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Screening and Brief Interventions
for Alcoholism

Screen
At each visit, ask about alcohol use

8 How manv drinks per week?
8 Maximum drinks per occasion in past

month?

Use CAGE questions to probe for alcohol
problems

# Have you ever tried to Cut down on your
drinking?

® Do you get Annoyed when people talk
about your drinking?

® Do you feel Guilty about your drinking?

® Have you ever had an Eye-opener? (A drink
first thing in the morning)

Screen is positive if

a Consumption is greater than 14 drinks per
week or greater than 4 drinks per occasion
(men)

m Consumption is greater than 7 drinks per

R

week or greater than 3 drinks per occasion
(women)
m CAGEscore is greater than 1

Then assess for

e e 1

* m Medical problems: e.g., blackouts, depression,
hypertension, trauma, abdominal pain, liver

“-r

dysfunction, sexual problems, sleep disor-
ders

® Laboratory: elevated gamma-glutamyl
transpeptidase or other liver function tests;
elevated mean corpuscular volume; posi-
tive blood alcohol concentrations

® Behavioral problems: work, family, school,
accidents

®  Alcohol dependence: a score of 3 or higher on

CSAT Treatment Improvement Protocol (TIP) 34: Brief Interventions and Brief Therapies for Substance Abuse

CAGE or one or more of the following:
compulsion to drink, impaired control,
withdrawal symptoms, increased tolerance,
relief drinking




CSAT Treatment Improvement Protocol (TIP) 34: Brief Interventions and Brief Therapies for Substance Abuse

Client Feedback and Plan of Action

Give specific feedback to the patient,
then advise—in a firm but empathic
manner

If diagnosed as at risk

® Advise patient of risk

® Advise abstinence/moderation

8 Set consumption goals

Schedule followup to discuss progress

PROGRESS

o ~

SUCCEEDS DOES NOT SUCCEED

\ /'

CONTINUE FOLLOWUP

If diagnosed as substance dependent

8 Advise patient of objective evidence

8 Advise on plan of action

B Assess acute risk of intoxication/with-
drawal

8 Medical/psychiatric comorbidities

8 Agree on plan of action

Plan of action

8 Involve family: refer for family treatment and
self-help (e.g., Al-Anon, etc.) (must have
patient permission and involvement)

8 Abstinence should be stressed

8 Urge patient to attend self-help meetings
(Alcoholics Anonymous, Narcotics
Anonymous, SMART Recovery, etc.)

8 Consider referral to addiction medicine
specialist, and /or possible pharmaco-
therapy with disulfiram (Antabuse) or
Naltrexone (ReVia)

Reprinted with permission from the American
Society of Addiction Medicine
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What Is a TIP?

reatment Improvement Protocols (TIPs)

are best practice guidelines for the

treatment of substance abuse disorders,
provided as a service of the Substance Abuse
and Mental Health Services Administration’s
Center for Substance Abuse Treatment (CSAT).
CSAT’s Office of Evaluation, Scientific Analysis
and Synthesis draws on the experience and
knowledge of clinical, research, and
administrative experts to produce the TIPS,
which are distributed to a growing number of
facilities and individuals across the country.
The audience for the TIPs is expanding beyond
public and private substance abuse treatment
facilities as alcoholism and other substance
abuse disorders are increasingly recognized as
major problems.

The TIPs Editorial Advisory Board, a
distinguished group of substance abuse experts
and professionals in such related fields as
primary care, mental health, and social services,
works with the State Alcohol and Other Drug
Abuse Directors to generate topics for the TIPs
based on the field’s current needs for
information and guidance.

After selecting a topic, CSAT invites staff
from pertinent Federal agencies and national
organizations to a Resource Panel that
recommends specific areas of focus as well as
resources that should be considered in
developing the content of the TIP. Then
recommendations are communicated to a
Consensus Panel composed of non-Federal
experts on the topic who have been nominated

—

by their peers. This Panel participates in a series
of discussions; the information and
recommendations on which it reaches consensus
form the foundation of the TIP. The members of
each Consensus Panel represent substance abuse
treatment programs, hospitals, community
health centers, counseling programs, criminal
justice and child welfare agencies, and private
practitioners. A Panel Chair (or Co-Chairs)
ensures that the guidelines mirror the results of
the group’s collaboration.

A large and diverse group of experts closely
reviews the draft document. Once the changes
recommended by these field reviewers have
been incorporated, the TIP is prepared for
publication, in print and online. The TIPs can be
accessed via the Internet on the National Library
of Medicine’s home page at the URL:
http:/ /text.nlm.nih.gov. The move to electronic
media also means that the TIPs can be updated
more easily so they continue to provide the field
with state-of-the-art information.

Although each TIP strives to include an
evidence base for the practices it recommends,
CSAT recognizes that the field of substance
abuse treatment is evolving and that research
frequently lags behind the innovations
pioneered in the field. A major goal of each TIP
is to convey “front line” information quickly but
responsibly. For this reason, recommendations
proffered in the TIP are attributed to either
Panelists’ clinical experience or the literature.

If there is research to support a particular
approach, citations are provided.

§!
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What Is a TIP?

This TIP, Brief Interventions and Brief Therapies
for Substance Abuse, is intended primarily for
counselors and therapists working in the
substance abuse treatment field, but parts of it
will be of value to other audiences, including
health care workers, social services providers,
clergy, teachers, and criminal justice personnel.
In fact, those portions of this TIP dealing with
brief interventions will be of use to any
professional service provider who may need to
make an intervention to help persons with
substance abuse disorders alter their use
patterns or seek treatment. However, brief
therapy should only be practiced by those who
are properly qualified, educated, and licensed.

The first chapter of this TIP presents an
overview of brief interventions and brief
therapies, describing their basic characteristics
and the reasons for increased interest in them.
Chapter 2 describes the goals and components
of brief interventions, and Chapter 3 discusses
some of the basic elements of all brief therapies.
Chapters 4 through 9 each highlight a different
type of brief therapy, describing the theory

behind it as well as some of the techniques
developed from that theory that can be used to
treat clients with substance abuse disorders.
Separate chapters are presented describing
cognitive-behavioral therapy,
strategic/interactional therapies, humanistic and
existential therapies, psychodynamic therapies,
family therapy, and group therapy. Appendixes
are also included that provide resources for
further information and training, a glossary of

terms used in the TIP, and a sample workbook

for use in brief interventions.

The goal of this TIP is to make readers aware
of the research, results, and promise of brief
interventions and brief therapies in the hope
that they will be used more widely in clinical
practice and treatment programs across the
United States.

Other TIPs may be ordered by contacting
SAMHSA's National Clearinghouse for Alcohol and
Drug Information (NCADI), (800) 729-6686 or
(301) 468-2600; TDD (for hearing impaired),

(800) 487-4889.
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Foreword

he Treatment Improvement Protocol

(TIP) series fulfills SAMHSA /CSAT’s

mission to improve treatment of
substance abuse by providing best practices
guidance to clinicians, program administrators,
and payors. TIPs are the result of careful
consideration of all relevant clinical and health
services research findings, demonstration
experience, and implementation requirements.
A panel of non-Federal clinical researchers,
clinicians, program administrators, and client
advocates debates and discusses its particular
areas of expertise until it reaches consensus on
best practices. This panel’s work is then
reviewed and critiqued by field reviewers.

The talent, dedication, and hard work that

TIPs panelists and reviewers bring to this highly

participatory process have bridged the gap
between the promise of research and the needs
of practicing clinicians and administrators. We
are grateful to all who have joined with us to
contribute to advances in the substance abuse
treatment field.

Nelba Chavez, Ph.D.
Administrator
Substance Abuse_and Mental Health

Services Administration

H. Westley Clark, M.D.,].D., M.P.H,,
CAS, FASAM

Director

Center for Substance Abuse Treatment

Substance Abuse and Mental Health

Services Administration
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Executive Summary and

Recommendations

his Treatment Improvement Protocol

(TIP) responds to an increasing body of

research literature that documents the
effectiveness of brief interventions and therapies
in both the mental health and substance abuse
treatment fields. The general purpose of this
document is to link research to practice by

providing counselors and therapists in the

substance abuse treatment field with up-to-date
information on the usefulness of these
innovative and shorter forms of treatment for
selected subpopulations of people with
substance abuse disorders and those at risk of
developing them. The TIP will also be useful for
health care workers, social service providers
who work outside the substance abuse
treatment field, people in the criminal justice
system, and anyone else who may be called on
to intervene with a person who has substance
abuse problems.

Brief interventions and brief therapies have
become increasingly important modalities in the
treatment of individuals across the substance
abuse continuum. The content of the
interventions and therapies will vary depending
on the substance used, the severity of problem
being addressed, and the desired outcome.

Because brief interventions and therapies are
less costly yet hg've proven effective in substance

abuse treatment, clinicians, clinical researchers, ¥

and policymakers have increasingly focused on
them as tools to fill the gap between primary

RIC

Aruitoxt provided by Eic:

prevention efforts and more intensive treatment
for persons with serious substance abuse
disorders. However, studies have shown that
brief interventions are effective for a range of
problems, and the Consensus Panel believes that
their selective use can greatly improve substance
abuse treatment by making them available to a
greater number of people and by tailoring the
level of treatment to the level of client need.

Brief interventions can be used as a method
of providing more immediate attention to clients
on waiting lists for specialized programs, as an
initial treatment for nondependent at-risk and
hazardous substance users, and as adjuncts to
more extensive treatment for substance-
dependent persons.

Brief therapies can be used to effect
significant changes in clients’ behaviors and
their understanding of them. The term "brief
therapy” covers several treatment approaches
derived from a number of theoretical schools,
and this TIP considers many of them. The types
of therapy presented in these chapters have been
selected for a variety of reasons, but by no
means do they represent a comprehensive list of
therapeutic approaches currently in practice.
Some of these approaches (e.g., cognitive~
behavioral therapy) are supported by extensive
research; others (e.g., existential therapy) have
not been, and perhaps cannot be, tested in as
rigorous a manner.
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This TIP presents the historical background,
outcomes research, rationale for use, and state-
of-the-art practical methods and case scenarios
for implementation of brief interventions and
therapies for a range of problems related to
substance abuse. This TIP is based on the body
of research conducted on brief interventions and
brief therapies for substance abuse as well as on
the broad clinical expertise of the Consensus
Panel. Because many therapists and other
practitioners are eclectically trained, elements
from each of the chapters may be of use to a
range of professionals.

This discussion of brief therapies is in no
way intended to detract from the value of longer
term therapies that clinicians have found to be
effective in the treatment of substance abuse
disorders. However, the Consensus Panel
believes it necessary to discuss innovative
and/or often-used theories that members have
encountered and applied in their clinical
practice.

The Consensus Panel’s recommendations
summarized below are based on both research
and clinical experience. Those supported by
scientific evidence are followed by (1); clinically
based recommendations are marked (2).
Citations for the former are referenced in the
body of this document, where the guidelines are
presented in full detail. Many of the
recommendations made in the latter chapters of
this TIP are relevant only within a particular
theoretical framework (e.g., the Panel might
recommend how a person practicing strategic
therapy should approach a particular situation);
because such recommendations are not
applicable to all readers, they have not been
included in this Executive Summary.

Throughout this TIP, the term “substance
abuse” has been used in a general sense to cover
both substance abuse disorders and substance
dependence disorders (as defined by the
Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition [DSM-IV] [American

Psychiatric Association, 1994]). Because the
term “substance abuse” is commonly used by
substance abuse treatment professionals to
describe any excessive use of addictive
substances, it will be used to denote both
substance dependence and substance abuse.
The term includes the use of alcohol as well as
other substances of abuse. Readers should
attend to the context in which the term occurs in
order to determine the meaning; in most cases,
the term will refer to all varieties of substance
abuse disorders as described by DSM-1V.

Summary and
Recommendations

Brief Interventions

Brief interventions are those practices that aim
to investigate a potential problem and motivate
an individual to begin to do something about his
substance abuse, either by natural, client-
directed means or by seeking additional
substance abuse treatment.

A brief intervention, however, is only one of
many tools available to clinicians. It is not a
substitute for care for clients with a high level of
dependency. It can, however, be used to engage
clients who need specialized treatment in specific
aspects of treatment programs, such as
attending group therapy or Alcoholics
Anonymous (AA) meetings.

® The Consensus Panel believes that brief
interventions can be an effective addition to
substance abuse treatment programs. These
approaches can be particularly useful in
treatment settings when they are used to
address specific targeted client behaviors and
issues in the treatment process that can be
difficult to change using standard treatment
approaches. (2)

#@ Variations of brief interventions have been
found to be effective both for motivating
alcohol-dependent individuals to enter

19



Q

ERIC

Aruitoxt provided by Eic:

long-term alcohol treatment and for treating
some alcohol-dependent persons. (1)

® The Consensus Panel recommends that
programs use quality assurance
improvement projects to determine whether
the use of a brief intervention or therapy in
specific treatment situations is enhancing
treatment. (2)

The Consensus Panel recommends that
agencies allocate counselor training time and
resources to these modalities. It anticipates
that brief interventions will help agencies
meet the increasing demands of the managed
care industry and fill the gaps that have been
left in client care. (2)

B Substance abuse treatment personnel should
collaborate with other providers (e.g.,
primary care providers, employee assistance
program, wellness clinic staff, etc.) in
developing plans that include both brief
interventions and more intensive care to help
keep clients focused on treatment and
recovery. (2)

Goals of brief interventions

The basic goal of any brief intervention is to
reduce the risk of harm that could result from
continued use of substances. The specific goal
for each individual client is determined by his
consumption pattern, the consequences of his
use, and the setting in which the brief
intervention is delivered.

8 Focusing on intermediate goals allows for
more immediate success in the intervention
and treatment process, whatever the long-
term goals may be. Intermediate goals might
include quitting one substance, decreasing
frequency of use, or attending a meeting.
Immediate successes are important to keep
the client motivated. (2)

When conducting a brief intervention, the
clinician should set aside the final treatment
goal (e.g., accepting responsibility for one’s
own recovery) to focus on a single behavioral
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objective. Once this objective is established,
a brief intervention can be used to help reach
it. (2)

Components of brief interventions
There are six elements that are critical for
effective brief interventions. (1) The acronym
FRAMES was coined to summarize these six
components:

® Feedback is given to the individual about
personal risk or impairment.

B Responsibility for change is placed on the
participant.

B Advice to change is given by the clinician.

® Menu of alternative self-help or treatment
options is offered to the participant.

8 Empathic style is used by the counselor.

B Self-efficacy or optimistic empowerment is
engendered in the participant.

A brief intervention consists of five basic
steps that incorporate FRAMES and remain
consistent regardless of the number of sessions
or the length of the intervention:

1. Introducing the issues in the context of the
client’s health.

Screening, evaluating, and assessing.
Providing feedback.

Talking about change and setting goals.
Summarizing and reaching closure.

