOs seemed to experience an increase 
in life quality regardless of whether the IP entered 
treatment, and regardless of whether they stayed with 
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the drinking person. This underlines the importance 
of a thorough clarification of goals when beginning the 
CRAFT program. This finding is in line with the effects 
of the CSO’s treatment motivation on CRAFT out-
comes, as outlined in another study [17].

With this study we contributed more in-depth knowl-
edge about how a CRAFT intervention, delivered in 
three different formats, was perceived and experienced 
by CSOs of persons with alcohol problems resident in 
Denmark. A central issue for qualitative research is to 
be able to understand and explain the phenomena that 
occur. The interviews of the CSOs in the present study 
gave us an understanding not only of how participating in 
CRAFT was perceived and which elements were deemed 
pivotal, but also that participation was found to increase 
own wellbeing and Qol, an increase that was ascribed to 
enhanced knowledge, access to tools and, in particular, to 
a feeling of not being deviant or alone. These new insights 
afforded by the CSOs’ perspectives on the intervention 
will feed into the planning of studies and implementation 
of unilateral interventions like CRAFT in the future.

Important findings from this study include the fact 
that being met with acceptance and in a non-judgmental 
manner appear to be helpful, regardless of whether the 
CRAFT components were delivered in individual ses-
sions or group sessions. Even self-delivered CRAFT, in 
the form of written material, was considered helpful, due 
to its ability to mirror the situation of the CSOs in a way 
that allowed them to realize that they were not alone or 
deviant. In fact, the written material may for some func-
tion as a helpful intervention in itself, albeit probably 
not as effective and helpful as in combination with indi-
vidual or group sessions. The “Communication Element” 
in CRAFT, positive reinforcement, and knowledge about 
the disorder were, in particular, highly rated by the par-
ticipants in the present study. In light of the suggestions 
from the CSOs related to how they viewed the impact of 
participating in follow-up interviews (which were part of 
the research and not the intervention per se), it might be 
relevant to extend the CRAFT intervention to include a 
further session, phone call or perhaps even a written con-
tact a few months after its conclusion, as a further brush-
up or follow-up session.

Strengths and limitations of the study
This study is the first qualitative study of CSOs partici-
pating in a non-web-based CRAFT intervention. Thus, 
this study contributes important findings that can be 
used in the planning of future interventions aimed at 
CSOs. Some limitations should, however, be noted. Of 
the 40 CSOs from the RCT study that we invited for a 
further interview, only 15 were willing to participate. Of 
the 11 interviews we included in the study, we ended up 

having interviews with only two CSOs from the control 
group, i.e. CSOs having received written material only. 
Although data saturation was considered reached and the 
participants were a relatively representative sub-group 
of the RCT participants, we cannot generalize these 11 
CSOs’ experiences to all the CSOs. It is likely that the 
CSOs who were less satisfied with the treatment did not 
sign up for this study. After the interview, several of the 
CSOs who participated in this study indicated that they 
were pleased to have done so, even viewing the interview 
itself as a kind of additional session. We cannot rule out 
that these CSOs had a special interest in participating 
in the interview, because the alcohol problems were still 
very much present in their lives. Moreover, only female 
CSOs accepted the additional interview. The two partici-
pants in the self-delivered CRAFT condition were overall 
satisfied with the intervention. This might not, however, 
be the whole picture since only two participants from this 
group were willing to be interviewed. Lastly, the inter-
viewer is part of the research group that planned and 
evaluated the overall RCT study, and has, therefore, fol-
lowed all the phases of the project. However, during the 
interview the CSOs were consistently encouraged to be 
honest and open and to express all their thoughts about 
the CRAFT intervention they had received, whether 
positive or negative. It was explained to them that the 
thoughts and reflections of the CSOs would be of great 
value to the future planning of the development of mean-
ingful interventions.

Conclusion
This study showed that the CSOs of people with alco-
hol problems who participated in the CRAFT interven-
tion and in the present study, feel helped regardless of 
whether the CRAFT components are delivered by means 
of individual sessions or group sessions. Self-delivered 
CRAFT, in the form of written material, was considered 
helpful alongside the interventions and may even, for 
some, function as a helpful intervention, albeit prob-
ably not as effective. The “Communication Element” 
of CRAFT, Positive Reinforcement, and a better under-
standing of the nature of the disorder appeared to be par-
ticularly helpful.
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Abstract 

Introduction: Community Reinforcement and Family Training (CRAFT) is developed to help and support 

concerned significant others (CSO) of people with, for e.g., alcohol use disorder. It has been found effective 

in engaging the misusing person in treatment. A randomized control trial was conducted to investigate which 

of the formats for delivering CRAFT (individual, group, or self-help) might be most effective in alcohol 

treatment in Denmark. The aim of the present study is to investigate therapists’ experiences while working 

with CRAFT and how they experienced the CSOs received the CRAFT-intervention. 

Method: The study has a qualitative design and is based on three focus group interviews with 17 therapists 

offering CRAFT to CSOs. Interviews were transcribed an analyzed with a thematic analysis. 

Results: The thematic analysis revealed six themes and four subthemes—Concerned significant others, 

which is a special group; Help prior to CRAFT; Working with CRAFT (with the subthemes—The content of 

CRAFT, Formats of delivering CRAFT, Diary, and The self-help book); Change from a lack of structure to 

structure; Change in the CSOs; Change in the therapist’s role (with the subtheme of Dilemmas). 

Conclusion: Therapists who worked with CRAFT were generally satisfied with the method and found it 

easy to adapt to. Moreover, working using a manual was more structured than they were used to and 

increased their feeling of working professionally with the CSOs. Specifically, most therapists found the self-

help book useful and indispensable in their work with CRAFT but also agreed that it could not be used as a 

stand-alone intervention for most CSOs. 

Keywords: Counseling, Therapeutic change, Counseling, CRAFT, Concerned significant others, qualitative 
method. 
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Introduction 
Alcohol use disorders (AUD) are some of the most globally prevalent mental health disorders and are 

associated with high mortality and the burden of diseases [1]. However, AUD not only affects the drinkers 

but also has major consequences for closely concerned people around them [2]; in this study, they are 

referred to as “concerned significant others” (CSOs). 

In Denmark, alcohol treatment institutions offer help and support to the CSOs of people with AUD. The 

support is cost-free for the CSO, but the amount and content of support differs based on the institution. Thus, 

throughout the country, the help that CSOs receive varies, from one session with an alcohol therapist to 

limitless sessions, as does the format from individual sessions to group sessions or phone calls. Overall, the 

kind of help offered was based on local decisions.  