Al

Providers may not have to use all five of
these components in any given session with a
client. However, before eliminating steps in the
brief intervention process there should be a
well-defined reason for doing so. (2)

Essential knowledge and skills for
brief interventions

Providing effective brief interventions requires
the clinician to possess certain knowledge, skills,
and abilities. The following are four essential
skills (2):

1. An overall attitude of understanding and
acceptance
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2. Counseling skills such as active listening
and helping clients explore and resolve
ambivalence

3. A focus on intermediate goals

4. A working knowledge of the stages-of-
change through which a client moves when
thinking about, beginning, and trying to
maintain new behavior

Brief Therapies

Brief therapy is a systematic, focused process
that relies on assessment, client engagement,
and rapid implementation of change strategies.
The brief therapies presented in this TIP should
be seen as separate modalities of treatment, not
episodic forms of long-term therapy.

Brief therapies usually feature more (as well
as longer) sessions than brief interventions. The
duration of brief therapies is reported to be
anywhere from 1 to 40 sessions, with the typical
therapy lasting between 6 and 20 sessions.

Brief therapies also differ from brief
interventions in that their goal is to provide
clients with tools to change basic attitudes and
handle a variety of underlying problems. Brief
therapy differs from longer term therapy in that
it focuses more on the present, downplays
psychic causality, emphasizes the effective use
of therapeutic tools in a shorter time, and
focuses on a specific behavioral change rather
than large-scale or pervasive change.

Research concerning relative effectiveness of
brief versus longer term therapies for a variety
of presenting complaints is mixed. However,
there is evidence suggesting that brief therapies
are often as effective as lengthier treatments for
certain populations.

® The best outcomes for brief therapy may
depend on clinician skills, comprehensive
assessments, and selective criteria for
eligibility. Using selective criteria in
prescribing brief therapy is critical, since
many clients will not meet its eligibility
requirements. (2)

21

B Brief therapy for substance abuse treatment
is a valuable approach, but it should not be
considered a standard of care for all
populations. (1) The Consensus Panel hopes
that brief therapy will be adequately
investigated in each case before managed
care companies and third-party payors
decide it is the only modality for which they
will pay.

® Brief interventions and brief therapies are
well suited for clients who may not be
willing or able to expend the significant
personal and financial resources necessary to
complete more intensive, longer term
treatments. (2)

® Both research and clinical expertise indicate
that individuals who are functioning in
society but have patterns of excessive or
abusive substance use are unlikely to
respond positively to some forms of
traditional treatment, but some of the briefer
approaches to intervention and therapy can
be extremely useful clinical tools in their
treatment. (1)

When to use brief therapy

Determining when to use a particular type of
brief therapy is an important consideration for
counselors and therapists. The Panel
recommends that client needs and the suitability
of brief therapy be evaluated on a case-by-case
basis. (2) Some criteria for considering the
appropriateness of brief therapy for clients
include

® Dual diagnosis issues

® The range and severity of presenting
problems

® The duration of substance dependence

®  Availability of familial and community
supports

@ The level and type of influence from peers,
family, and community

B Previous treatment or attempts at recovery

® The level of client motivation
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B The clarity of the client’s short- and long-
term goals

# The client’s belief in the value of brief
therapy

8 The numbers of clients needing treatment

The following criteria are derived from Panel

members’ clinical experience:

B Less severe substance dependence, as
measured by an instrument like the
Addiction Severity Index (ASI)

® Level of past trauma affecting the client’s
substance abuse

B Insufficient resources available for more
prolonged therapy

® Limited amount of time available for
treatment

B Presence of coexisting medical or mental
health diagnoses

® Large numbers of clients needing treatment
leading to waiting lists for specialized
treatment

The Consensus Panel also notes that

B Planned brief therapy can be adapted as part
of a course of serial or intermittent therapy.
When doing this, the therapist conceives of
long-term treatment as a number of shorter
treatments, which require the client’s
problems to be addressed serially rather than
concurrently. (1)

8 Brief therapies will be most effective with
clients whose problems are of short duration
and who have strong ties to family, work,
and community. However, a number of
other conditions, such as limited client
resources, may also dictate the use of brief
therapy. (2)

B [tis essential to learn the client’s perceived
obstacles to engaging in treatment as well as
to identify any dysfunctional beliefs that
could sabotage the engagement process. The
critical factor in determining an individual’s
response is the client’s self-perception and
associated emotions. (1)
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Components of effective

brief therapy

While there are a variety of different schools of
brief therapy available to the clinician, all forms
of brief therapy share some common
characteristics (2):

@ They are either problem focused or solution
focused—they target the symptom, not its
causes.

@ They clearly define goals related to a specific
change or behavior.

® They should be understandable to both client
and clinician.

8 They should produce immediate results.

® They can be easily influenced by the
personality and counseling style of the
therapist.

® They rely on rapid establishment of a strong
working relationship between client and
therapist. o

The therapeutic style is highly active,
empathic, and sometimes directive.

B Responsibility for change is placed clearly on
the client.

B Early in the process, the focus is to help the
client enhance his self-efficacy and
understand that change is possible.

B Termination is discussed from the beginning.

@ Outcomes are measurable.

Screening and assessment
Screening and assessment are critical initial
steps in brief therapy. Screening is a process in
which clients are identified according to
characteristics that indicate they are possibly
abusing substances. Screening identifies the
need for more in-depth assessment but is not an
adequate substitute for complete assessment.
Assessment is a more extensive process that
involves a broad analysis of the factors
contributing to and maintaining a client’s
substance abuse, the severity of the problem,
and the variety of consequences associated with
it. Screening and assessment procedures for
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brief therapy do not differ significantly from
those used for lengthier treatments.

@ Clinicians can use a variety of brief
assessment instruments, many of which are
free. These instruments should be
supplemented in the first session by a clinical
assessment interview that covers current use
patterns, history of substance use,
consequences of substance abuse, coexisting
psychiatric disorders, major medical
problems and health status, education and
employment status, support mechanisms,
client strengths and situational advantages,
and family history. (2)

® The screening and assessment process
should determine whether the client’s
substance abuse problem is suitable for a
brief therapy approach. (2)

® Assessment is critical not only before
beginning brief therapy but also as an
ongoing part of the process. (2)

® Therapists who primarily provide brief
therapy should be adept at determining early
in the assessment process which client needs
or goals are appropriate to address. Related
to this, and equally important, the therapist
must establish relationships that facilitate the
client’s referral when her needs or goals
cannot be met through brief therapy. (2)

The first session

In the first session, the main goals for the
therapist are to gain a broad understanding of
the client’s presenting problems, begin to
establish rapport and an effective working
relationship, and implement an initial
intervention, however small.

® Counselors should gather as much
information as possible about a client before
the first counseling session. However, when
gathering information about a client from
other sources, counselors must be sensitive to
confidentiality and client consent issues. (2)

® Therapists should identify and discuss the
goals of brief therapy with the client early in
treatment, preferably in the first session. (2)
® Although abstinence is an optimal clinical
goal, it still must be negotiated with the
client (at least in outpatient treatment
settings). Abstinence as a goal is not
necessarily the sole admission requirement
for treatment, and the therapist may have to
accept an alternative goal, such as decreased
substance use, in order to engage the client
effectively. (2)
® The provider of brief therapy must
accomplish certain critical tasks during the
first session (2), including
¢ Producing rapid engagement
¢ Identifying, focusing, and prioritizing
problems
¢ Working with the client to develop a
treatment plan and possible solutions for
substance abuse problems
¢ Negotiating the approach toward change
with the client (which may involve a
contract between client and therapist)
¢ Eliciting client concerns about problems
and solutions
Understanding client expectations
Explaining the structural framework of
brief therapy, including the process and its
limits (i.e., those items not within the
scope of that treatment segment or the
agency’s work)
¢ Making referrals for critical needs that
have been identified but cannot be met
within the treatment setting

Maintenance strategies,

termination of therapy, and
followup

Maintenance strategies must be built into the
treatment design from the beginning. A
practitioner of brief therapy must continue to
provide support, feedback, and assistance in
setting realistic goals. Also, the therapist should
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help the client identify relapse triggers and
situations that could endanger continued
sobriety. (2)

Strategies to help clients maintain the
progress made during brief therapy include the
following (2):

® Educating the client about the chronic,
relapsing nature of substance abuse

® Considering which circumstances might
cause a client to return to treatment and
planning how to address them

® Reviewing problems that emerged but were
not addressed in treatment and helping the
client develop a plan for addressing them in
the future

® Developing strategies for identifying and
coping with high-risk situations or the
reemergence of substance abuse behaviors

® Teaching the client how to capitalize on
personal sfrengths -

® Emphasizing client self-sufficiency and
teaching self-reinforcement techniques

8 Developing a plan for future support,
including mutual help groups, family
support, and community support

Termination of therapy should always be
planned in advance. (2) When the client has
made the agreed-upon behavior changes and
has resolved some problems, the therapist
should prepare to end the brief therapy. If a
client progresses more quickly than anticipated,
it is not necessary to complete the full number of

sessions.

Therapist characteristics

Therapists will benefit from a firm grounding in
theory and a broad technical knowledge of the
many different approaches to brief therapy that
are available. (2) When appropriate, elements of
different brief therapies may be combined to
provide successful outcomes. However, it is
important to remember that the effectiveness of
highly defined interventions (e.g., workbook-
driven interventions) used in some behavioral
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therapies depends on administration of the

entire regimen.

® The therapist must use caution in combining
and mingling certain techniques and must be
sensitive to the cultural context within which
therapies are integrated. (2)

® Therapists should be sufficiently trained in
the therapies they are using and should not
rely solely on a manual such as this to learn
those therapies. (2)

® Training for brief therapies, in contrast to the
training necessary to conduct brief
interventions, requires months to years and
usually results in a specialist degree or
certification. The Consensus Panel

~ recommends that anyone seeking to practice

the therapies outlined here should receive
more thorough training appropriate to the
type of therapy being delivered. (Appendix
B of the TIP provides contact information for
some organizations that may be able to
provide such training.) (2)

® Providers of brief therapy should be able to
focus effectively on identifying and adhering
to specific therapeutic goals in treatment. (2)

® Providers who practice brief therapy should
be able to distill approaches from longer
term therapies and apply them within the
parameters of brief therapy. (2)

Cognitive-Behavioral Therapy

CBT represents the integration of principles
derived from behavioral theory, cognitive social
learning theory, and cognitive therapy, and it
provides the basis for a more inclusive and
comprehensive approach to treating substance
abuse disorders.

CBT can be used by properly licensed and
trained mental health practitioners even if they
have limited experience with this type of
therapy—either as a cost-effective primary
approach or in conjunction with other therapies
or a 12-Step program. CBT can be also used
early in and throughout the treatment process
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whenever the therapist feels it is important to
examine a client’s inaccurate or unproductive
thinking that could lead to risky or negative
behaviors. (2)

CBT is generally not appropriate for certain
clients, namely, those

® Who have psychotic or bipolar disorders and
are not stabilized on medication

# Who have no stable living arrangements

B Who are not medically stable (as assessed by
a pretreatment physical examination) (2)

Cognitive—behavioral techniques
The cognitive~behavioral model assumes that
substance abusers are deficient in coping skills,
choose not to use those they have, or are
inhibited from doing so. It also assumes that
over the course of time, substance abusers
develop a particular set of effect expectancies
based on their observations of peers and
significant others abusing substances to try to
cope with difficult situations, as well as through
their own experiences of the positive effects of
substances.

B CBTis generally effective because it helps
clients recognize the situations in which they
are likely to use substances, find ways of
avoiding those situations, and cope more
effectively with the variety of situations,
feelings, and behaviors related to their
substance abuse. (2) To achieve these
therapeutic goals, CBT incorporates three
core elements:
¢ Functional analysis—This analysis attempts
to identify the antecedents and
consequences of substance abuse behavior,
which serve as triggering and maintaining
factors.

¢ Coping skills training— A major component
in CBT is the development of appropriate
coping skills.

¢ Relapse prevention—These approaches rely
heavily on functional analyses,

2

identification of high-risk relapse
situations, and coping skills training, but
also incorporate additional features. These
approaches attempt to deal directly with a
number of the cognitions involved in the
relapse process and focus on helping the
individual gain a more positive self-
efficacy.

@ Overall, behavioral, cognitive, and cognitive-
behavioral interventions are effective, can be
used with a wide range of substance abusers,
and can be conducted within the timeframe
of brief therapies. (1)

® A broad range of cognitions will be
evaluated in CBT, including attributions,
appraisals, self-efficacy expectancies, and
substance-related effect expectancies. (2)

Strategic/Interactional Therapies

Strategic/interactional therapies attempt to
identify the client’s strengths and actively create
personal and environmental situations in which
success can be achieved. The primary strength
of strategic/interactional approaches is that they
shift the focus from the client’s weaknesses to
his strengths.

The strategic/interactional model has been
widely used and successfully tested on persons
with serious and persistent mental illnesses. (1)
Although the research to date on these therapies
(using nonexperimental designs) has not
focused on substance abuse disorders, the use of
these therapies in treating substance abuse
disorders is growing.

The Consensus Panel believes that these
therapeutic approaches are potentially useful for
clients with substance abuse disorders and
should be introduced to offer new knowledge
and techniques for treatment providers to
consider. (2)

Using strategic/interactional
therapies

No matter which type of strategic/interactional
therapy is used, this approach can help to

3
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Define the situation that contributes to
substance abuse in terms meaningful to the
client (2)

& Identify steps needed to control or end
substance abuse (2)

8 Heal the family system so it can better
support change (2)

® Maintain behaviors that will help control
substance abuse (2)

& Respond to situations in which the client has
returned to substance use after a period of

abstinence (2)

Strategic/interactional approaches are most

useful in

® Learning how the client’s relationships deter
or contribute to substance abuse (2)

® Shifting power relationships (2)

® Addressing fears (2)

Most forms of strategic/interactional
therapies are brief by the definition used in this
TIP. Strategic/interactional therapies normally
require 6 to 10 sessions, with 6 being most
common.

Humanistic and
Existential Therapies

Humanistic and existential psychotherapies use
a wide range of approaches to the planning and
treatment of substance abuse disorders. They
are, however, united by an emphasis on
understanding human experience and a focus
on the client rather than the symptom.
Humanistic and existential approaches share a
belief that people have the capacity for self-
awareness and choice. However, the two
schools come to this belief through different
theories.

Humanistic and existential therapeutic
approaches may be particularly appropriate for
short-term substance abuse treatment because
they tend to facilitate therapeutic rapport,
increase self-awareness, focus on potential inner
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resources, and establish the client as the person
responsible for recovery. Thus, clients may be
more likely to see beyond the limitations of
short-term treatment and envision recovery as a
lifelong process of working to reach their full
potential. (2)

Using humanistic and
existential therapies
Many aspects of humanistic and existential
approaches (including empathy, encouragement
of affect, reflective listening, and acceptance of
the client’s subjective experience) can be useful
in any type of brief therapy. They help establish
rapport and provide grounds for meaningful
engagement with all aspects of the treatment
process. (2)

Humanistic and existential approaches can
be used at all stages of recovery in creating a
foundation of respect for clients and mutual
acceptance of the significance of their
experiences. (2) There are, however, some
therapeutic moments that lend themselves more
readily to one or more specific approaches.

& Client-centered therapy can be used
immediately to establish rapport and to
clarify issues throughout the session. (2)

® Existential therapy may be used most
effectively when a client has access to
emotional experiences or when obstacles
must be overcome to facilitate a client’s entry
into or continuation of recovery (e.g., to get
someone who insists on remaining helpless
to accept responsibility for her actions). (2)

® Narrative therapy can be used to help the
client conceptualize treatment as an
opportunity to assume authorship and begin
a “new chapter” in life. (2)

® Gestalt approaches can be used throughout
therapy to facilitate a genuine encounter with
the therapist and the client’s own
experience. (2)
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® Transpersonal therapy can enhance spiritual
development by focusing on the intangible
aspects of human experience and awareness
of unrealized spiritual capacity. (2)

Using a humanistic or existential therapy
framework, the therapist can offer episodic
treatment, with a treatment plan that focuses on
the client’s tasks and experiences between
sessions. (2)

For many clients, momentary circumstances
and other problems surrounding substance
abuse may seem more pressing than notions of
integration, spirituality, and existential growth,
which may be too remote from their immediate
situation to be effective. In such instances,
humanistic and existential approaches can help
clients focus on the fact that they do indeed
make decisions about substance abuse and are
responsible for their own recovery. (2)

Psychodynamic Therapies

Psychodynamic therapy focuses on unconscious
processes as they are manifested in the client’s
present behavior. The goals of psychodynamic
therapy are client self-awareness and
understanding of the past’s influence on present
behavior. In its brief form, a psychodynamic
approach enables the client to examine
unresolved conflicts and symptoms that arise
from past dysfunctional relationships and
manifest themselves in the need and /or desire
to abuse substances.

Several of the brief forms of psychodynamic
therapy are less appropriate for use with
persons with substance abuse disorders, partly
because their altered perceptions make it
difficult to achieve insight and problem
resolution. However, many psychodynamic
therapists use forms of brief psychodynamic
therapy with substance-abusing clients in
conjunction with traditional substance abuse
treatment programs or as the sole therapy for
clients with coexisting disorders. (2)

Although there is some disagreement in the
details, psychodynamic brief therapy is
generally thought more suitable for (2)

® Those who have coexisting psychopathology
with their substance abuse disorder

@ Those who do not need or who have
completed inpatient hospitalization or
detoxification

B Those whose recovery is stable

® Those who do not have organic brain
damage or other limitations to their mental

capacity

Integrating psychodynamic concepts
into substance abuse treatment

Most therapists agree that people with substance
abuse disorders comprise a special population,
one that often requires more than one approach
if treatment is to be successful. Therapists
whose orientations are not necessarily
psychodynamic may still find these techniques
and approaches useful, and therapists whose
approaches are psychodynamic may be more
effective if they conduct psychotherapy in a way
that complements the full range of services for
clients with substance abuse disorders. (2)

Family Therapy

For many individuals with substance abuse
disorders, interactions with their family of
origin, as well as their current family, set the
patterns and dynamics for their problems with
substances. Furthermore, family member
interactions with the substance abuser can either
perpetuate and aggravate the problem or
substantially assist in resolving it. Family
therapy is particularly appropriate when the
client exhibits signs that his substance abuse is
strongly influenced by family members’
behaviors or communications with them. (2)
Family involvement is often critical to

success in treating many substance abuse
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disorders—most obviously in cases where the
family is part of the problem. (2)
Family therapy can be used to

8 Focus on the expectation of change within
the family (which may involve multiple
adjustments)

@ Test new patterns of behavior

Teach how a family system works—how the
family supports symptoms and maintains
needed roles

@ Elicit the strengths of every family member

Explore the meaning of the substance abuse
disorder within the family

Appropriateness of brief
family therapy
Long-term family therapy is not usually
necessary for the treatment of substance abuse
disorders. While family therapy may be very
helpful in the initial stages of treatment, it is
often easier to continue to help an individual
work within the family system through
subsequent individual therapy. (2)

Short-term family therapy is an option that
could be used in the following circumstances (2):

® When resolving a specific problem in the
family and working toward a solution

When the therapeutic goals do not require in-
depth, multigenerational family history, but
rather a focus on present interactions

When the family as a whole can benefit from
teaching and communication to better
understand some aspect of the substance
abuse disorder

Definitions of “family”

Family therapy can involve a network that
extends beyond the immediate family, involves
only a few members of the family system, or
even deals with several families at once. (2) The
definition of “family” varies in different cultures
and situations and should be defined by the
client.
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Therapists can “create” a family by drawing
on the client’s network of significant contacts.
(2) A more important question than whether the
client is living with a family is, “Can the client’s
problem be seen as having a relational
(involving two or more people) component?”

Using brief family therapies

In order to promote change successfully within
a family system, the therapist will need the
family’s permission to enter the family space
and share their closely held confidences. The
therapy, however, will work best if it varies
according to the cultural background of the
family. (1)

Most family therapy is conducted on a short-
term basis. Sessions are typically 90 minutes to
2 hours in length. The preferred timeline for
family therapy is not more than 2 sessions per
week (except in residential settings), to allow
time to practice new behaviors and experience
change. Therapy may consist of as few as 6 or as
many as 10 sessions, depending on the purpose
and goals of the intervention.

Group Therapy

Group psychotherapy is one of the most
common modalities for treatment of substance
abuse disorders. Group therapy is defined as a
meeting of two or more people for a common
therapeutic purpose or to achieve a common
goal. It differs from family therapy in that the
therapist creates open- and closed-ended groups
of people previously unknown to each other.

Appropriateness of group therapy
Group psychotherapy can be extremely
beneficial to individuals with substance abuse
problems. (2) It gives them the opportunity to
see the progression of abuse and dependency in
themselves and others; it also provides an
opportunity to experience personal success and
the success of other group members in an
atmosphere of support and hope.
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Executive Summary and Recommendations

Use of psychodrama techniques

in a group setting

Psychodrama has long been effectively used
with substance-abusing clients in a group
setting. Psychodrama can be used with different
models of group therapy. It offers persons with
substance abuse disorders an opportunity to
better understand past and present
experiences—and how past experiences
influence their present lives. (2)

Using time-limited group therapy
The focus of time-limited therapeutic groups
varies a great deal according to the model
chosen by the therapist. Yet some
generalizations can be made about several
dimensions of the manner in which brief group
therapy is implemented.

Client preparation is particularly important
in any time-limited group experience. Clients
should be thoroughly assessed before their entry
into a group for therapy. (2) Group participants
should be given a thorough explanation of
group expectations.

The preferred timeline for time-limited
group therapy is not more than 2 sessions per
week (except in the residential settings), with as

“xvi

few as 6 sessions in all, or as many as 12,
depending on the purpose and goals of the
group.

Sessions are typically 1'% to 2 hours in length.
Residential programs usually have more
frequent sessions.

Group process therapy is most effective if
participants have had time to find their roles in a
group, to “act” these roles, and to learn from
them. The group needs time to define its
identity, develop cohesion, and become a safe
environment in which there is enough trust for
participants to reveal themselves. (2)

Conclusion

The brief interventions and therapies described
in this TIP are intended to introduce a range of
techniques to clinicians. Clinicians will find
different portions of this TIP more useful than
others depending on their theoretical
orientation, but all clinicians who work with
substance-abusing clients should find material
of value here. Brief interventions will be useful
for a wide variety of service providers; brief
therapies are intended for properly qualified,
educated, and licensed professionals.



O

1 Introduction to Briet
Interventions and Therapies

he use of brief intervention and brief

therapy techniques has become an

increasingly important part of the
continuum of care in the treatment of substance
abuse problems. With the health care system
changing to a managed model of care and with
changes in reimbursement policies for substance
abuse treatment, these short, problem-specific
approaches can be valuable in the treatment of
substance abuse problems. They provide the
opportunity for clinicians to increase positive
outcomes by using these modalities
independently as stand-alone interventions or
treatments and as additions to other forms of
substance abuse and mental health treatment.
They can be used in a variety of settings
including opportunistic settings (e.g., primary
care, home health care) and specialized
substance abuse treatment settings (inpatient
and outpatient).

Used for a variety of substance abuse
problems from at-risk use to dependence, brief
interventions can help clients reduce or stop
abuse, act as a first step in the treatment process
to determine if clients can stop or reduce on
their own, and act as a method to change
specific behaviors before or during treatment.
For example, there are some issues associated
with treatment compliance that benefit from a
brief, systematic, well-planned intervention such
as attending group sessions or doing homework.
In other instances, brief interventions address
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specific family problems with a client and/or
family members or deal with specific individual
problems such as personal finances and work
attendance. The basic goal for a client regardless
of setting is to reduce the risk of harm that may
result from continued use of substances. The
reduction of harm, in its broadest sense, pertains
to the clients themselves, their families, and the
community.

The brief therapies discussed in this TIP are
brief cognitive-behavioral therapy, brief
strategic and interactional therapies, brief
humanistic and existential therapies, brief
psychodynamic therapy, short-term family
therapy, and time-limited group therapy. The
choice to include these therapeutic modalities
was based on a combination of relevant research
and, in some instances where there is a smaller
research base, the clinical knowledge and
expertise of the Consensus Panel. All of these
approaches are currently being used in the
treatment of substance abuse disorders, and all
of them can contribute something to the array of
treatment techniques available to the eclectic
practitioner.

Brief interventions and brief therapies may
be thought of as elements on a continuum of
care, but they can be distinguished from each
other according to differences in outcome goals.
Interventions are generally aimed at motivating
a client to perform a particular action (e.g., to
enter treatment, change a behavior, think
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differently about a situation), whereas therapies
are used to address larger concerns (such as
altering personality, maintaining abstinence, or
addressing long-standing problems that
exacerbate substance abuse). This TIP presents
brief interventions as a way of improving client
motivation for treatment. The brief therapies
considered here are ways of changing client
attitudes and behaviors. Other differences that
help distinguish brief interventions from brief
therapies include

B Length of the sessions (from 5 minutes for an
intervention to more than six 1-hour therapy
sessions)

m Extensiveness of assessment (which will be
greater for therapies than for interventions)

B Setting (nontraditional treatment settings
such as a social service or primary care
setting, which will use interventions
exclusively, versus traditional substance
abuse treatment settings where therapy or
counseling will be used in addition to
interventions)

® Personnel delivering the treatment (brief
interventions can be administered by a wide
range of professionals, but therapy requires
training in specific therapeutic modalities)

® Materials and media used (certain materials
such as written booklets or computer
programs may be used in the delivery of
interventions but not therapies)

Although the theoretical bases for brief
therapy and brief intervention may be different,
this distinction is less obvious in practice. These
two approaches to substance abuse problems
and behavior change reflect a continuum rather
than a clear dichotomy. The distinction may be
further blurred as the change process associated
with the success of brief interventions is better
understood or refined and as theories are
developed to explain a brief intervention’s
mechanism of action. Already, some forms of

brief intervention overlap with therapy, such as

motivational enhancement therapy, which has a
clearly articulated theoretical rationale (for more
on this topic, see TIP 35, Enhancing Motivation for
Change in Substance Abuse Treatment, which was
conceived as a companion volume to this TIP
[Center for Substance Abuse Treatment (CSAT),
1999¢]).

For the purposes of this TIP, brief therapy
involves a series of steps taken to treat a
substance abuse problem, whereas brief
interventions are those practices that aim to
investigate a potential problem and motivate an
individual to begin to do something about his
substance abuse. Therapy involves movement
(or an attempt at movement) toward change.
Brief therapy concentrates particularly on
investigating a problem in order to develop a
solution in consultation with the client; brief
interventions generally involve a therapist
giving advice to the client.

The increasing emphasis on brief approaches
is partly attributable to recent changes in the
health care delivery system, in which clinicians
are urged to reduce costs while maintaining
treatment efficacy. Essentially, clinicians are
constrained by time and diminishing resources
yet are treating an increasing number of
individuals with substance abuse problems.

Fortunately, there is a body of literature on
brief approaches in the treatment of substance
abuse disorders. Brief interventions and brief
therapies have the appeal not only of being brief
but also of having research backing that
supports their use. Brief interventions have
been widely tested with both general clinical
and substance-abusing populations and have
shown great promise in changing client
behavior. Brief therapies, however, have been
unevenly researched. As indicated in the
discussion of each type, in addition to the
empirical results reported in scientific journals,
clinical and anecdotal evidence supports the
efficacy of brief therapies in the treatment of
substance abuse. The brevity and lower
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delivery costs of these brief approaches make
them ideal mechanisms for use in settings from
primary care to substance abuse treatment
where cost often plays as much of a role as
efficacy in determining what treatments clients
receive.

Brief interventions and brief therapies are
also well suited for clients who may not be
willing or able to expend the significant
personal and financial resources necessary to
complete more intensive, longer term
treatments. Although much research supports
the theory that longer time in treatment is
associated with better outcomes, research also
suggests that for some clients, there is no loss in
effectiveness when length and intensity of
treatment are reduced.

An Overview of Brief
Interventions

Q

Definitions of brief interventions vary. In the
recent literature, they have been referred to as

"o

“simple advice,” “minimal interventions,” “brief
counseling,” or “short-term counseling.” They
can be simple suggestions to reduce drinking
given by a professional (e.g., social worker,
nurse, alcohol and drug counselor, physician,
physician assistant) or a series of interventions
provided within a treatment program. As one
researcher notes,
Brief interventions for excessive drinking
should not be referred to as an homogenous
entity, but as a family of interventions varying
in length, structure, targets of intervention,
personnel responsible for their delivery, media
of communication and several other ways,
including their underpinning theory and
intervention philosophy (Heather, 1995, p.
287).

Brief interventions, therefore, can be viewed as a
set of principles regarding interventions which
are different from, but not in conflict with, the

principles underlying conventional treatment
(Heather, 1994).
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Brief interventions for alcohol problems, for
example, have employed various approaches to
change drinking behaviors. These approaches
have ranged from relatively unstructured
counseling and feedback to more formal
structured therapy and have relied heavily on
concepts and techniques from the behavioral
self-control training (BSCT) literature (Miller
and Hester, 1986b; Miller and Munoz, 1982;
Miller and Rollnick, 1991; Miller and Taylor,
1980) (see Chapter 4 for more information on
BSCT). Usually, brief treatment interventions
have flexible goals, allowing the individual to
choose moderation or abstinence. The typical
counseling goal is to motivate the client to
change her behavior and not to assign self-
blame. While much of the research to date has
centered on clients with alcohol-related
problems, similar approaches can be taken with
users of other substances.