Danish alcohol therapists offering publicly funded treatment for AUD undergo relevant post-graduate 

training, which focuses on training in motivational interviewing, cognitive behavioral therapy, family 

interventions as well as dual focused treatment that is aimed at patient groups suffering from co-morbid 

conditions. So far, no systematic special training has been offered to therapists regarding interventions aimed 

at supporting CSOs.  

In 2015, based on findings from a meta-analysis, new Danish national clinical guidelines recommended that 

Community Reinforcement and Family Training (CRAFT) should be the intervention strategy offered to 

CSOs of drinkers reluctant to seek treatment, since it was found to be the most effective intervention in 

helping them to motivate the person who is drinking to seek treatment [3]. However, when these guidelines 

were published, hardly any therapists were trained in CRAFT. Thus, not only did the amount and format of 

the help offered to CSOs vary across institutions, but the content also differed due to variations in the ad hoc 

training, experience, and personal preferences of the therapists involved. 

Community Reinforcement and Family Training 
CRAFT is a behavioral and motivational intervention designed to improve the well-being of the CSO and 

help them motivate the drinking person to seek treatment and reduce alcohol intake. In a meta-analysis 
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involving CSOs of persons suffering from alcohol and/or drug misuse or gambling, CRAFT was found to be 

twice as effective in engaging the person who is addicted in treatment as a control condition/comparison [4].  

Testing and implementation of CRAFT in Denmark 
In 2018, the “Cluster‑randomized trial of three formats for delivering Community Reinforcement and Family 

Training (CRAFT) to the significant others of problem drinkers” [5] was initiated in Denmark. It focused on 

investigating the effect of implementing CRAFT in publicly funded alcohol treatment institutions in the 

following ways: individual sessions + self-help book; an open group format + self-help book; or self-directed 

CRAFT by means of a self-help book. In addition to being a study on the effectiveness of the formats for 

delivering CRAFT, the initiation of the trial was also an attempt—by means of inviting treatment institutions 

to participate—to stimulate the implementation of CRAFT throughout Denmark as a structured method to 

support CSOs of drinkers, who are reluctant to seek treatment. In the trial, the therapists delivering CRAFT 

were staff members already working in the treatment institutions, and as part of the investigation, they were 

offered training, supervision, and manuals to secure fidelity to this new model of support [5]. 

The therapeutic content of the interventions was the same for CRAFT in individual and open group formats. 

The following eight modules or topics were covered [6]: 1) Strengthening the motivation of the CSO; 2) 

Training in recognition of early signs of domestic violence, particularly as new behavioral change techniques 

are introduced, which was intentionally designed to be experienced as negative by the identified patient (IP); 

consequent development of a safety plan; 3) Training in functional analyses to outline the triggers of the 

drinking problem as well as the positive and negative consequences; 4) Training in identifying the CSO’s 

unintentional role in the maintenance of the IP’s using cycle as well as in effective communication with the 

IP; 5) Training in appropriate and consistent use of positive reinforcement of the IP’s non-using prosocial 

(non-drinking) behavior; 6) Training in positive reinforcement—learning to reinforce clean and sober behavior 

by using small rewards; 7) Training the withdrawal of reinforcement when there are drinking episodes to allow 

for the natural negative consequences of the IP’s using behavior; help identify the CSO’s own areas of life 

dissatisfaction and provide training in the development of specific plans to address that dissatisfaction and in 

rewarding themselves more often; 8) Training in the usage of methods on how and when to suggest treatment 
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to an IP, including the development of a “rapid intake” plan and working with how to handle disappointments 

in a fruitful way [5, 6]. 

To our knowledge, research has not yet been undertaken into how a therapist experiences offering help and 

support to the CSOs when the person suffering from AUD is not in treatment. Thus, there are also no studies 

on how therapists experience working with CRAFT, let alone changing their approach from an unstructured 

to a more structured intervention. However, such knowledge can be useful and important in implementing new 

interventions or planning new studies on the topic. Therefore, we performed this qualitative sub-study based 

on focus group interviews with therapists who implemented the intervention in the Danish CRAFT study [5]. 

The qualitative approach is useful to study their interpretations and individual change processes, and they can 

thereby contribute important knowledge to ensure high quality treatment and the successful implementation of 

future CRAFT studies. Thus, the aim of the present study is to investigate how therapists’ experiences with 

CRAFT and how they experienced the CSOs receiving the CRAFT intervention. 

Methods 
Study design 
In the present study, we used a qualitative design with semi-structured focus group interviews. A thematic 

analysis was then used to analyze and interpret the interviews [7].  

Participants 
The therapists who delivered the intervention in the CRAFT study [8] were invited to participate in the 

present study. We contacted therapists from the 24 sites by email and invited them to participate in a focus 

group interview with therapists from various treatment institutions who had delivered the same format of the 

CRAFT intervention (individual, group, or self-help book).  

A total of 17 therapists, representing nine treatment institutions, agreed to participate in the present 

qualitative sub-study: six have delivered CRAFT in the group format, five in the individual format, and six in 

the self-help format. The therapists were social workers, nurses, or psychologists with substantial experience 

in the treatment of AUD. Most of them had post-graduate training in motivational interviewing and cognitive 

behavioral therapy, while several had experience with family therapy. Before the CRAFT study started, the 



7 
 

therapists who delivered it in individual and group formats underwent a three-day course before delivering 

the intervention. Meanwhile, the therapists who implemented CRAFT in the self-administered format were 

trained in the intervention after the conclusion of the study period to avoid spill-over effects. The training 

was undertaken by Physiologist, Ph.D., Gallus Bischoff, who was the main head of the German study of 

CRAFT in the years 2008–2009 [9]. The training consisted of an introduction to the elements in CRAFT as 

well as inclusive practicing and role playing.  

After receiving training, the therapists were guided by a treatment manual, developed for the Danish context 

and based on the CRAFT manual [6, 10]. All sessions were audio recorded to ensure fidelity to the method 

and therapist style. Subsequently, two researchers listened to a randomly drawn sample of the audio 

recording, and feedback was given to the therapists; additional feedback on specific sessions were provided 

if the therapists asked for it. In other words, all therapists who delivered CRAFT in the individual or group 

formats received feedback on a minimum of two randomly chosen session recordings in addition to ad hoc 

feedback when requested. During the study period, the project group behind the RCT study met with key 

therapists from each treatment institution in each month during the first year of the project and every second 

month during the last year of the project. At these meetings, a status was made, cases were discussed, and 

additional supervision on the CRAFT intervention was given. 