Brief interventions are a useful component of
a full spectrum of treatment options; they are
particularly valuable when more extensive
treatments are unavailable or a client is resistant
to such treatment. Too few clinicians, however,
are educated and skilled in the use of brief
interventions and therapies to address the very
large group of midrange substance users who
have moderate and risky consumption patterns
(see Figure 1-1). Although this group may not
need or accept traditional substance abuse
treatment, these individuals are nonetheless
responsible for a disproportionate share of
substance-related morbidity, including lowered
workforce performance, motor vehicle accidents
and other injuries, marital discord, family
dysfunction, and medical illness (Wilk et al.,
1997). These hazardous substance users are
identified in employment assistance programs
(EAPs), programs for people cited for driving
while intoxicated (DWI), and urine testing
programs, as well as in physicians’ offices and
other health screening efforts (Miller, 1993).
Despite appeals from such distinguished bodies
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Figure 1-1

Substance Abuse Severity and Level of Care

Substance Abuse Severity

have many substance abuse problems.

None
Mild
Moderate
Substantial
Severe
Specialized Treatment
Brief

Intervention g -

Primary >
» P

Prevention

The triangle represents the population of the United States with the range of problems experienced by the
population shown along the upper side. A spectrum of responses to these substance abuse problems is
shown along the lower side (based on Skinner, 1988). In general, specialized treatment is indicated for
persons with substantial or severe problems, brief intervention is indicated for persons with mild or
moderate problems, and primary prevention is indicated for persons who have not had problems but who
are at risk of developing them. The dotted lines extending the arrows suggest that both primary prevention
and brief intervention may have effects beyond their principal target populations. The prevalence of
substance abuse problems in the population is represented by the area of the triangle occupied; most people

have no substance abuse problems, many people have a few substance abuse problems, and some people

Source: Adapted with permission from the Institute of Medicine, 1990.

as the National Academy of Sciences in the
United States and the National Academy of
Physicians and Surgeons in the United
Kingdom, widespread adoption of brief
interventions by medical practitioners or
treatment providers has not yet occurred
(Drummond, 1997; Institute of Medicine [IOM],
1990).

Brief interventions in traditional settings
usually involve a more in-depth assessment of
substance abuse patterns and related problems
1990). The characterizations of hazardous,
harmful, or dependent use as they relate to
alcohol consumption patterns (Edwards et al,,
1981) were used to distinguish the targets of
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brief intervention in a World Health
Organization (WHO) study (Babor and Grant,
1991). Hazardous drinking refers to a level of
alcohol consumption or pattern of drinking that,
should it persist, is likely to result in harm to the
drinker. Harmful drinking is defined as alcohol
use that has already resulted in adverse mental
or physical effects. Dependent use refers to
drinking that has resulted in physical,
psychological, or social consequences and has
been the focus of major diagnostic tools, such as
the Diagnostic and Statistical Manual, 4th Edition
(American Psychiatric Association {APA], 1994)
or the International Classification of Diseases, 9th
Revision (ICD-9) (ICD-9-CM, 1995).
Categorizing drinking patterns in this fashion
provides both clinicians and researchers with
flexible guidelines to identify individuals at risk
for alcohol problems who may not meet criteria
for alcohol dependence. Similar levels of use for
other substances are much more difficult to
define, since most of them are illicit and those
that are not have often not been widely studied
in relation to substance abuse.

Studies of brief interventions have been
conducted in a wide range of health care
settings, from hospitals and primary health care
locations {Babor and Grant, 1991; Chick et al.,
1985; Fleming et al., 1997; Wallace et al., 1988) to
mental health clinics (Harris and Miller, 1990).
(Refer to “Research Findings” in Chapter 2 for
more discussion of research on brief
interventions.) Individuals recruited from such
settings are likely to have had some contact with
a health care professional during the study
participation and therefore had alcohol-related
professional assistance available. Nonetheless,
many of these patients would not be identified
as having an alcohol problem by their health
care providers and would not ordinarily receive
any alcohol-specific intervention.

In general, brief interventions are conducted
in a variety of opportunistic and substance
abuse treatment settings, target different goals;
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may be delivered by treatment staff or other
professionals, and do not require extensive
training. Because of the short duration of brief
intervention strategies, they can be considered
for use with injured patients in the emergency
department who have substance abuse
problems. Useful distinctions between the goals
of brief interventions as applied in different
settings are listed in Figure 1-2.

Brief interventions in traditional settings
usually involve a more in-depth assessment of
substance use patterns and related problems
than interventions administered in
nontraditional settings and tend to examine
other aspects of participants’ attitudes, such as
readiness for or resistance to change. They can
be useful for addressing specific behavior
change issues in treatment settings. Because
they are timely, focused, and client centered,
brief interventions can quickly enhance the
overall working relationship with clients.
However, brief interventions should not be a
care substitute for clients who have a high level
of abuse.

Some of the assessments conducted for
research studies of brief interventions are very
extensive and may have been conducted during
prior treatment (e.g., in detoxification programs,
during treatment intake procedures). Most brief
interventions offer the client detailed feedback
about assessment findings, with an opportunity
for more input. The assessment typically
involves obtaining information regarding
frequency and quantity of substance abuse,
consequences of substance abuse, and related
health behaviors and conditions.

The intervention itself is structured and
focused on substance abuse. Its primary goals
are to raise awareness of problems and then to
recommend a specific change or activity (e.g.,
reduced consumption, accepting a referral, self-
monitoring of substance abuse). The participant
in a brief intervention is usually offered a menu
of options or strategies for accomplishing the

).
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Setting

Purpose

Opportunistic setting

Facilitate referrals for additional specialized treatment
(e.g., a nurse identifying substance-abusing clients
through screening and advising them to seek further
assessment or treatment)

Affect substance abuse directly by recommending a
reduction in hazardous or at-risk consumption patterns
(e.g., a primary care physician advising hazardous or at-
risk drinkers to cut down, National Alcohol Screening
Day) or establishing a plan for abstinence

Neutral environments (e.g., individuals

responding to media advertisements)

Assess substance abuse behavior and give supportive
advice about harm reduction (e.g., a public health
initiative to screen people in shopping malls and provide
feedback and advice)

Health care setting

Facilitate referrals for additional specialized treatment

Substance abuse treatment programs

Act as a temporary substitute for more extended
treatment for persons seeking assistance but waiting for
services to become available (e.g., an outpatient
treatment center that offers potential clients assessment
and feedback while they are on a waiting list)

Act as a motivational prelude to engagement and
participation in more intensive treatment (e.g., an
intervention to help a client commit to inpatient
treatment when the assessment deems it appropriate but
the client believes outpatient treatment is adequate)
Facilitate behavior change related to substance abuse or
associated problems

Source: Adapted from Bien et al., 1993.

target goal and encouraged to take
responsibility for selecting and working on
behavioral change in a way that is most
comfortable for him. Any followup visits will
provide an opportunity to monitor progress and
to encourage the client’s motivation and ability
to make positive changes. The person
delivering the brief intervention is usually
trained to be empathic, warm, and encouraging
rather than confrontational.

Brief interventions are typically conducted in
face-to-face sessions, with or without the
addition of written materials such as self-help
manuals, workbooks, or self-monitoring diaries.
A few have consisted primarily of mailed
materials, automated computer screening and
advice, or telephone contacts.

Some interventions are aimed at specific
health problems that are affected by substance
abuse, rather than substance abuse itself.



‘For example, an intervention may be conducted

Q

to help a client reduce her chances of contracting
human immunodeficiency syndrome (HIV) by
using clean needles; as a result, if the client only
has dirty needles, she might avoid using them in
order to reduce her risk of HIV and thus reduce
her use of heroin. By raising an individual’s
awareness of her substance abuse, a brief
intervention can act as a powerful catalyst for
changing a substance abuse pattern.

The distress clients feel about their substance
abuse behavior can act as an influence to
encourage change as they recognize the negative
consequences of that behavior to themselves or
others. Positive and negative external forces are
also influences. Life events, such as a major
illness or the death of significant others, career
change, marriage, and divorce, can contribute to
the desire to change. Brief interventions can
address these events and feelings that
accompany them with the underlying goal of
changing clients’ substance abuse behaviors.

An Overview of Brief
Therapies

In contrast to most simple advice or brief
interventions, brief therapies are usually
delivered to persons who are seeking—or
already in—treatment for a substance abuse
disorder. That is, the individual usually has
some recognition or awareness of the problem,
even if he has yet to accept it. The therapy itself
is often client driven; the client identifies the
problems, and the clinician uses the client’s
strengths to build solutions. The choice of a
brief therapy for a particular individual should
be based on a comprehensive assessment rather
than a cursory screening to identify potentially
hazardous drinking or substance-abusing
patterns (IOM, 1990). In some cases, brief

ERIC

Aruitoxt provided by Eic:

Introduction

therapy may also be used if resources for more
extensive therapy are not available or if
standard treatment is inaccessible or unavailable
(e.g., remote communities, rural areas). Brief
therapies often target a substance-abusing
population with more severe problems than
those for whom brief interventions are
sufficient. Brief therapies can be useful for
special populations if the therapist understands
that some client issues may be developmental or
physiological in nature (see TIP 26, Substance
Abuse Among Older Adults, and TIP 32, Treatment
of Adolescents With Substance Use Disorders
[CSAT, 1998b, 1999b]).

Although brief therapies are typically shorter
than traditional versions of therapy, these
therapies generally require at least six sessions
and are more intensive and longer than brief
interventions. Brief therapy, however, is not
simply a shorter version-of seme form of
psychotherapy. Rather, it is the focused
application of therapeutic techniques specifically
targeted to a symptom or behavior and oriented
toward a limited length of treatment.

In addition to the goals of brief interventions,
the goals of brief therapy in substance abuse
treatment is remediation of some specified |
psychological, social, or family dysfunction as it
pertains to substance abuse; it focuses primarily
on present concerns and stressors rather than on
historical antecedents. Brief therapy is
conducted by therapists who have been
specifically trained in one or more psychological
or psychosocial models of treatment. Therapist
training requires months or years and usually
results in a specialist degree or certification. In
practice, many therapists who have been trained
in specific theoretical models of change borrow
techniques from other models when working
with their clients. Although the models remain
distinct, therapists often become eclectic
practitioners.
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The Demand for Brief
Interventions and
Therapies

The impetus for shorter forms of interventions
and treatments for a range of substance abuse
problems comes from several sources:

® Historical developments in the field that
encourage a comprehensive, community-
based continuum of care—with treatment
and prevention components to serve clients
who have a wide range of substance abuse-
related problems

® A growing body of evidence that consistently
demonstrates the efficacy of brief
interventions

® An increasing demand for the most cost-
effective types of treatment, especially in this
era of health care inflation and cost
containment policies in the private and
public sectors

® Client interest in shorter term treatments

The increasing demand for treatment of
some sort—arising from the identification of
more at-risk consumers of substances through
EAPs, substance-testing programs, health
screening efforts, and drunk driving arrests—
coupled with decreased public funding and cost
containment policies of managed care leave only
two options: provide diluted treatment in
traditional models for a few or develop a system
in which different levels and types of
interventions are provided to clients based on
their identified needs and characteristics (Miller,
1993).

Expanding Treatment Options

The development of public substance abuse
treatment programs subsidized by Federal,
State, and local monies dates to the late 1960s
when public drunkenness was decriminalized
and detoxification centers were substituted for
drunk tanks in jails. At about the sameﬂ_time,

similar efforts were made to curtail heroin use in
major cities by establishing methadone
maintenance clinics and residential therapeutic
communities (IOM, 1990).

By the 1980s, direct Federal financial support
for treatment had slowed, and although some
States continued to grant subsidies, the most
rapid growth in the field switched to the
insurance-supported private sector and the
development of treatment programs targeted
primarily to heavy consumers of alcohol,
cocaine, and marijuana (Gerstein and Harwood,
1990). The standardized approach used in most
of these private, hospital-based programs
incorporated many aspects of the Minnesota
model pioneered in the late 1950s, with a strong
focus on the 12-Step philosophy developed in
Alcoholics Anonymous (AA), a fixed-length, 28-
day stay, and insistence on abstinence as the
major treatment goal (CSAT, 1995).

Initially, treatment programs in both the
public and private sectors tended to serve the
most seriously impaired populations; however,
providers gradually recognized the need for
treatment options for a wider range of clients
who had different types of substance abuse
disorders. Providers realized that not all clients
benefit from a single standardized treatment
approach. Rather, treatment should be tailored
to individual needs determined by in-depth
assessments of the client’s problems and
antecedents to her substance abuse disorder.
Providers were also aware that interventions
with less dysfunctional clients often had greater
success rates. In the interest of reducing drunk
driving, for example, educational efforts were
targeted at offenders charged with DWI as an
alternative to revoking their driving licenses. In
such programs, more attention was given to
outcomes and factors in the treatment setting
than to the client’s history; these seemed to
affect success rates whether or not treatment
was completed.
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As assessments became more
comprehensive, treatment also began to address
the effects of substance abuse patterns on
multiple systems, including physical and mental
health, social and personal functioning, legal
entanglements, and economic stability. In recent
years, this biopsychosocial approach to the
treatment of substance abuse disorders has
stimulated more cross-disciplinary cooperation.
It has also prompted more attempts to match
client needs to the most appropriate and
expeditious intensity of care and treatment
modality. Consideration is now given to
differences not only in the severity and types of
problems identified but also to the cultural or
environmental context in which the problems
are encountered, the types of substances abused,
and differences in gender, age, education, and
social stability. Determining a client’s
appropriateness for treatment is one of the 46
global criteria for competency of certified
alcohol and drug abuse counselors (Herdman,
1997). Indeed, client assessment and treatment
matching and referral has become a specialty
area in itself that avoids the hazards of random
treatment entry.

In order to test the efficacy of current
treatment-matching knowledge, the National
Institute on Alcohol Abuse and Alcoholism
(NIAAA) initiated Project MATCH (Matching
Alcoholism Treatment to Client Heterogeneity),
which assessed the benefits of matching alcohol-
dependent clients (using 10 client
characteristics) to three types of treatments: 12-
Step facilitation, cognitive-behavioral therapy,
and motivational enhancement therapy (Project
MATCH Research Group, 1997). Clients from
two parallel but independent clinical trials (one
in which clients were receiving outpatient
treatment, the other in which clients were
receiving aftercare therapy following inpatient
treatment) were assigned to receive one of the
three treatments. Although the results do not

Introduction

indicate a strong need to consider client
characteristics to match clients to treatment, the
findings do suggest that the severity of
coexisting psychiatric disorders should be
considered.

Another study, conducted by McLellan and
colleagues, identified specific problems of
clients in treatment (e.g., employment, family,
psychiatric problems), then matched the clients
to services designed to address the problems
(McLellan et al., 1993). These clients stayed in
treatment longer, were more likely to complete
treatment, and had better posttreatment
outcomes than unmatched clients in the same
treatment programs.