Data collection 
The three face-to-face focus-group interviews were performed in December 2019: two took place at the 

treatment institutions and one at the research unit. The interviews were performed during the last months of 

the execution of the CRAFT study, hence the therapists had their experiences fresh in their memory To this 

end, we developed a semi-structured interview guide (see Table 1) that consisted of open questions within 

these areas: how the therapists used to work with CSOs prior to implementing CRAFT as well as how their 

experiences were working with CRAFT, the self-help book, CSOs, and the setup around the study. The 

therapists were informed verbally and in writing about the procedures for participating in the study. The 

information covered how anonymity would be assured and that they could withdraw their consent for 

participation at any time without any repercussions. The therapists then had to sign an informed consent 
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form. The interviews were conducted by the first and last author, and all began with encouraging the 

therapists to be truly honest about the intervention they had delivered since the interviewers had also taken 

part in the planning and evaluating of the original CRAFT study. All interviews were recorded on a digital 

voice recorder and lasted between 66 and 117 minutes. 

Table 1: Semi-structured interview guide 
About CRAFT  
Opening question How did you usually work with CSOs before you entered the CRAFT 

study? 
 How was your experience working with the CRAFT method? What are 

the pros and cons? 
In the interview with 
therapists who worked with 
the group format 

How was your experience with the group sessions? What are the pros 
and cons? 

In the interview with 
therapists who worked with 
the individual format 

How was your experience with the individual sessions? What are the 
pros and cons? 

 How have you used the self-help book? How was your experience with 
it? 

About the CSOs How was your experience with the CSOs when they entered the 
treatment institution for help for the first time? 

 How was your experience with the CSOs receiving CRAFT? 
In the interview with 
therapists who worked with 
the group format 

Did you experience that the composition of group members was 
important? 

About the research study Why do you think it has been so difficult to recruit CSOs for the project? 
 Is there anything that has made the implementation of CRAFT difficult? 
 How have you experienced the project period from beginning to end? Is 

there anything that you wished had been different? 
 

Data management and analysis  
The audio files were fully transcribed by a student assistant using the software program Nvivo 12 PRO. The 

first author anonymized and quality-controlled all the interviews. Subsequently, a thematic analysis was 

conducted based on several steps. First, the interviews were read several times while initial notes were 

simultaneously taken. Second, we generated initial codes for all three interviews and searched for themes 

based on the codes. Finally, the themes were checked according to the codes in the first and second step, and 

afterward, the final themes were named and defined. The themes were then discussed until we reached an 

agreement [7]. The analyses were completed by two researchers to ensure high quality. It should be note that 
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following the quotations given in the results section, the intervention type that the therapist was enrolled in 

(either individual-CRAFT (I), group-CRAFT (G), or self-administered CRAFT (S)) and the page number in 

the transcripts are mentioned. 

Results 
Six major themes and some sub-themes emerged from the thematic analysis (see Table 2). 

Table 2: Overview of themes and subthemes 
• Concerned significant others—a special group 

• Help prior to CRAFT 

• Working with CRAFT 

- The content of CRAFT 

- Formats for delivering CRAFT 

- Diary 

- The self-help book 

• Change from a lack of structure to structure 

• Change in CSOs 

• Change in the therapist’s role 

- Dilemmas 

 

Concerned significant others—a special group 
The therapists described how they found the CSOs to be a special group and how they differed from the 

drinking persons that they normally treated. It was their experience that the CSOs expressed a higher degree 

of hopelessness and powerlessness than those of the drinking persons. However, at the same time, the 

therapists also found that the CSOs seemed to have more resources, energy, drive, and a high degree of 

willingness to become involved in the treatment of the drinking person: 

“If there is somebody that can act when they want, it is the CSOs. There is a driving force that makes them 

exciting to work with” (S, s.9). 

Therefore, several therapists also explained how working with the CSOs provided a lot of energy and was a 

nice complement to working with drinking persons. 
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Further, most therapists felt that the CSOs and drinking persons were at different stages when they arrived 

for treatment and had different perspectives in terms of the alcohol problem. However, as described by a 

therapist (below), it did not mean much in relation to building an alliance and setting a goal with the drinking 

person: 

“It is the same thing we do. We meet a human in the spirit of MI (Motivational Interviewing), and we listen 

to their stories and where they want to change. So, somehow it is just a matter of the same” (G, p. 31). 

However, the therapists found that the CSOs had very different needs, depending on their level of strain. 

Some CSOs were not aware of what they really wanted from the counseling, some were just dropping by to 

discuss their frustration with and talk to someone, and some expressed a direct wish for tools to support the 

drinking person. Nevertheless, there were others who were very desperate and asked for someone else to take 

over with the drinking person. 

In this context, the therapists found that most CSOs asked what should be done with the drinking person and 

not what they should do for themselves. 

“Well, I think that often they come asking ‘What can I do with my drinking relative?’ This is where we begin. 

Then, my colleague or I talk about what we offer for CSOs. They are actually not aware of the possibility of 

seeking help for themselves in the beginning (S, p. 5). 

Help prior to the CRAFT study 
Almost all therapists had been offering support to CSOs prior to participating in the CRAFT study. However, 

it was not in a structured way as implied in the CRAFT method. As described in the introduction, what was 

offered to CSOs prior to CRAFT varied in both structure and content based on the institution. Thus, most 

therapists had been used to offering individual sessions consisting of general support, but some had also 

offered support groups and evening meetings that consisted of psychoeducation about addiction. While at 

some treatment institutions, they could offer only one conversation with the CSOs, others offered 5–6 

conversations, and some even offered a limitless number of conversations.  
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It became clear from the interviews that the content of the support to CSOs prior to participation in the 

CRAFT study varied not only based on the institution but also within the treatment institution depending on 

the therapist in question. However, in terms of the variability, it was apparent that most of the focus in terms 

of the support given to the CSOs prior to the implementation of CRAFT as part of the study was on the 

following: listening to their difficulties and experiences; offering psychoeducation focusing on their rights, 

how to understand alcohol addiction (including biological aspects of addiction), and how alcohol affects 

family and relations; information and coaching about how to set boundaries and have positive 

communication. Moreover, the structure of the supportive interventions also varied a lot from mostly 

listening to CSOs’ needs to working in a more structured manner, which started with mapping out the extent 

and consequences of the alcohol problem: who was involved, who should be involved, and how the CSO 

experienced the problem. Moreover, the therapists also emphasized how important it was that the adults 

understood how the alcohol problems affected children and that they could be referred to specialized 

programs. Likewise, the therapists also highlighted that reacting as the CSO did was very normal in their 

situation. 

Working with CRAFT 
Hardly any of the therapists had experience of working with CRAFT before participating in the CRAFT 

study. In the following section, they explain their experiences. 

The content of CRAFT 
The therapists all found that offering the CRAFT intervention according to a manual was helpful; the 

approach as such was very comparable to the motivational interviewing and cognitive behavioral therapy 

communication styles and strategies they had already used when working with the drinkers themselves. 