In this context, increasing emphasis has also
been given to integrating specialized approaches
to substance abuse treatment with the general
medical system and the services of other
community agencies. A 1990 IOM report called
for more community involvement in health care,
social services, workplace, educational, and
criminal justice systems (IOM, 1990). Because
the vast majority of persons who use substances
in moderation experience few or minor
problems, they are not likely to seek help in the
specialized treatment system. Instead, the
estimated 20 percent of the adult population
who drink or use heavily or in inappropriate
ways (Higgins-Biddle et al., 1997) are those most
likely to come to the attention of physicians,
social workers, family therapists, employers,
teachers, lawyers, and police. Because the
prevalence of harmful and risky substance use
far exceeds the capacity of available services to
treat it, briefer and less intensive interventions
seem warranted for a broad range of
individuals, including those who are unwilling
to accept referral for more formal and extensive
specialized care (Bien et al., 1993) and those
whose substance use is risky but not abusive
(Higgins-Biddle et al., 1997).
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Cost and Funding Factors

Studies of the cost-effectiveness of different
treatment approaches have been particularly
appealing to policymakers seeking to reduce
costs and better allocate scarce resources. In the
managed care environment, however, cost
containment has become a byword, and no
standard type of care or treatment protocol for
all clients is acceptable. In order to receive
reimbursement, substance abuse treatment
facilities must find the least intensive yet safe
modality of care that can be objectively proven
to be appropriate and effective for a client’s
needs. Now that more treatment is delivered in
ambulatory care facilities, the usual time in
treatment is being shortened, and the credibility
of recommended treatment approaches must be
increasingly documented through carefully
conducted research studies. In this context,
some of the most widely used substance abuse
treatment approaches, such as the Minnesota
model, halfway houses, and 12-Step programs,
have only recently been subjected to rigorous
tests of effectiveness in controlled clinical trials
(Barry, 1997; Holder et al., 1991; Landry, 1996).

In addition to the emphasis on cost
containment and careful client-treatment
matching, other researchers tout the potentially
enormous public health impact that could be
derived from conducting mass screenings in
existing health care and other community-based
systems to identify problem drinkers and then
delivering brief interventions aimed at reducing
excessive drinking patterns (Kahan et al., 1995).
If appropriately selected persons with less
severe substance abuse respond successfully to
brief interventions with a consequent long-term
reduction in substance abuse-related morbidity
and associated health care costs, time and
energy could be saved for treating those with
more severe substance abuse disorders in
specialized treatment facilities.

Barriers to Increasing the
Use of Brief Treatments

Many clinicians and other care providers in
community agencies retain the long-standing
notion that clients are generally resistant to
change, unmotivated, and in denial of problems
associated with their substance abuse disorders.
As a result, clinicians are hesitant to work with
this population. Some of these attitudes also
persist in the specialist treatment community
(Miller, 1993). Although this perspective is
shifting as clinicians better understand the many
aspects of client motivation, there is still a
tradition of waiting for a substance user to “hit
bottom” and ask for help before attempting to
treat him.

Other ideological obstacles present barriers
in earlier stages of substance abuse. The focus of
brief interventions on harm or risk reduction
and moderating consumption patterns as a first
and sometimes only goal is not always
acceptable to counselors who were trained to
insist on total and enduring abstinence.
Assumptions underlying brief interventions
aimed at harm reduction may seem to challenge
ideas that substance abuse disorders are a
chronic and progressive disease requiring
specialized treatment. However, if substance
abuse is placed on a continuum from abstinence
to severe abuse, any move toward moderation
and lowered risk is a step in the right direction
and not incongruous with a goal of abstinence
as the ultimate form of risk reduction (Marlatt et
al., 1993). Moreover, research indicates that
substance-abusing individuals who are
employed and generally functioning well in
society are unlikely to respond positively to
some forms of traditional treatment which may,
for example, tell them that they have a primary
disease of substance dependency and must
abstain from all psychoactive substances for life
(Miller, 1993).
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In addition to resisting a harm reduction
approach, treatment staffs in programs that
incorporate pharmacotherapies may be skeptical
of behavioral approaches to client change if they
believe addiction primarily stems from
disordered brain chemistry that should be
treated medically. There are many models of
pharmacotherapy that suggest that counseling
(often in a brief form) coupled with medication
provides the most well-rounded and
comprehensive treatment regime (McLellan et
al., 1993; Volpicelli et al., 1992).

Moreover, research reveals that a longer time
in treatment may contribute to a greater
likelihood of success (Lamb et al., 1998). Brief
interventions challenge this assumption by
acknowledging that spontaneous remission and
self-directed change in substance abuse
behaviors do occur. A new perspective might
reconcile these observations by recognizing that
limited treatment can be beneficial—especially
considering that at least half of all clients drop
out of specialized treatment before completion.

Probably the largest impediment to broader
application of briefer forms of treatment is the
already overwhelming responsibilities of
frontline treatment staff members who are
overworked and unfamiliar with the latest
treatment research findings (Schuster and
Silverman, 1993). Not only are these clinicians
reluctant to make clinical changes, but their
programs may also lack the financial and
personnel resources to adopt innovative
approaches. Treatment programs limit
themselves by such inability and unwillingness
to learn new techniques.

Evaluating Brief
Interventions and
Therapies

Quality improvement has become an important
consideration in the contemporary health care

Introduction

environment. Because of changes in the nature
and provision of health care delivery in the
United States, health care organizations have
been working to develop systematic quality
improvement programs to monitor provision of
care, client satisfaction, and costs. Brief
interventions can be an important part of a
treatment program’s quality improvement
initiative. These approaches can be used to
improve treatment outcomes in specific areas.
Not only can brief interventions improve client
compliance with specific aspects of treatment
and therapist morale by focusing on attainable
goals, but they can also demonstrate specific
clinical outcomes of importance to both
clinicians and managed care systems.

Importance of Evaluation

The Consensus Panel recommends that
programs use quality assurance improvement
projects to determine whether the use of a brief
intervention or therapy in specific treatment
situations is improving treatment. Examples of

outcome measures include

Aftercare followup rates

Aftercare compliance rates

Alumni participation rates

Discharge against medical advice rates

Counselors’ ratings of client involvement in
substance abuse following treatment
® The number of complaints related to the brief

intervention or therapy

Mechanisms To Use in Evaluation

The effects of adding brief approaches to
standard care should be evaluated as part of
continuous quality improvement program
testing. Some of these outcomes can be
measured by

® Client satisfaction surveys

& Followup phone calls

m Counselor-rating questions added to clinical
chart
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Programs should monitor client satisfaction
over time, and whenever possible counselors
should be involved in quality improvement
activities. Identifying trends over time can
indicate what improvements need to be made.
Implementation of substance abuse prevention
and brief intervention strategies in clinical
practice requires the development of
systematized protocols that can provide easier
service delivery. The need to implement
effective and unified strategies for a variety of

substance abusers who are at risk for more
serious health, social, and emotional problems is
high, both from a public health and a clinical
perspective. As the health care system
undergoes changes, programs should take the
opportunity to develop and advocate a
comprehensive system of substance abuse
interventions, combining the skills of clinicians
with the knowledge gained from the research

community.
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2 Brief Interventions in Substance
Abuse Treatment

rief interventions for substance abuse

problems have been used for many years

by alcohol and drug counselors, social
workers, psychologists, physicians, and nurses,
and by social service agencies, hospital
emergency departments, court-ordered
educational groups, and vocational
rehabilitation programs. Primary care providers
find many brief intervention techniques effective
in addressing the substance abuse issues of
clients who are unable or unwilling to access
specialty care. Examples of brief interventions
include asking clients to try nonuse to see if they
can stop on their own, encouraging
interventions directed toward attending a self-
help group (e.g., Alcoholics Anonymous [AA] or
Narcotics Anonymous [NA]), and engaging in
brief, structured, time-limited efforts to help
pregnant clients stop using.

Brief interventions are research-proven
procedures for working with individuals with
at-risk use and less severe abuse behaviors and
can be successful when transported into
specialist treatment settings and performed by
alcohol and drug counselors. As presented in
the literature, brief interventions to change
substance abuse behaviors can involve a variety
of approaches, ranging from unstructured
counseling and feedback to formal structured
therapy (Chick et al., 1985; Fleming et al., 1997;
Kristenson et al., 1983; Persson and Magnusson,
1989). Brief interventions, as defined and

discussed in this TIP are time limited,
structured, and directed toward a specific goal.
They follow a specific plan (and in some cases a
workbook) and have timelines for the adoption
of specific behaviors.

Several studies have attempted to identify
factors that result in differential responses to
brief intervention by varying client
characteristics or by conducting subgroup
analyses. Most studies of brief interventions to
date are limited by their lack of sufficient subject
assessments. Findings from the available
research suggest that client characteristics are
not good predictors of a person’s response to a
brief intervention and that brief interventions
may be applicable to individuals from a wide
range of cultures and backgrounds (Babor, 1994;
Babor and Grant, 1991).

This chapter provides theoretical and
practical information on brief interventions,
both in opportunistic settings and in the
substance abuse treatment setting. The stages-
of-change model is presented first because of its
usefulness in understanding the process of
behavioral change. Next, the goals of brief
intervention are described and applied to
various levels of substance use. FRAMES
elements critical to brief intervention are
detailed, and five essential steps are listed with
scripts to use in various settings. The brief
intervention workbook, a practical tool for use
during a briﬁf intervention, is explained.
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Essential clinician knowledge and skills for
conducting a successful brief intervention are
then described. Discussions of the use of brief
intervention in substance abuse programs and
nonspecialized settings follow. The final section
presents research findings on brief interventions
for both at-risk users and dependent users.

Stages-of-Change Model

The work of Prochaska and DiClemente and
their “stages-of-change” model help clinicians
tailor brief interventions to clients’ needs
(Prochaska and DiClemente, 1984, 1986).
Prochaska and DiClemente examined several
theories concerning how change occurs and
applied their findings to substance abuse
behavior modification. They devised a model
consisting of five stages of change that seemed
to best represent the process people go through
when thinking about, beginning, and trying to
maintain new behavior (see Figure 2-1). The
stages-of-change model is explained more fully
in TIP 35, Enhancing Motivation for Change in
Substance Abuse Treatment (CSAT, 1999c¢).

These stages have proven useful, for
example, in predicting those most likely to quit
smoking and in targeting specific kinds of
interventions to smokers in different stages
(DiClemente et al., 1991; Prochaska, 1999;
Prochaska and DiClemente, 1986; Velicer et al.,
1992). Stages of change are being examined in
brief interventions with hazardous and harmful
substance users as well, as a means of tailoring
interventions to the individual’s current stage of
change (Hodgson and Rollnick, 1992; Mudd et
al., 1995).

Clients need motivational support
appropriate to their stage of change. If the
clinician does not use strategies appropriate to
the stage the client is in, treatment resistance or

noncompliance could result. To consider
change, clients at the precontemplation stage
must have their awareness raised. To resolve
their ambivalence, clients in the contemplation
stage must be helped to choose positive change
over their current circumstances. Clients in the
preparation stage need help in identifying
potential change strategies and choosing the
most appropriate ones. Clients in the action
stage need help to carry out and comply with
the change strategies.

The clinician can use brief interventions to
motivate particular behavioral changes at each
stage of this process. For example, in the
contemplation stage, a brief intervention could
help the client weigh the costs and benefits of
change. In the preparation stage, a similar brief
intervention could address the costs and benefits
of various change strategies (e.g., self-change,
brief treatment, intensive treatment, self-help
group attendance). In the action stage, brief
interventions can help maintain motivation to
continue on the course of change by reinforcing
personal decisions made at earlier stages.

Understanding these stages helps the
clinician to be patient, to accept the client’s
current position, to avoid “getting too far
ahead” of the client and thereby provoking
resistance, and, most important, to apply the
correct counseling strategy for each stage of
readiness. Effective brief interventionists
quickly assess the client’s stage of readiness,
plan a corresponding strategy to assist her in
progressing to the next stage, and implement
that strategy without succumbing to distraction.
Indeed, clinician distraction can be a greater
obstacle to change in brief intervention than
time limitations. Regardless of the stage of
readiness, brief interventions can help initiate
change, continue it, accelerate it, and prevent the

client from regressing to previous behaviors.
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 The Stages:o

Example

Brief Interventions

Treatment Needs

Precontemplation. The
user is not considering
change, is aware of few
negative consequences,
and is unlikely to take
action soon.

A functional yet alcohol-dependent
individual who drinks himself into
a stupor every night but who goes
to work every day, performs his
job, has no substance abuse-related
legal problems, has no health
problems, and is still married.

This client needs information linking his
problems and potential problems with his
substance abuse. A brief intervention might
be to educate him about the negative
consequences of substance abuse. For
example, if he is depressed, he might be told
how his alcohol abuse may cause or
exacerbate the depression.

Contemplation. The user
is aware of some pros
and cons of substance
abuse but feels
ambivalent about
change. This user has
not yet decided to
commit to-change.

An individual who has received a
citation for driving while
intoxicated and vows that next time
she will not drive when drinking.
She is aware of the consequences
but makes no commitment to stop
drinking, just to not drive after
drinking.

This client should explore feelings of
ambivalence and the conflicts between her
substance abuse and personal values. The
brief intervention might seek to increase the
client’s awareness of the consequences of
continued abuse and the benefits of
decreasing or stopping use.

Preparation. This stage
begins once the user has
decided to change and
begins to plan steps
toward recovery.

An individual who decides to stop
abusing substances and plans to
attend counseling, AA, NA, or a
formal treatment program.

This client needs work on strengthening
commitment. A brief intervention might
give the client a list of options for treatment
(e.g., inpatient treatment, outpatient
treatment, 12-Step meetings) from which to
choose, then help the client plan how to go
about seeking the treatment that is best for
him.

Action. The user tries
new behaviors, but
these are not yet stable.
This stage involves the
first active steps toward
change.

An individual who goes to
counseling and attends meetings
but often thinks of using again or

may even relapse at times.

This client requires help executing an action
plan and may have to work on skills to
maintain sobriety. The clinician should
acknowledge the client’s feelings and
experiences as a normal part of recovery.
Brief interventions could be applied
throughout this stage to prevent relapse.

Maintenance. The user
establishes new
behaviors on a long-

An individual who attends
counseling regularly, is actively
involved in AA or NA, has a

This client needs help with relapse
prevention. A brief intervention could
reassure, evaluate present actions, and
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term basis. sponsor, may be taking disulfiram | redefine long-term sobriety maintenance
(Antabuse), has made new sober plans.
friends, and has found new
substance-free recreational
activities.
Source: Adapted from Prochaska and DiClemente, 1984. ” a
l_t C.x
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Goals of Brief
Intervention

The basic goal for a client in any substance
abuse treatment setting is to reduce the risk of
harm from continued use of substances. The
greatest degree of harm reduction would
obviously result from abstinence, however, the
specific goal for each individual client is
determined by his consumption pattern, the
consequences of his use, and the setting in
which the brief intervention is delivered.
Focusing on intermediate goals allows for more
immediate successes in the intervention and
treatment process, whatever the long-term goals
are. In specialized treatment, intermediate goals
might include quitting one substance,
decreasing frequency of use, attending the next
meeting, or doing the next homework
assignment. Immediate successes are important
to keep the client motivated.

Setting goals for clients is particularly useful
in centers that specialize in substance abuse
treatment. Performing brief interventions in this
setting requires the ability to simplify and
reduce a client’s treatment plan to smaller,
measurable outcomes, often expressed as
"objectives” in the Joint Commission on the
Accreditation of Healthcare Organizations’
(JCAHO) language of treatment planning. The
clinician must be aware of the many everyday

circumstances in which clients with substance
abuse disorders face ambivalence during the
course of treatment.

The key to a successful brief intervention is
to extract a single, measurable behavioral
change from the broad process of recovery that
will allow the client to experience a small,
incremental success. Clients who succeed at
making small changes generally return for more
successes.

The clinician should temporarily set aside the
final goal (e.g., accepting responsibility for one’s
own recovery) to focus on a single behavioral
objective. Once this objective is established, a
brief intervention can be used to reach it.
Objectives vary according to the client’s stage of
recovery and readiness to change, but brief
interventions can be useful at any stage of
recovery. Figure 2-2 presents several objectives
that might be addressed with a brief
intervention.

The following are suggested goals for brief
interventions according to the client’s level of
consumption.

Abstainer

Even though abstainers do not require
intervention, they can be educated about
substance use with the aim of preventing a
substance abuse disorder. Such prevention
education programs are particularly important
for youth.

Figure 2-2

Sample Objectives

Learning to schedule and prioritize time
Expanding a sober support system

Attending an AA or NA meeting

Staying in the "here and now”

Socializing with recovering people or learning to have fun without substance abuse
Beginning skills exploration or training if unemployed

Giving up resentments or choosing to forgive others and self
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Light or Moderate User

The goal of a brief intervention with someone
who is a light or moderate user is to educate her
about guidelines for low-risk use and potential
problems of increased use. Even light or
moderate use of some substances can result in
health problems or, in the case of illicit
substances, legal problems. These users may
also engage in binge drinking (i.e., five or more
drinks in a single occasion). Clients who drink
should be encouraged to stay within empirically
established guidelines for low-risk drinking (no
more than 14 drinks per week or 4 per occasion
for men and no more than 7 drinks per week or
3 per occasion for women [American Society of
Addiction Medicine (ASAM), 1994]).

Brief interventions can enhance users’ insight
into existing or possible consequences or draw
attention to the dangers associated with the
establishment of an abusive pattern of substance
use. For example, a woman who drinks
moderately and is pregnant or who is
contemplating a pregnancy can be advised to
abstain from alcohol in order to prevent fetal
alcohol syndrome. Brief interventions can also
educate clients about the nature and dangers of
substance abuse and possible warning signs of
dependency. Older adults who take certain
medications and use alcohol, even at this level,
may be at risk for problems due to the
interaction of medications and alcohol. See TIP
26, Substance Abuse Among Older Adults (CSAT,
1998b), for guidelines on alcohol use in older
adulthood.

At-Risk User

This group includes those whose use is above
recommended guidelines for alcohol use (as
described above) or whose use puts them at risk
for problems related to their consumption or at
risk for meeting the criteria for a substance
abuse disorder (e.g., people who may be able to
report the requisite number of symptoms of a

substance abuse disorder may not have three or
Q
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Brief Interventions

more symptoms within a 12-month period).
Brief interventions with this group address the
level of use, encourage moderation or
abstinence, and educate about the consequences
of risky behavior and the risks associated with
increased use. Brief interventions can help users
understand the biological and social

consequences of their substance use.

Abuser

These are clients with a substance abuse
disorder as defined by the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition
(DSM-IV) (American Psychiatric Association
[APA], 1994). The goal of intervention with this
population, depending on the clinician’s
theoretical perspective and the substances used,
is to prevent any increase in the use of
substances, to facilitate introspection about the
consequences of-risky behavior, to encourage
the client to consider assessment or treatment,
and to encourage moderation or abstinence.

There is mixed evidence on whether persons
who meet criteria for substance abuse can
successfully reduce their use to meet lower-risk
guidelines or if abstinence is the only reasonable
goal. (See “Research Findings” later in this
chapter for a discussion of this issue.) Both
research and clinical experience have produced
varying results regarding this issue. From a
clinical standpoint, however, some clients who
meet abuse criteria may not achieve abstinence
but might benefit from a positive,
nonjudgmental approach to change their
behavior over time. For example, after working
with a clinician to monitor problems associated
with the substance abuse, a client might agree
not to drive after using substances or might
consider quitting.

Goals of brief interventions with hazardous
drinkers who are not alcohol dependent have
been flexible, allowing the individual to choose
drinking in moderation or abstinence. In such
cases, the goal of the intervention is to motivate

46
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the problem drinker to change his behavior, not
to assign blame. Helping clients to recognize
the need for change is an essential step in this
process.

Substance-Dependent User

Intervention at this level of use may focus on
encouraging users to consider treatment, to
contemplate abstinence, or to return to
treatment after a relapse. The goal of
intervention for dependent users is to
recommend the optimal behavior change and
level of care. In reality, however, the clinician
may be able to negotiate a change the client is
willing to accept and work over time toward
abstinence. For example, if a client resists
committing to prolonged abstinence, the
provider could negotiate a limited period
ending with a “checkup,” at which time the
client might consider extending abstinence
further.

It should be noted that some substance-
dependent clients may be in a life-threatening
stage in their addiction or risk serious
consequences such as losing their jobs, going to
jail, or losing their families. For these clients,
brief interventions should be linked to a referral
strategy in which the goal is a therapeutic
alliance between the client and the referral
treatment team. Brief intervention in this
context is more like “case management,” in
which the primary care provider tracks the
client’s progress with other service providers

and determines if the client needs any additional

services.

ASAM Criteria

Under ASAM criteria (see Figure 2-3), brief
interventions are aimed at the nondependent
user, at level 0.5 or possibly level I. Individuals
at level Il may be appropriate for a brief
intervention if relapse potential and recovery
environment are major problems for those with
relatively minor physiological and psychological
substance problems and high motivation to
change. ASAM criteria have been extremely
useful for clinical management of persons with
substance abuse disorders who require more
care than is needed for at-risk drinkers. Brief
interventions, whether directed at reducing at-
risk use (often used in primary care settings) or
assisting in specific aspects of the treatment
process, can be helpful for clients at every
ASAM level and in many treatment settings.

Components of Brief
Interventions

There is tremendous diversity in the process of
recovery from a substance abuse disorder.
Clients make changes for different reasons, and
an intervention that works well for one client
may not work for another. Brief interventions
are components of the journey toward recovery
and can be integral steps in the process. For
some clients, assistance with the decision to

Figure 2-3

American Society of Addiction Medicine (ASAM) Patient Placement Criteria

® Level 0.5, early intervention
Level I, outpatient services

]
]
® Level IT], residential inpatient services
]

ASAM delineates the following levels of service:

ASAM has developed client placement criteria for the treatment of substance-related disorders (1996).

Level II, intensive outpatient/partial hospitalization services

Level IV, medically-managed intensive inpatient services
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make the change will be enough to motivate
them to start changing the behavior, whereas
others may need more intensive clinical
involvement throughout the change process.
Brief interventions can be tailored to different
populations, and many options are available to
augment interventions and treatments, such as
AA, NA, and medications. It should be noted,
however, that brief interventions are not a
substitute for specialized care for clients with a
high level of dependency. They can be used to
engage clients in specific aspects of treatment
programs, such as attending group and AA or
NA meetings. Brief interventions can also help
potential clients move toward seeking treatment
and can serve as a temporary measure for clients
on waiting lists for treatment programs. Even
clinicians who advocate abstinence as a goal can
use brief interventions as tools to help clients
reach that goal.

There are six elements critical to a brief
intervention to change substance abuse behavior
(Miller and Sanchez, 1994). The acronym
FRAMES was coined to summarize these active
ingredients, which are shown in Figure 2-4. The
FRAMES components have been combined in
different ways and tested in diverse settings and
cultural contexts.

A brief intervention consists of five basic
steps that incorporate FRAMES and remain
consistent reg'ardless of the number of sessions
or the length of the intervention:

Brief Interventions

1. Introducing the issue in the context of the
client’s health

Screening, evaluating, and assessing
Providing feedback

Talking about change and setting goals

9ol W

Summarizing and reaching closure

Providers may not have to use all five of
these components in every session. It is more
important to use the components that reflect the
needs of the client and her personal style.

Before eliminating steps in the brief intervention
process, however, there should be a well-
defined reason for doing so. Moreover, a vital
part of the intervention process is monitoring to
determine how the patient is progressing after
the initial intervention has been completed.
Monitoring allows the clinician and client to
determine gains and challenges and to redirect
the longer term plan when necessary.

Following are descriptions of the five basic
steps. Sample scenarios are provided where brief
interventions might be initiated, with practical
information about that particular step. For each
step, Figure 2-5 presents scripts for brief
interventions that clinicians can use in substance
abuse treatment units or other settings where
interventions might occur. (For examples
focused on at-risk drinkers, see TIP 24, A Guide to
Substance Abuse Services for Primary Care Clinicians
[CSAT, 1997]. For detailed descriptions of more
techniques, see TIP 35, Enhancing Motivation for
Change in Substance Abuse Treatment [CSAT,
1999c]).

Figure 2-4

FRAMES

Advice to change is given by the provider.

Empathic style is used in counseling.

Source: Miller and Sanchez, 1993.

Feedback is given to the individual about personal risk or impairment.
Responsibility for change is placed on the participant.

Menu of alternative self-help or treatment options is offered to the participant.

Self-efficacy or optimistic empowerment is engendered in the participant.
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Figure 2-5 .

Scripts for Brief Intervention

Script in the emergency department,

Script in the substance abuse

Evaluating, and

you’'ve given me, using a scale of ‘not

Component primary care office, or other setting treatment unit
where consultations will be
performed
Introducing “I'm from the substance abuse “Would it be OK with you if we
the Issue disorder unit. Your doctor asked me discuss some of the difficulties you've
to stop by to tell you about what we do | had in getting homework done for the
on that unit. Would you be willing to | group meetings and how we can work
talk to me briefly about it? Whatever together to help you take advantage of the
we talk about will remain treatment process?”
confidential.” Or, “This must be tough
for you. Would it be OK with you if
we take a few minutes to talk about
your drinking?”
Screening, “In reviewing the information “Given what you see as the additional

stress in your family and your desire to

give me a better idea of your drinking
style. Can you tell me how many days
a week you drink? How many drinks
a day?”

Assessing ready,” ‘unsure,” and ‘ready,” how make the treatment work for you this
prepared do you feel you are to stop time, on a scale of 1 to 10, how ready do
drinking?” you feel to find a way to put time into

Client says “unsure.” your homework?”
“One of the factors that might tie Client says, ”6.”
together your accident and your “I am pleased that you are willing to
problems with your wife is your consider trying this, even though it won't
drinking.” be easy. Let’s come up with some
“[ think it would be worth talking strategies that we can write down to help
more to some of the people at the you accomplish this goal.”
substance abuse disorder unit so that
your problems don’t get worse,” or, “1
think a 2-week trial when you don’t
drink alcohol at all would be helpful in
determining whether or not drinking
makes things worse and if stopping
use works for you. What do you
think?”
Providing “I'd like to get some confidential “I'd like to talk about what was going
Feedback information about your drinking to on when you decided not to do the

homework assignment. Can you tellme a
little about what you were thinking or
feeling at the time? Why do you think it
was difficult to get your homework done?
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Figﬁre 2-5 (Cdntiﬁued)

Scripts for Brief Intervention

“Have there been other parts of
treatment that have been hard to follow?”

“You've said that you completely
forgot to do the homework because of
arguments with your wife and daughter
and that this surprised you because you
had really intended to get it done. Is that
about right?”

Providing “Have you had any problems with
Feedback your health, family or personal life, or
(continued) work in the last 3 months? Were you
drinking in the 6 hours before your
accident took place?”
Talking “It looks as if you have been having
About about 30-35 drinks a week and have been
Change and | doing some binge drinking on weekends.
Setting Goals | You've said that your accident took place
after you’d had some alcohol, and you
said you've been under a lot of stress with
your family and at work. You also
indicated that you don't really think
alcohol is making things worse, but
you're willing to think about that. Is that
an accurate assessment of how you see
it?”
Summarizing “Even though you're not ready to stop
and Reaching | drinking at this time, I'm glad you agreed
Closure to write down the pros and cons of not
drinking. How about if we meet
tomorrow for a followup?”

“You just did a good piece of work. 1
think you made some progress. I'm glad
you're trying something new. How about
if we meet again in a week to see how

things went for you?”

Introducing the Issue

In this step, the clinician seeks to build rapport
with the client, define the purpose of the session,
gain permission from the client to proceed, and
help the client understand the reason for the
intervention.

Counseling tips: Help the client understand
the focus of the interview. State the target topic
clearly and stress confidentiality; be
nonjudgmental and avoid labels. Do not skip
this opening; without it, the success of the next
steps could be jeopardized.

Screening, Evaluating,

And Assessing

In general, this is a process of gaining
information on the targeted problem; it varies in

length from a single question to several hours of
assessment on the targeted topic of change. It
could involve a structured or nonstructured
interview or a combination of both, coupled
with questionnaires or standardized
instruments, with the extent of the process
determined largely by the setting, time, and
available resources. A sample screening
guideline for alcoholism is provided in Figure 2-6.
Additional information about and examples of
screening and assessment instruments can be
found in the following TIPS: TIP 9, Assessment
and Treatment of Patients With Coexisting Mental
Illness and Alcohol and Other Drug Abuse; TIP 10,
Assessment and Treatment of Cocaine-Abusing
Methadone-Maintained Patients; TIP 11, Simple
Screening Instruments for Outreach for Alcohol and

30
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Screening for Brief Interventions for Alcoholism

Screen
At each visit, ask about alcohol use

® How many drinks per week?
B Maximum drinks per occasion in past month?

Use CAGE questions to probe for alcohol problems

® Have you ever tried to Cut down on your drinking?

®m Do you get Annoyed when people talk about your drinking?

® Do you feel Guilty about your drinking?

B Have you ever had an Eye-opener? (i.e. a drink first thing in the morning)

Screen is positive if

m Consumption is greater than 14 drinks per week or greater than 4 drinks per occasion (men)
m Consumption is greater than 7 drinks per week or greater than 3 drinks per occasion (women)
® CAGE score is greater than 1

Then assess for

® Medical problems: blackouts, depression, hypertension, trauma, abdominal pain, liver dysfunction,
sexual problems, sleep disorders

m Laboratory: elevated gamma-glutamyl transpeptidase or other liver function tests; elevated mean
corpuscular volume; positive blood alcohol concentrations

B Behavioral problems: work, family, school, accidents

B Alcohol dependence: a score of 3 or higher on CAGE or one or more of the following: compulsion to

Source: ASAM, 1994; reprinted with permission.

drink, impaired control, withdrawal symptoms, increased tolerance, relief drinking

Other Drug Abuse and Infectious Diseases; TIP 24,
A Guide to Substance Abuse Services for Primary
Care Clinicians; and TIP 31, Screening and
Assessing Adolescents for Substance Use Disorders
(CSAT, 1994b, 1994c, 1994d, 1997, 1999a).

Counseling tips: Before you begin the brief
intervention, decide how much information you
have time to obtain and whether you want to
have the client answer any questionnaires.
Watch for defensiveness or other resistance, and
avoid pushing too hard.