However, four elements of CRAFT were particularly highlighted by almost all the participating therapists: 

“communication,” “positive reinforcements,” “quality of own life,” and “natural negative consequences of 

drinking behavior.” They further explained that these elements seemed to be eyeopeners for the CSOs and 

central to changing their views on the drinking problem and their own situation. 
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“The session with natural negative consequences makes it very concrete for them (the CSOs) when they do 

brainstorming. It is something CRAFT can do!” (I, s. 19) 

Several therapists also explained how they found that the “natural negative consequences” could be difficult 

for CSOs to begin with. More specifically, the CSOs considered it emotionally hard and even provocative to 

allow for the natural negative consequences of drinking to happen and leave the responsibility to the drinking 

person. 

Meanwhile, some therapists also found that the element “quality of own life” a bit difficult to work with 

since the manual indicated the use of tasks and filling out of questionnaires. Moreover, they were worried 

about opening up a series of topics that they did not have sufficient time to work with. More importantly, the 

therapists found that the CSOs themselves did not prioritize the beforementioned element ‘if they could 

choose between the elements of CRAFT themselves and considered that they tended to neglect their own 

needs. Thus, the therapists considered that it was an important part of the intervention to help CSOs realize 

that it is important to prioritize their own quality of life: 

“There is a tendency for them (the CSOs) to be way too much in the drinking person’s head, which is a good 

thing for them to spot” (I, p. 21). 

The element “positive reinforcements” was also mentioned several times. One therapist described how this 

element was particularly valuable because the relation between the CSO and drinking persons was often 

marked by a negative dynamic and communication, and this element helped break this cycle because focus 

was now placed on the positive aspects of the relation. 

However, two of the CRAFT elements were described by the therapists as often only briefly touched upon 

during the CRAFT intervention. One was “treatment” because many of the CSOs were already well aware of 

the treatment options possible for the drinker. The other was conversations about violence. Although the 

therapist would always inquire about potential violence in the relationship between the CSO and drinking 

person, none of them found that there was a need to develop a safety plan. Moreover, the CSOs who 
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mentioned violence were exposed to the psychological type. Nevertheless, the therapists still found it 

relevant to inform them that violence can also be not physical. 

Some therapists thought it might be relevant to add two more sessions to CRAFT to provide the CSOs with 

information about psychoeducation and consequences of AUD on relations. Another therapist thought it 

might be relevant to also include the exploration of the CSO’s family background:  

“Because there is a lot of focus on the drinking person, you might be missing something important about the 

CSO—for example, what background she comes from.” (I, p. 10) 

Formats for delivering CRAFT 
In the CRAFT study, the intervention was delivered in individual, open-group, and self-help formats. Below, 

the therapists’ explanations of their experiences with the different formats are provided. 

Individual 
The therapists who offered CRAFT in the individual format felt that they had enough time to get through the 

program, even though the intervention consisted of only six sessions. Moreover, they felt that the CSOs 

appreciated the privacy that the individual format allowed. However, they were well aware that as 

professional therapists, they offered something quite different from what can be offered during a group 

intervention:  

“But also, sometimes I thought that they (the CSOs) would have benefited from other CSOs who had said, 

‘well, you can allow yourself to say that’ or ‘my husband did….’” (I, p. 15). 

Open group 
The therapists did not find it difficult to offer CRAFT in a group format, but it is worth noting that offering 

such a format could lead to practical problems like the sessions being carried out at a time when the CSOs 

were unable to attend because of a job or the like. However, the therapist found that the CSOs’ fear of 

exposing the drinking relative could be a barrier, and there were a few examples of CSOs who stopped the 

intervention because they did not want the share their challenges in the group. However, this barrier was 

mostly overcome when it became clear that there was a high level of confidence in the group. 
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Overall, the therapists were also comfortable with delivering CRAFT in an open group format, where new 

group members might join at any given time throughout the intervention course. However, they agreed that it 

required a few more of them to run the session, as compared to closed groups where all group members were 

the same throughout the course of the intervention. Here, it was important to maintain focus on the day’s 

program and simultaneously take note of all the members in the group and the issues they came with. 

Therefore, they also advocated for having two therapists running a group, which also had another dynamic. 

Moreover, they learned that it was important to introduce the day’s program and place the session in the 

overall context of the CRAFT method at the start of every session. Additionally, one therapist also thought 

that it created a better dynamic: the larger the group, the easier it was to stick to the structure: 

Therapist 1: Then it is clear that not everybody can have half an hour to get attention. 

Therapist 2: There is also another dynamic when there are several (CSOs). 

 Therapist 1: If there are two or three, they hope to be allowed to open up (G, p. 15). 

However, for most of the therapists, it was not a problem to handle the continuous uptake of new group 

members. Only one therapist thought it was challenging that all the CSOs did not join in the same session, 

while others found it easier to include new CSOs in some sessions rather than others. Meanwhile, one 

therapist found that it was easy to start with session two (dealing with the “quality of own life” element) 

because it was when the CSOs often opened up to a greater degree. On the other hand, she thought it was 

difficult to start with session six because it involved introducing the possibility of treatment to the drinking 

person and was hard to relate to for a CSO who had just joined the CRAFT group. However, it should be 

noted that the experiences were mixed: 

“Because I have experienced one CSO who said, ‘Well, it was quite alright to start with number six.’ 

Because it was exactly what I was concerned about. Where should I hand him over? What if I tell him now 

that I come here [in the treatment institution], and he says ‘I can do that’—meaning—enter treatment. 

Where should I drop him off? I had that knowledge and could start concentrating on everything else” (G, p. 

5). 
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After having struggled a little with including new participants in the group, one of the therapists found it 

helpful to open the sessions by discussing “changes during the last week” rather than discussing “what 

happened since last week” because the latter might cause the CSOs to focus too much on specific 

experiences, while the former would lead to sharing experiences while promoting change. More specifically, 

if the therapist said, “What has changed since last week?”, it is not related to a specific session but what the 

CSO has attempted since the last one. Moreover, the therapist thought that starting the session in this manner 

caused the CSOs to become more relaxed, and it thereby became easier to open the sessions and include new 

participants in a comfortable way. In addition, another therapist stressed the importance of using the pre-

conversation to get an idea about what the CSO was dealing with to be able to gauge whether it made sense 

for them join the group in the first session that they attended or whether it was perhaps better to wait till the 

next one. Yet another therapist found it helpful to refer to the self-help book if they had a need for something 

in the next session that was not currently being focused on. Overall, the therapists found that the CSOs found 

it helpful to articulate and share their issues when they met with different CSOs in each session. 