Providing Feedback

This component highlights certain aspects of the
client’s behavior using information gathered

during screening. It involves an interactive
dialog for discussing the assessment findings; it
is not just clinician driven. Feedback should be
given in small amounts. First, the clinician gives
a specific piece of feedback, then asks for a
response from the client. Sometimes the
feedback is a brief, single sentence; at other
times it could last an hour or more. Figure 2-7
provides an example of giving feedback.

Counseling tips: Use active listening (see
“Active listening” later in this chapter). Be
aware of cultural, language, and literacy issues.
Be nonjudgmental.
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Client Feedback and Plan of A

Give specific feedback to the patient, then advise in a firm but empathic manner

If diagnosed as at risk:

Advise patient of risk
Advise abstinence or moderation
Set drinking goals

Z ®E & @

Schedule followup to discuss progress

PROGRESS

SUCCEEDS DOES NOT SUCCEED —

I A7

CONTINUE FOLLOWUP

O 8 & a

=]

If diagnosed as alcohol dependent:

Advise patient of objective evidence

Advise on plan of action

Assess acute risk of intoxication or withdrawal
Medical and psychiatric comorbidities

Agree on plan of action

Plan of Action

Involve family: refer for family treatment and
self-help (e.g., Al-Anon, etc.) (must have
patient permission and involvement)

Stress abstinence

Urge patient to attend self-help meetings (AA,
NA, Self-Management and Recovery Training
[SMART}L etc) .. .. _ .__
Consider referral to addiction medicine
specialist, and /or possible pharmacotherapy
with disulfiram (Antabuse) or naltrexone

(ReVia)

Source: ASAM, 1994; reprinted with permission.

Talking About Change
And Setting Goals

Talking about change involves talking about the
possibility of changing behavior. Itis used with
clients in all stages of change, but it differs
profoundly depending on the stage the client
has reached. For example, in precontemplation,
clients are helped to recognize and change their
view of consequences; in contemplation, they

are helped to resolve ambivalence about change.

In action, the focus is on planning, removing
barriers, and avoiding risky situations; in
maintenance, the emphasis is on establishing
new long-term behaviors. It is important that
the clinician assess the client’s readiness to
change if it is not already known. (See Figure
2-8 for examples of discussing change with a

client who is trying to stop using cocaine but
wants to continue to drink alcohol.)

In talking about change, the clinician often
suggests a course of action, then negotiates with
the client to determine exactly what he is willing
to do. Sometimes, talking about change is
premature (i.e., before the assessment and
feedback have happened). In that case, it should
be postponed until later in the intervention.

Counseling tips: Offer change options that
match client’s readiness for change. Be realistic:
Recommend the ideal change, but accept less if
the client is resistant.

Summarizing and
Reaching Closure

This step involves a summary of the discussion
and a review of the agreed-upon changes.
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Figure 2-8

Talking About Change at Different Stages

what you hear. What do you think?”

to try?”

you might go about making that happen?”

manner is useful.)

In this example, a client who has come to treatment to stop using cocaine has her alcohol use brought
to her attention. At each stage of readiness, the counselor might use a different strategy. Following are
some of the possible scripts that might be used:

® Precontemplation: “Some people find it helpful to ask others in a group if any of them tried to quit
cocaine but continued drinking. If you were to try that with your group, you might be surprised at

® Contemplation: “One thing you might try is writing a list of the pros and cons of stopping drinking,
as you see them. Just write down all the ideas that come to you, no matter how silly or offbeat they
seem. This may help you get a clearer picture of your situation. Is that something you’d be willing

W Action: “You've said you want to try quitting alcohol, as well as cocaine. Can we talk about how
® Maintenance: “Things have improved in a lot of ways for you. I'd like to meet with you each month

for a while to talk about what things work for you and what things don’t work as well.” (Because
relapse can occur at any point in the change process, addressing this issue in a proactive, positive

If no agreement was reached, review the

positive action the client took during the session.

At this point, it is important to schedule a
followup visit to talk about how the client is
progressing. The followup could be another
face-to-face meeting, a telephone call, or even a
voice mail message. The goals of closing on
good terms are to arrange another session, to
leave the client feeling successful, and to instill
confidence that will enable the client to follow
through on what was agreed upon

Counseling tips: Tailor your closure to the
client and the particular circumstance of this
brief intervention; interpret any client resistance
in a positive light leading to progress. Thus, if a
client has been unwilling to commit to changes,
thank her for her willingness to consider the
issues and express the hope that she will
continue to consider committing to changes.

33

Brief Intervention
Workbooks

Brief intervention protocols often involve using
a workbook that is based on the steps listed
below. A workbook provides the client and
clinician with opportunities to discuss the
client’s cues for using substances, reasons for
using substances, and reasons for cutting down
or quitting. It also usually provides a substance
abuse agreement in the form of a prescription
and substance abuse diary cards for self-
reporting. These techniques, which often target
reduction in substance abuse rather than
abstinence, are similar to homework techniques
used in substance abuse treatment programs. A
sample of a workbook used to address drinking
problems is provided in Appendix D. The steps




in the workbook follow a script and may focus
on the following:

® Identification of future goals for health,
activities, hobbies, relationships, and
financial stability

B Customized feedback on screening questions
relating to substance abuse patterns and
other health habits (also may include
smoking, nutrition, etc.)

® Discussion of where the client’s substance
abuse patterns fit into the population norms
for his age group

® Identification of the pros and cons of
substance abuse—this is particularly
important because the clinician must
understand the role of substance abuse in the
context of the client’s life (given the
opportunity to discuss the positive aspects of
her substance abuse, the client may talk
about her concerns honestly instead of
feeling she should say what she thinks the
clinician wants to hear; this builds a better
working relationship)

8 Consequences of continued substance use to
encourage the client to decrease or stop
abusing substances and avoid longer term
effects of continued substance abuse

B Reasons to cut down or quit using
(maintaining family, work, independence,
and physical health all may be important
motivators)

B Sensible use limits and strategies for cutting
down or quitting—useful strategies include
developing social opportunities that do not
involve abusing substances and becoming
reacquainted with hobbies and interests

B A substance abuse agreement—agreed-upon
use limits (or abstinence) signed by the client
and the clinician—can often be an effective
way to alter use patterns

®8 Coping with risky situations (e.g., socializing
with substance users, isolation, boredom,
and negative family interactions)

B8 Summary of the session

Brief Interventions

Essential Knowledge and
Skills for Brief
Interventions

Providing effective brief interventions requires
knowledge, skills, and abilities. Studies have
shown that applying the clinician’s skills listed
below produces good outcomes, including
getting clients to enter treatment, work harder in
treatment, stay longer in treatment, and have
better outcomes after treatment such as higher
participation in aftercare and better sobriety
rates (Brown and Miller, 1993; Miller et al.,
1993).

® Overall attitude of understanding and
acceptance

® Counseling skills such as active listening and
helping clients explore and resolve
ambivalence

B A focus on intermediate goals (see discussion
earlier in this chapter)

B Working knowledge of the stages-of-change
model (see discussion earlier in this chapter)

Attitude of Understanding
And Acceptance

Clinicians must assure their clients that they will
listen carefully and make every effort to
understand the client’s point of view during a
brief intervention. Brief interventions are by
definition time limited, which increases the
difficulty of adopting such an attitude.
However, when clients experience this
nonjudgmental, respectful interest and
understanding from the clinician, they feel safe
to openly discuss their ambivalence about
change—rather than resist pressure from the
clinician to change before they are ready to do
so. The sooner they address their ambivalence,
the sooner they progress toward lasting change
(see also TIP 35, Enhancing Motivation for Change
in Substance Abuse Treatment [CSAT, 1999c]).
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When clients feel they are being pushed
toward change—even if the clinician is not
pushing—they are likely to resist. Clients must
summon all of their attention and strength to
resolve their ambivalence, and resisting the
clinician may cause them to lose track and argue
against change. If the client and clinician begin
arguing or debating, the clinician should
immediately shift to a new strategy, otherwise
the brief intervention will fail. In other words,
resistance is a signal for the clinician to change
strategies and defuse the resistance.

Counseling Skills

Active listening

One of the most important skills for brief
interventionists is “active listening” (see Figure
2-9). Active listening is the ability to accurately
restate the content, feeling, and meaning of the
client’s statements. This is also called “reflective

"o

listening,” “reflecting,” or sometimes
“paraphrasing.” Active listening is one of the
most direct ways to rapidly form a therapeutic
alliance. When done well, it is a powerful
technique for understanding and facilitating
change in clients. Active listening goes beyond
nonverbal listening skills or responses such as,
“Hmmm,” “Uh-huh,” “I see,” “I hear you,” or “I
understand where you're coming from.” None
of these short statements demonstrates that the

clinician understands. Counselors should also

ask open-ended questions to which the client
must respond with a statement, rather than a
simple yes or no. Instead of summarizing a
situation and then asking, “Is this correct?” ask
the client, “What do you think? How do you
feel about the situation?” Open-ended
questions are invitations to share and provide a
means to probe for important information that
emerges in the interview.

Exploring and resolving ambivalence
Another important skill is the ability to help
clients explore and resolve ambivalence.
Ambivalence is the hallmark of a person in the
contemplation stage of readiness. Itis one of the
most prevalent clinical challenges encountered
in brief interventions. Whether it takes 1 minute
or 40 minutes, the goal is to help clients become
more aware of their position and the discomfort
that accompanies their ambivalence. Increasing
awareness of this discomfort within an
understanding and supporting relationship can
inspire the client to progress to a stage of
preparation or action. For example, a client
might be willing to go to counseling but not an
AA meeting; in that case, the clinician should
work with the client’s motivation and focus on
the positive step the client is willing to make.
One way to help a client recognize his
ambivalence is to ask him to identify the benefits
and costs of the targeted behavior (e.g., using
alcohol) and the benefits and costs of changing

Figure 2-9

Steps in Active Listening

1. Listen to what the client says.

2. Form a reflective statement. To reflect your understanding, repeat in your own words what the client
said.

3. Test the accuracy of your reflective statement. Watch, listen, and/or ask the client to verify the accuracy
of the content, feeling, and /or meaning of the statement.

Skilled active listeners perform these three steps automatically, naturally, smoothly, and quickly. Active
listening saves time by reducing or preventing resistance, focusing the client, focusing the clinician,
encouraging self-disclosure, and helping the client remember what was said during the intervention.
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the behavior. The clinician listens and
summarizes these benefits and costs, then asks
the client if any of them is more important than
the others. This helps identify values that are
important to the client and can therefore
increase or decrease the chance of changing.
Clinicians might also ask if any of the pros and
cons is more or less accurate than others. This
provides an opportunity for irrational thoughts
to be refuted, which can help remove barriers to
change (see example in the text box below).

Another approach to raising awareness of
ambivalence is to explore the client’s experience
of feeling caught between opposing desires. For
more specific techniques for resolving
ambivalence, see TIP 35, Enhancing Motivation for
Change in Substance Abuse Treatment (CSAT,
1999c).

Brief Interventions in

Substance Abuse
Treatment Programs

Substance abuse treatment programs frequently
use brief interventions, although they might not
be called by that name. Brief interventions can
be effectively integrated into more
comprehensive treatment plans for clients with
substance abuse disorders. These approaches
can be particularly useful in treatment settings
when they are used to address specific targeted
client behaviors and issues in the treatment
process that can be difficult to change using
standard treatment approaches. Brief

Brief Interventions

interventions can be used with clients before,
during, and after substance abuse treatment.

To integrate the use of brief interventions
into specialized treatment, counselors and
providers should be trained to provide this
service. The Consensus Panel recommends that
agencies consider allocating counselor training
time and resources to these modalities. The
Panel anticipates that brief interventions will
help agencies meet the increasing demands of
the managed care industry and fill the gaps that
have been left in client care. It is also extremely
important for substance abuse treatment
personnel to collaborate with primary care
providers, employee assistance program (EAP)
personnel, wellness clinic staff, and other
community-based service providers in
developing plans that include both brief
interventions and more intensive care to help
keep the client focused on treatment and
recovery. The following is a list of the potential
benefits of using brief interventions in substance
abuse treatment settings:

® Reduce no-show rates for the start of
treatment

m Reduce dropout rates after the first session of
treatment

® Increase treatment engagement after intake
assessment

B Increase compliance for doing homework

®m Increase group participation

B Address noncompliance with treatment rules
(e.g., smoking in undesignated places,

unauthorized visits, or phone calls)

Removing a Barrier to Change

Your client, Mary, is hospitalized because of an alcohol-related injury. You conduct a brief intervention
in the hospital. During the session, she says that one of the good things about her drinking is that she
“always had fun when she was drinking.” In that case, you can ask her what her perspective is on the
situation and whether she sees a connection between her drinking and her current behavior. This could
lead to her challenging one of her reasons for drinking. By systematically exploring the reasons for and
against drinking, you can help her tip the scale in favor of change.
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8 Reduce aggression and violence (e.g., verbal
hostility toward staff and other clients)
Reduce isolation from other clients

Reduce no-show rates for continuing care
Increase mutual-help group attendance

Obtain a sponsor, if involved with a 12-Step

program

B Increase compliance with psychotropic
medication therapies

8 Increase compliance with outpatient mental
health referrals

8 Serve as interim intervention for clients on

treatment program waiting lists

Brief Interventions
Outside Substance Abuse
Treatment Settings

Brief interventions are commonly administered
in nonsubstance abuse treatment settings, often
referred to as opportunistic settings, where
clients are not seeking help for a substance
abuse disorder but have come to receive medical
treatment, to meet with an EAP counselor, or to
respond to a court summons (see Figure 2-10 for
a list of health care and other professionals who
often conduct brief substance use interventions).
These settings and many others provide a
multitude of opportunities to help people
change their substance abuse patterns. It is
unrealistic and unnecessary for providers in
opportunistic settings to avoid working with
people with a range of substance abuse

problems including substance abuse disorders
and merely to refer them for specialty care
(Miller et al., 1994). Many clients do not use
alcohol, for example, at a level that requires
specialized treatment. Others who use at
moderate or severe levels may be unwilling or
unable to participate in specialized, mainstream
substance abuse treatment programs. Moreover,
some individuals may attach a stigma to
attending treatment versus general health care
services. Older adults and women often do not
seek or engage in treatment because of stigma.
An individual’s level of substance use is
detected through screening instruments,
medical tests (e.g., urine testing), observation, or
simply asking about consumption patterns.
Those considered to have risky or excessive
patterns of substance abuse or related problems
can receive a brief intervention that rarely
requires more than several sessions, each lasting
only 5 minutes to 1 hour (average = 15 minutes).
The goal of a brief intervention is to raise the
recipient’s awareness of the association between
the expressed problem and substance abuse and
to recommend change, either by natural, client-
directed means or by seeking additional
substance abuse treatment. Because the
recipient usually does not expect to have a
substance abuse problem identified, he may or
may not be motivated to apply any
recommendations. The brief intervention is
highly structured and focuses on delivering a
message about the individual’s substance abuse

Figure 2-10

Professionals Outside of Substance Abuse Treatment Who Can

Administer Brief Interventions

8 Primary care physicians 8 Lawyers
B Substance abuse treatment providers B Mental health workers
® Emergency department staff members ® Teachers
8 Nurses ® EAP counselors
® Social workers m Crisis hotline workers, student counselors
B Health educators ® Clergy
Q
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and advice to reduce or stop it. If the initial
intervention does not result in substantial
improvement, the professional may refer the
individual for additional specialized substance
abuse treatment.