During the CRAFT study, the therapists experienced different kinds of compositions of CSOs in the groups. 

Although the CSOs differed in terms of role, age, gender, etc., it was the therapists found that they gained a 

lot from the group. For example, the therapists experienced that when the CSOs met different kinds of CSOs, 

it produced new perspectives on their role and also got them to talk about some problems that they had never 

shared before. Thus, the therapists found that the group created a space where the CSOs could share these 

problems: 

“As a therapist you have to acknowledge the fact that it is difficult no matter which position you are in” (G, 

p. 10) 

Moreover, the therapists also found that the community that formed in the groups created a dynamic that 

contributed to de-tabooization. 

Diary 
As part of the CRAFT method, the CSOs were asked to maintain a diary, and the therapists had beneficial 

experiences with this: 
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“There are many who seized the opportunity and thought it was helpful to them (G. p. 24).  

The therapists learned from the CSOs that the diary was maintained in many ways: notes, cues in a book, or 

on the cell phone. Moreover, some CSOs used it to write a on what to say to the drinking person. Several 

CSOs used the diary to unburden thoughts, and some even read out loud from it in the sessions. In this 

context, one therapist noted that the alcohol treatment institution would implement the use of a diary in the 

future as a work tool. 

The Self-help book 
As mentioned in the introduction, CSOs in all three formats of CRAFT received the self-help book after 

enrollment in the study, either alone or as an addition to the individual or group sessions. The therapists 

found that the self-help book was well received by the CSOs, and they were extremely satisfied with being 

able to offer it. They also stressed that the self-help book was simple, specific, and readable. The language 

was accessible and made it for the level of the reader. Moreover, the therapists found that the size of the self-

help book to be appropriate—not too short or too long. 

“It sorts of positions the CSO as someone proficient who can do something herself. I think that is so 

important. 

It provides a positive view on humanity” (I, p. 11) 

It was also the therapists’ experience that the CSOs were very happy about the self-help book that was 

delivered to all participants and that they read it meticulously. Several also asked where the book could be 

bought because they thought that others would benefit from it. 

Quite a few of the therapists who used the self-help book with CRAFT in the group and individual formats 

found that the self-help book was a fundamental element and essential to running CRAFT. Here, it should be 

noted that they used it in different ways: some used the self-help book as a reference in the sessions, some 

encouraged the CSOs to read a chapter before a session, and others recommended that the CSOs read the 

whole self-help book before the sessions.  
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Moreover, the therapists found that the interplay between themselves, the CSO, and the self-help book was a 

effective combination. They also noted that they had to align the use of the self-help book with the resources 

of each CSO. Thus, the CSOs with the most resources could read in advance. The therapists also supposed 

that some of these CSOs found it sufficient to read the self-help book and therefore canceled sessions, 

whereas those with low resources would do so if they had not done their “homework.” Thus, for the latter 

group, it was better to read the chapter after the session and subsequently summarize and remind them of 

what was discussed. 

However, the study found that generally therapists—who were working in the institutions that were 

randomized to function as “control institutions”—after a session of assessment, offered the self-help book to 

the CSO while assuring that if the material was not helpful enough, they were welcome to return after three 

months for additional support. On the other hand, the therapists, who delivered CRAFT as a self-help book 

only, agreed that it was helpful. Further, it was also their experience that the CSOs were very satisfied with 

the book, even when this was the only intervention. However, the therapists also found that for most CSOs, 

there was a more significant need for help than the self-help book could offer. In this context, some CSOs 

expected that they would have conversations and were disappointed when they did not get more than a self-

help book. Conversations on this issue were thus unpleasant for the therapists. However, for others, the self-

help book seemed to be the right level of help, especially when the CSOs were not that strained: 

“Another woman was really satisfied with the offer and had not heard about it from other sources. She 

mainly just required one session regarding her father, whom she thought had a significant need for 

treatment. So, we talked about it, and she actually just experienced it as a bonus because she got the answers 

to her questions and also received this book. So, she was… It was nice that she was happy and satisfied” (S, 

p. 4). 

Meanwhile, one therapist noted that it worked well to give two interviews at the beginning—one to enroll the 

CSO in the study and another to fill out the baseline questionnaire. Further, she found it to be an unfamiliar 

situation not to use her professional expertise and delve into the CSO’s problems: 
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“[I have to say,] ‘Alright, now I will sit on my hands, and you take the book home with you,’ while also trusting that 

there are some excellent tools in the book that are easily accessible for the citizen” (S, p. 3). 

One therapist even described handing out the self-help book as an uncomfortable situation to be in. She 

thought that offering only self-help material was against her professional ethics. It was not only that she as a 

professional might have been able to offer more but also that she considered the CSOs to have greater needs. 

Thus, she found participating in the study extremely difficult. 

In the interview, it was also discussed whether using a waiting list instead of a self-help book would have 

served better as a control group. Here, one therapist expressed that she would rather have offered the CSO a 

spot on a waiting list because then the onus was on her as a therapist instead of on the CSO to come back. 

Here, it should be noted that the CSOs had the possibility of coming back three months after the baseline 

questionnaire. But not many CSOs did that [5] and therefore the therapists felt that they missed some 

information about how it went on with the CSOs; information that was only collected by the researcher. 

Change from a lack of structure to structure 
The CRAFT intervention was considered a far more structured intervention than what the therapists had 

offered CSOs prior to participating in the study. They thus appreciated the structure and thought it 

contributed to simplification when receiving specific instructions about what to address rather than having to 

rely on their own feelings and experiences. One of the therapists explained that the structure and treatment 

manual made both the CSOs and her more comfortable and that it gave them something to return to. This 

was also helpful for the therapists in situations when some CSOs had a high need for sharing their 

experiences. Moreover, when they followed the manual, they avoided the sessions becoming drawn out and 

without a direction.  

“I am a huge fan of the structure around it (CRAFT) and the manual, which describes the contents of each 

conversation. I feel it should be like that on several fronts in the treatment ... It gives an excellent 

professional foundation to go out and do it and I think it is so good” (I, p. 4). 
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However, she also emphasized the importance of using her professional competency to judge what was 

important for each CSO. 

Meanwhile, a participating therapist thought that it was difficult to work according to a treatment manual, as 

she would rather have used her own creativity and professionalism. Further, she usually worked more 

visually instead of working with papers and tables. However, another therapist thought that the structure of 

CRAFT still left room for her creativity. 

On the other hand, one of the therapists found the structure to be a good thing, but the process of CRAFT in 

some cases to be somewhat challenging. She felt that the CSOs were ready when they had first been through 

the entire CRAFT method. However, she thought it would work well if they could do a session over again 

when the CSO was ready for it. In this context, some therapists felt it was difficult to move on to the next 

sessions if the CSOs had not done their “homework” in between the sessions. 

Change in CSOs 
It was the therapists’ experience that the CSOs underwent a process of change by following a CRAFT 

intervention. At the start of an intervention, CSOs normally focused entirely on the drinking person and 

wanted to act as therapists for them. In this context, it was found that CRAFT supported the CSOs’ 

autonomy and helped them regain responsibility over their own lives and distinguish between their own 

responsibility and that of the drinking person. One of the therapists noted how the CSOs realized that they 

could only control their own behavior in relation to the drinking person and not the person themselves. 

“When working with CRAFT, the CSOs get to know that they can start to make a change with themselves, 

and they do not have to make changes in the drinking person. It gives them hope that they must start with 

themselves. Then you already have the first tool (G. p. 29).” 

Moreover, the therapists explained how many of the CSOs were empowered by CRAFT. For example, when 

they became aware of all the things they had stopped doing and also when they realized that these could be 

resumed. When they talked about “quality of own life,” they also felt that the CSOs improved because it was 

them who were in focus. 
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Additionally, it was found that some CSOs took some huge steps during CRAFT, while others needed more 

time to change old patterns. This was particularly true when the therapists worked with the elderly CSOs, as 

it could be challenging to change the old habits, and the suggestions were often rejected: 

“Markedly different than with the younger CSOs, I experienced that my initiatives or suggestions could not 

really be used. It was simply too difficult to change” (I, p. 6). 

It was also noted that not all CSOs told their drinking persons that they participate in CRAFT. However, the 

therapists considered that it would be most helpful for the outcome of CRAFT if the CSOs informed the IPs 

about their help seeking, and some thus introduced the idea to the CSOs. Here, they sensed that if the CSOs 

managed to inform the IP, it would allow for open discussions on the IP’s drinking in a constructive and 

specific way—for instance as part of homework. 

Change in the therapist’s role 
The therapists stated that it was easy to acquaint themselves with CRAFT because they already understood 

elements like cognitive and functional analysis from the treatment of AUD. They also found that the process 

of working with CRAFT was inspiring: 

“CRAFT tries to create a more mutual understanding in the family rather than looking a ‘ways of reactions’ 

as you did earlier” (G, p. 32). 

Previously, the therapists had assumed that it might be difficult for the same therapist to work with both the 

CSO and drinking person without being disloyal, but this was not necessarily the case when CRAFT was the 

intervention offered to the CSO: 

“Working with CRAFT is working respectful of the relations. The relations between the CSO and the 

drinking persons is a relation like any other —it comes with positive and negative sides. (I, p. 21-22). 

During the interviews, the therapists talked about how they found that working within the CRAFT method 

led to a change in their role. One said that they did not see themselves as the most important person but 

rather as a tool for self-change. Specifically, they might support the competencies or qualifications that the 

CSOs had in the family and see how they facilitated this. Meanwhile, another reported that CRAFT gave her 
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some action competences that she had previously missed. Earlier, she had used her time listening to the 

CSOs’ feelings, which did not lead to many changes:  

“Therefore, I thought it was really cool to see that here is actually something you can go home and try 

immediately” (G, p. 12). 

Similarly, one of the other participating therapists explained how CRAFT gave her a professional foundation 

where she felt she delivered something instead of just chatting. 

Dilemmas 
When working with CRAFT and CSOs in general, the therapists experienced several dilemmas. One 

situation that they were very wary of was meeting CSOs who grew up with parents also suffering from AUD. 

It was sometimes challenging because the CSOs could feel that they should adapt to the drinking person 

again like they had already done a lot earlier. Thus, the therapists did seriously consider referring this group 

of CSOs to other treatment programs with a focus on adult children of drinking persons. 

Moreover, one of the therapists considered that CRAFT proposed “that the CSO should learn to become a 

better CSO,” which could cause added pressure on them. She therapist stressed the importance of focusing 

on the CSO when promoting CRAFT. 

It was also found that the structure with six sessions was enough for some CSOs. Others did very well with 

the self-help book and a couple of sessions. For some, six sessions were too much, while others could use a 

little more than six sessions. The latter was particularly true for CSOs who were stuck in old patterns or had 

additional problems like having to inform social authorities. In such cases, if the CSOs were really worn out, 

the therapists also found it difficult to help them within six sessions, and they thus had to refer to further 

help. 

“There are some good elements in CRAFT, but it has been difficult because there is not much room. (…) The 

participants need time to get rid of things and get some air before they can start to work on the things” (G, 

p. 6-7) 

However, another therapist had a different view of how much they should solve within the six sessions: 
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“It is fantastic to work with CRAFT—it is like an appetizer. You get some knowledge, and then you must go 

on yourself” (I, p. 7). 

Since the CSOs differed a lot in terms of the state of their relationship and strain, the therapists assumed that 

CRAFT might not suit everyone. Therefore, they thought it was important to explain the concept and ensure 

that expectations were matched beforehand. Further, they also suggested that the CSOs should be screened 

during the pre-conversation, so they could be matched to the right format of help. 

In addition, the therapists found that the CSOs feared being advised to leave the drinking partner. 

Nevertheless, one therapist felt that it could sometimes be necessary to tell the CSO that they might have to 

make a choice about whether to stay or leave. Moreover, some CSOs also searched for a way out, as they 

wanted to reach a decision on whether they should stay or leave. 

“Some CSOs only stay because they cannot see themselves alone or because they cannot make it on their 

own financially. If they choose to stay, I tell them that they must come get some more support (I, p. 9)” 

Discussion 
The aim of this study was to investigate how therapists’ experiences working with CSOs using CRAFT as 

well as how they experienced the CSOs receiving the CRAFT intervention. Six overall themes emerged from 

the analysis: Concerned significant others—a special group, Help prior to CRAFT, Working with CRAFT, 

Change from a lack of structure to structure, Changes in CSOs, and Change in the therapist’s role. 

The therapists found the CSOs to be people with a great deal of hopelessness, and they did not ask about 

what they could do for themselves but what they could do for the drinking relative. This is consistent with 

the CSOs’ descriptions of their experiences [11]. Although the group of CSOs is very affected by alcohol 

problems, the therapists found it inspiring to work with them because they have more resources and 

motivation than people with AUD.  

Here, it should be noted that the therapists in the present study were comfortable working with CRAFT 

because they were familiar with the basic tools—i.e., motivational interviewing and cognitive behavioral 

therapy. Compared to what was previously offered to CSOs, CRAFT was perceived as much more structured 
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and easier to grasp. Further, the therapists were mainly very pleased about working with the manual and felt 

that their role changed into a more effective one. They explained how they moved from using themselves as 

a tool to working as therapists with skills and action competences. Our results thus confirm the observations 

from the research group that developed the CRAFT program. Their observation was that therapists being 

trained in CRAFT maintain their autonomy and recognize that their own clinical skills are applied when they 

use them to adjust the program to each CSO’s special need [6, 12]. More specifically, in a research study, it 

is important that the therapist follow a treatment manual to secure treatment adherence, but in a real-life 

setting, it is more realistic that the therapist uses the manual as a reference but works more flexibly according 

to the CSOs’ needs.  

Meanwhile, the therapists delivering CRAFT in the group format found it challenging in the beginning to 

focus on all group members and the program of the day, but the structure and manual helped them overcome 

this issue. This is similar to the findings of another study, which found that when therapists had to learn a 

new manual-based approach, they had a higher awareness because they needed to focus on the manual, 

recording of the sessions, and fear of making mistakes. This led to them paying less attention to clients and 

more to themselves [13]. Further, a systematic review of therapists’ views and experiences of using treatment 

manuals found that therapists who are actually used to working with manuals are satisfied with them and find 

that they can allow for a therapeutic relationship, keep therapy on track, and facilitate flexibility [14]. Two 

other studies demonstrated how nurses trained in cognitive behavior therapy went from a “rescuer mentality” 

to demonstrate professional competences at work with confidence and empowerment. Moreover, they felt a 

reduction in advice and information, which had characterized their work earlier [15, 16]. These findings are, 

to some extent, similar to our findings in the present study. Hence, the latest research seems to indicate that 

professionals are empowered, feel safer, and feel increased professionalism when they are taught methods of 

interventions in relation to their daily tasks, rather than just relying on their own prior experiences and basic 

competencies. 

In addition, the therapists in this study highlighted four of the CRAFT elements as particularly central: 

“communication,” “positive reinforcements,” “quality of own life,” and “natural negative consequences of 
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drinking behavior.” They defined them as being eyeopeners for the CSOs and central in changing their mind 

on the drinking problem and their situation, which are elements that have also been highlighted by the CSOs 

[11]. However, the therapists found it harder to work with the element “negative consequences,” since it 

encouraged the CSOs to get rid of control, which is also a finding confirmed by the CSOs [11]. 

In the CRAFT study, the intervention was delivered in three formats: individual, group, and self-help book 

only. The therapists who delivered the individual format were satisfied overall with this format, although 

they thought that it could be helpful for the CSOs to see themselves in others like them, which was also 

expressed by the CSOs but this was not addressed [17]. On the other hand, the CSOs who received CRAFT 

in group format stressed how glad they were to have other CSOs to talk to in the group [17], which confirms 

that participating in group sessions may be particularly helpful. However, an issue with the group format can 

be that the CSOs are afraid of compromising their drinking relative, which was also addressed by the 

therapists in this study. Prior to enrolling, the CSOs also expressed a fear of meeting someone they knew in 

the group, but when they first showed up, they felt very safe and it was important for them to be honest [17]. 

Moreover, the overall CRAFT study was the first to investigate this intervention when delivered in an open 

group format [5]. The therapists were very satisfied with this kind of format overall, even though it required 

a little more effort from them. In a study with CRAFT in the closed group format, it was found that the CSOs 

might drop out because they had to wait 28 days on average from the intake interview to the first group 

sessions [18]. However, open-group formats can prevent such dropping out due to the waiting time.  

The therapists who delivered the intervention by means of offering the self-help book only were, on the one 

hand, positive about the self-help book, but on the other also worried that the CSOs might be too vulnerable 

and thus in need of more support. Findings from the CRAFT study showed that the group who received the 

self-help book did not differ significantly from the other two groups only in terms of treatment engagement 

and increase in quality of life and depression scores [5]. Moreover, studies of people with AUD who are 

treated with self-help material often do just as well as those who receive face-to-face treatment [19]. This 

indicates that CSOs may have more resources than assessed by professional therapists. 
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In this study, however, the therapists from all three groups also found that the self-help book was just the 

right aid for some of the CSOs, especially those who were not too strained and those with a high degree of 

resources. Further, they also noted that some CSOs could use more than six sessions while others could do 

with fewer. This might indicate that when implementing CRAFT in daily practice, it should be done in a 

more flexible and individualized manner according to the number of sessions, the availability of group and 

individual sessions, and the possibility of repeating sessions. One therapist in the present study explained that 

CRAFT was the “perfect appetizer” and that the CSOs should learn the fundamental things here and then 

work on their own. This emphasizes the need for a more flexible approach where CSOs could come back 

into the treatment institutions as needed. 

However, the therapists in the present study experienced dilemmas when working with CRAFT. One was 

that if the introduction of CRAFT to CSOs is not done carefully, there may be a risk that CSOs can feel 

obliged to make the drinking person seek treatment. Thus, some of the therapists stressed the importance of 

focusing on the CSO’s quality of life and being very clear that it is entirely acceptable to concentrate on 

nothing but this. Offering the option of working with the CSO to see if it is possible to implement changes 

that will increase the likelihood of treatment should definitely be considered an option only but they should 

not be pressured into it. Another dilemma was that the therapists thought there was too little focus on the 

children in the families with alcoholism and the grown-up children of people with AUD who could be 

affected. They did not find CRAFT to be a stand-alone support for these groups and stressed that these 

CSOs/families must be referred for further help, which is a notion that was supported by the CSOs who 

emphasized that there was too little focus on the children in the family [17]. In Denmark, there are free 

services available for both children in families with AUD and grown-up children of people with AUD. 

Hence, in the future studies or implementations of CRAFT there should be focus on referring these groups of 

CSOs for further help. 

The national clinical guidelines for the treatment of AUD recommends CRAFT as the method to be used for 

CSOs [3], but since it is only a recommendation, it is still up to each treatment institution as to whether they 

want to follow it. However, it should be noted that there is no law that forces them to help CSOs. From a 
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public health perspective, helping CSOs in the best possible way might benefit the family but also society in 

general since they will be able to function better. To improve the quality of help for CSOs, it should use 

evidenced-based methods and be uniform. More specifically, studies on the treatment of substance use 

disorders have shown that evidence-based treatment leads to improvement in the treatment outcome [20]. 

Although no approach is suitable for all CSOs, there should be some degree of uniformity and standard in the 

services for CSOs across municipalities. In this context, it would be relevant to collect data on how many 

CSOs enter alcohol treatment institutions for help, the kind of help they receive, and to what degree they 

profit from the help they receive. 

Strengths and Limitations 
There is one main limitations in this study. First, the interviewer who conducted the focus group interviews 

was also a part of the research group planning and evaluating the overall RCT study and therefore was 

involved in all the phases of the project. However, during the interviews, the therapists were consistently 

encouraged to express all their thoughts honestly and openly about the CRAFT intervention, whether 

positive or negative. Moreover, it was explained to them that their thoughts and reflections would be of great 

value to future planning in the development of interventions.  

On the other hand, a strength of this study was that the therapists were recruited from an RCT study of 

CRAFT that investigated the effect of the intervention in real-life settings. This gave us the opportunity to 

investigate the implementation and effects of CRAFT from the therapists’ perspective, which had not been 

done earlier. Thus, this study contributes important findings that can be used in future interventions for 

CSOs.  

Conclusion 
This study showed that therapists who worked with CRAFT were satisfied overall with the method. 

Moreover, they found it easy to adapt to this intervention even though it was new for them to work with 

CSOs using a manual and in a more structured manner than they were used to. Based on the new tool and 

structure, they felt an increased sense of professionalism in working with the CSOs. In addition, the 

therapists who worked with CRAFT in the individual and group formats were also generally satisfied with 
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the format. Most found the self-help book useful and indispensable in the work with CRAFT but also agreed 

that it could not stand alone as an intervention for most CSOs. It was also their finding that most of the CSOs 

had a high need for help when they entered the treatment institution. In this context, the therapists noted that 

the CSOs adapted differently to CRAFT according to their level of strain, but many of the CSOs were 

empowered to do more for themselves and improve the relationship with the IP. 

Abbreviations 
AUD: Alcohol use disorder 

CRAFT: Community Reinforcement and Family Training 

CSO: Concerned significant other 

IP: Identified patient 

RCT: Randomized control trial 
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Appendix A6 
 



Supplementary Table: Drop out analyses at 3 and 6 months. Adapted from paper III (Supplementary Information)(Hellum et al., 2022) 
 Total study sample Three months follow-up Six months follow-up 
 Participating Drop out p-value Participating Drop out p-value 
Number of participants, n 249 151 98  136 113  
Sex, n (%)    0.272   0.789 
Male 38 (15) 20 (13) 18 (18)  20 (15) 18 (16)  
Female 211 (85) 131 (87) 80 (82)  116 (85) 95 (84)  
Age, mean (SD) 49.0 (13.9) 51.2 (12.7) 45.7 (15.0) 0.002 51.3 (12.6) 46.2 (14.9) 0.004 
Relation to the IP, n (%)    0.373   0.934 
Partner/spouse            123 (50) 79 (53) 44 (45)  68 (51) 55 (49)  
Daughter/son            28 (11) 16 (11) 12 (12)  15 (11) 13 (12)  
Parent            53 (22) 27 (18) 26 (27)  27 (20) 26 (23)  
Other            42 (17)  27 (18) 15 (15)  24 (18) 18 (16)  
IP earlier counselling, n (%)     0.187   0.748 
No 135 (55) 83 (55) 52 (55)  72 (53) 63 (57)  
Yes 99 (40) 64 (42) 35 (37)  56 (41) 43 (39)  
Do not know 11 (4) <5a 7 (7)  7 (5) <5a  
Quality of life at baseline, mean (SD)        
DOM1 Physical Healthb 15.1 (2.6) 15.1 (2.8) 15.0 (2.4) 0.823 14.9 (2.8) 15.2 (2.4) 0.397 
DOM2 Psychologicalb 12.9 (2.7) 13.0 (2.8) 12.9 (2.5) 0.885 12.9 (2.8) 13.0 (2.5) 0.813 
DOM3 Social Relationshipsb 13.0 (2.9) 13.0 (2.9) 13.1 (2.8) 0.745 13.0 (3.0) 13.1 (2.8) 0.878 
DOM4 Environmentb 14.4 (2.0) 14.7 (2.0) 14.0 (1.9) 0.012 14.7 (2.0) 14.1 (1.8) 0.021 
Depression at baseline, mean (SD)        
PHQ-9c  8.2 (5.4) 8.3 (5.8) 8.1 (4.6) 0.831 8.1 (5.6) 8.4 (5.0) 0.763 

aLess than 5 participants, precise number omitted due to GDPR 
bWHOQOL Measuring Quality of Life. 
cQuestionnaire about depression (PHQ-9 Danish) 
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Appendix A7 
 



Interview guide used in qualitative interviews with the CSOs 

Opening question It has been difficult to recruit relatives to this study. Therefore, we would like to 
hear your history. Can you try to explain what you experienced from the time 
you realised there was an alcohol problem until you searched for help? 

Interviewer mentions the eight components of CRAFT 
 How did you experience receiving the CRAFT counselling? 
 Is it your experience that it has made a difference? What was it that made a 

difference? 
 When did you notice a difference? Was it immediately or after some time? 
 What was the best thing you acquired from the counselling? 
 Are there some elements from the counselling that you did not find useful? 
 What more could you have wished from the treatment? 
 What is your experience with the written material (the book)?  
To the ones who 
received individual 
CRAFT 

How did you experience receiving individual counselling?  

To the ones who 
received Group 
CRAFT 

How did you experience being in a group?  

To the ones who 
received the written 
material only 

How did you experience receiving this written material? 
How did it work out with the written material? 
Was it sufficient? 

 Have you experienced that participating in CRAFT has changed the 
atmosphere/life together between you and the drinking person? What has 
changed? 

 Do you think the drinking person has experienced a change? Has he/she 
commented on the changes? What happened? 

 Have you received any other kind of help because of the drinking person’s 
alcohol use? – If so, what kind of help? Have you received help from family, 
friends, job, social network? What happened? 

 Is there anything else of importance that I have not asked about? 
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Interview guide used in qualitative interviews with the therapists 

About CRAFT  
Opening question How did you usually work with CSOs before you entered the CRAFT 

study? 
 How was your experience working with the CRAFT method? What are 

the pros and cons? 
In the interview with therapists 
who worked with the group 
format 

How was your experience with the group sessions? What are the pros 
and cons? 

In the interview with therapists 
who worked with the 
individual format 

How was your experience with the individual sessions? What are the 
pros and cons? 

 How have you used the self-help book? How was your experience with 
it? 

About the CSOs How was your experience with the CSOs when they entered the 
treatment institution for help for the first time? 

 How was your experience with the CSOs receiving CRAFT? 
In the interview with therapists 
who worked with the group 
format 

Did you experience that the composition of group members was 
important? 

About the research study Why do you think it has been so difficult to recruit CSOs for the project? 
 Is there anything that has made the implementation of CRAFT difficult? 
 How have you experienced the project period from beginning to end? Is 

there anything that you wished had been different? 
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