Treatment providers who work in settings
other than substance abuse treatment must be
flexible when assessing, planning, and carrying
out brief interventions. For example, they will
likely encounter more risky drinkers than
alcohol-dependent individuals (in the United
States there are four times as many risky
drinkers as dependent drinkers [Mangione et al.,
1999]). Some research indicates that the
potential for brief interventions to reduce the
harm, problems, and costs associated with
moderate to heavy alcohol use by risky drinkers
significantly surpasses the effectiveness from
applications of brief interventions on substance-
dependent individuals (Higgins-Biddle et al.,
1997). Other research on brief interventions, as
presented below, highlights some of the more
rigorous studies with positive outcomes. The
costs of alcohol abuse to society, as interpreted
by health care costs, lost productivity, and
criminal activity, are enormous, and brief
interventions are a cost-effective technique to
address such abuse. Typically these brief
interventions act as an early intervention before
or close to the development of alcohol-related
problems and primarily entail instructional and
motivational components addressing drinking
behavior. In substance abuse treatment, brief
interventions are used to assist in the treatment
engagement process and to deal with specific
individual, family, or treatment-related issues.

When delivering a brief intervention in any
treatment setting, the provider should be
mindful of room conditions and interruptions
because client confidentiality is of utmost
importance. Federal law requires that chart
notes or other records on substance abuse be
kept apart from the rest of the client’s main

Brief Interventions

chart. For example, if a medical client in a
primary care clinic is also seen by an alcohol and
drug counselor for treatment of a substance
abuse disorder, those medical records are
strictly protected by Federal law and may not be
put in the client’s chart. (For more information
on these Federal laws, see TIP 24, A Guide to
Substance Abuse Services for Primary Care
Clinicians [CSAT, 1997].)

Heather makes an important distinction
between brief interventions that are delivered in
opportunistic settings where patients are not
directly seeking help for a substance abuse
disorder and those conducted in treatment
environments where patients are seeking the
help of specialists (Heather, 1995). Brief
interventions conducted in opportunistic
settings tend to be shorter, rely less on theory
and more on an existing clinician—client
relationship, and are less expensive because they
are offered as part of an existing service.

Conducting Brief Interventions
With Older Adults

Older adults present unique challenges in
applying brief intervention strategies for
reducing alcohol consumption. The level of
drinking necessary to be considered risky
behavior is lower than for younger individuals
(Chermack et al., 1996). Intervention strategies
should be nonconfrontational and supportive
due to increased shame and guilt experienced
by many older problem drinkers. As a result,
older adult problem drinkers find it particularly
difficult to identify their own risky drinking. In
addition, chronic medical conditions may make
it more difficult for clinicians to recognize the:
role of alcohol in decreased functioning and
quality of life. These issues present barriers to
conducting effective brief interventions for this
vulnerable population. For more on this topic,
refer to TIP 26, Substance Abuse Among Older
Adults (CSAT, 1998b).
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Research Findings

Brief interventions for substance abuse have
been implemented since the 1960s. The
literature in this area includes theoretical
articles, clinical case studies and
recommendations, quasi-experimental studies,
and randomized controlled experimental
research trials. Many of the brief intervention
clinical trials have been conducted in the United
States and Europe since the early 1980s, and
most have focused on alcohol use. There is
some experimental research on brief
interventions for drug use but very little has
been published to date. This is an area of
ongoing and future work.

Reviews of Brief
Intervention Studies

A 1995 review article (Kahan et al., 1995) sorted
through 43 relevant articles found in MEDLINE
published from 1966 to 1985 and 112 in
EMBASE published from 1972 to 1994. Another,
more recent review (Wilk et al., 1997) culled
nearly 6,000 articles from MEDLINE and
PsychLIT searches from 1966 to 1995 to find 99
that met criteria for closer inspection. A total of
11 of the articles found by Kahan and colleagues
and 12 of those reviewed by Wilk and associates
had control groups, adequate sample sizes, and
specified criteria for brief interventions.

The most recent reviews of brief intervention
studies concluded that brief interventions have
merit, especially for carefully selected clients
and can be applied successfully in several
settings for different purposes (Bien et al., 1993;
Kahan et al., 1995; Mattick and Jarvis, 1994; Wilk
et al., 1997). The review by Bien and colleagues
was one of the first to categorize brief
interventions and evaluate their effectiveness
according to the stated goals and settings in
which they were conducted. After examining 12
controlled studies of strategies to improve
clients’ acceptance of referrals for additional

d

specialist treatment or return to the clinic for
additional treatment following an initial visit,
Bien and colleagues concluded that relatively
simple strategies and specific aspects of
counselors’ styles can increase rates of
followthrough on referrals as well as improve
initial engagement and participation in
treatment (Bien et al., 1993). Only one
unsuccessful trial of referral procedures is
described, and the failure is attributed to the fact
that all subjects had previously failed to respond
to brief advice about getting into treatment for
alcoholism.

Bien and colleagues also examined 11 well-
conducted trials of brief interventions for
excessive drinkers identified in health care
settings (including the large-scale, 10-nation
World Health Organization [WHO] study) (Bien
et al.,, 1993). They found that eight of the studies
showed significant reductions in alcohol
consumption levels and /or associated problems
for the subjects receiving brief, drinking-focused
interventions in comparison with those
receiving no counseling. Three other studies
found no significant differences between
experimental and control groups at followup,
although drinking levels and other problem
measures were reduced in both groups. Bien
and colleagues concluded that it is better for
health care providers in opportunistic settings
such as primary care to intervene in a
nonjudgmental motivational format than it is to
provide no intervention to patients who did not
expect to have their drinking patterns evaluated.

In addition, these authors also reviewed 13
randomized clinical trials comparing brief
interventions to a range of more extensive
therapies in specialized alcohol treatment
settings and found that shorter counseling was,
with remarkable consistency, comparable in
impact to more traditional approaches in
yielding specified outcomes (Bien et al., 1993).
Only two studies reported an advantage of more
extensive treatment over brief interventions on

J



some outcome measures. They concluded that
no evidence supports the inferiority of brief
interventions in comparison with more
extensive treatment offered by treatment
specialists to patients who are seeking help for
their alcohol-related problems. Heather argues,
however, that the findings do not support the
statement that the effectiveness of brief
interventions is equal to that of other studied
treatments for alcohol abuse (Heather, 1995).

Finally, Bien and colleagues concluded from
an analysis of three other studies that brief
interventions enhanced the motivation of
treatment-seeking problem drinkers to enter and
remain in outpatient or residential alcohol
treatment compared with clients not receiving
such attention (Bien et al., 1993).

Although other reviewers of brief
interventions have reported more qualified
reactions, all seem to agree that strong research
evidence supports the use of brief interventions
for heavy or excessive, nondependent drinkers,
particularly those identified in general medical
practice settings (Heather, 1995; Kahan et al,,
1995; Mattick and Jarvis, 1994; Wilk et al., 1997).
Wilk and colleagues examined evidence from 12
controlled clinical trials that randomized nearly
4,000 heavy drinkers to brief intervention or no
intervention (Wilk et al., 1997). They concluded
that heavy drinkers who received interventions
in a primary care setting were almost twice as
likely to moderate drinking than those who did
not receive an intervention. The National
Institute on Alcohol Abuse and Alcoholism
(NIAAA) has also presented data on the efficacy
and uses of brief interventions for dependent
drinkers (NIAAA, 1999).

This TIP reviews the most methodologically
sound brief intervention studies and discusses
methodological limitations of previous and
current research in this area. The research is
presented in two sections: (1) brief interventions
for at-risk and problem use and (2) brief
interventions for substance abuse.

Brief Interventions

Brief Interventions for At-Risk
And Problem Use

A study conducted in 1983 focused on males in
Malmo, Sweden, in the late 1970s {Kristenson et
al., 1983). The subjects, advised to reduce their
alcohol use in a series of health education visits,
subsequently demonstrated significant
reductions in gamma-glutamy! transferase
levels and health care utilization up to 5 years
after the brief interventions. The Medical
Research Council (MRC) trial, conducted in 47
general practitioners’ offices in Great Britain
(Wallace et al., 1988), found significant
reductions in alcohol use by the intervention
group compared to the control group 12 months
following the intervention.

Anderson and Scott identified men and
women from eight general practices in England
who consumed more than 15 standard drinks
(for men) or 9 standard drinks (for women) of
alcohol per week (Anderson and Scott, 1992).
These individuals were randomly assigned to
receive either no intervention or feedback about
the findings from the screening and 10 minutes
of advice from the physician to reduce their
consumption levels, accompanied by a
pamphlet of self-help information. After 1 year,
the males in the advice group had significantly
reduced their mean weekly alcohol
consumption by 2.8 ounces more than those
who received no intervention. The females in
both groups, however, showed significant
reductions in alcohol consumption at the same
followup point, with no between-group
differences.

In a widely publicized evaluation of brief
interventions conducted in health care settings
in 10 nations sponsored by WHO, the
investigators identified 1,490 nonalcoholic heavy
drinkers from eight core sites through a 20-
minute health interview (Babor and Grant, 1991;
Babor et al., 1994). These participants were
randomly assigned to one of four groups: (1) no
further intervention, (2) 5 minutes of simple

0.0

31



Chapter 2

advice about the importance of sensible
drinking or abstinence, (3) simple advice plus 15
minutes of brief counseling and a self-help
manual that encouraged the development of a
habit-breaking-plan, or (4) at five of the sites,
extended supportive counseling delivered in
three extra sessions following the initial advice
and 15-minute session. After 9 months, males
who received any intervention, including the 5
minutes of advice, reported approximately 25
percent less daily alcohol consumption—a
greater change than was observed in the no-
intervention control group. Significantly, the
men who showed the greatest response to
simple advice had more severe alcohol problems
and higher consumption patterns.

Another interesting finding from the WHO
study was that female participants in all groups
had reduced their drinking at 9 months,
regardless of whether they received any
intervention. One explanation may be that the
female participants were only recruited from
two relatively affluent countries—Australia and
the United States—thus, the results cannot be
generalized to all women (Sanchez-Craig, 1994).
Furthermore, the 20-minute comprehensive
assessment was sufficiently intensive that some
women may have responded to implicit
messages of cutting down on consumption
without further overt advice, especially
considering that only 10 minutes of simple
advice or 15 minutes of counseling were
additionally provided (Kristenson and
Osterling, 1994).

One successful study demonstrated the
efficacy of a brief alcohol intervention in a
community-based primary care setting (Fleming
et al., 1997). Project TrEAT (Trial for Early
Alcohol Treatment) identified 723 men and
women as problem drinkers from 17,695
patients who were screened in 17 community-
based primary care practices. The outcomes
studied were reductions in alcohol consumption
and health resource utilization. In comparison

with a no-intervention control group, the
patients who received two 10- to 15-minute
sessions of scripted advice (using a workbook
that focused on advice, education, and
contracting information) showed significantly
greater reductions in alcohol consumption at a
12-month followup based on drinking levels
during the previous week, episodes of binge
drinking over the past month, and frequency of
excessive drinking in the previous 7 days.
Males in the study also had significantly fewer
days of hospitalization than counterparts in the
control group. Females in the experimental
groups reduced their consumption significantly
more than males in the experimental group.
This research group (Fleming et al., 1999) also
conducted a similar trial with primary care
patients over 65 and found significant
differences in drinking after 12 months for the
experimental group compared to the control
group.

Miller and colleagues have developed a
special form of a brief intervention known as the
Drinker’s Check-Up (Miller and Sovereign,
1989), designed to evaluate whether alcohol is
harming an individual in any way. In the 1989
study, participants were recruited through
media advertisements and were asked to come
into a neutral setting for the assessment. As
reported by Bien and colleagues, several trials of
this approach have demonstrated encouraging
results from providing systematic feedback
about assessment results and some self-help
options (Bien et al., 1993). Compared with a no-
intervention group of respondents who had to
wait 6 weeks for assessment, the recipients of
immediate feedback and brief, empathic
assistance showed prompt and persistent
reductions (of 29 to 57 percent) in consumption
patterns. More empathic counseling, an
important component of brief interventions (see
discussion on FRAMES earlier in this chapter), is
also associated with larger reductions than the



use of the more traditional confrontational styles
(Miller et al., 1993). .

While the types of brief interventions vary,
the basic design of most studies is a randomized
controlled trial that assigns clients with
hazardous drinking patterns either to a brief
intervention (ranging from one to ten sessions)
or to one or more control conditions (Anderson
and Scott, 1992; Babor, 1992; Babor and Grant,
1991; Chick et al., 1985; Fleming et al., 1997;
Harris and Miller, 1990; Heather et al., 1987;
Kristenson et al., 1983; Persson and Magnusson,
1989; Wallace et al., 1988). Overall, the majority
of brief alcohol intervention studies have found
significantly greater improvements in drinking
outcomes for the experimental group compared
to the control group; however, most also found
significant changes in drinking over time for
both the control and brief intervention
conditions. Meta-analyses found an effect size
of 20 to 30 percent in studies conducted in
health care settings (Bien et al., 1993; Kahan,
1985). Trials conducted since 1995 have
garnered similar effect sizes with one trial
finding a greater effect size for women (35
percent) (Fleming et al., 1997). Women were not
always included in earlier trials, but later trials
that did include women found that they were
more likely than men to decrease their drinking
based on brief targeted advice.

Because of the success of brief alcohol
interventions with adults in opportunistic
settings, new trials with special populations
(e.g., older adults, injured patients in emergency
departments, pregnant women) are now being
proposed and conducted. In addition, new
technologies are being studied, including
computerized real-time tailored booklets for at-
risk drinkers, and the use of Interactive Voice
Recognition (IVR) for interventions and
followup. These and other technologies, if
efficacious and effective, will provide clinicians

with new tools to assist them in working with a
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difficult and important clinical and public health

issue,

Brief Interventions for
Dependent Use

Most studies of brief interventions for alcohol
use that had the goal of changing drinking
behavior have included only subjects who did
not meet criteria for alcohol dependence and
explicitly excluded dependent drinkers with
significant withdrawal symptoms. The rationale
for this practice was that alcohol-dependent
individuals or those affected most severely by
alcohol should be referred to formal specialized
alcoholism treatment programs because their
conditions are not likely to be affected by low
intensity interventions (Babor et al, 1986;
Institute of Medicine [IOM], 1990). However,
there have been positive trials that address this
issue specifically.

NIAAA reviewed the studies focused on
alcohol-dependent drinkers (NIAAA, 1999).
Some of these studies focused on the
effectiveness of motivating alcohol-dependent
patients to enter specialized alcohol treatment.
As long ago as 1962, a nonrandomized study
was conducted of alcohol-dependent patients,
identified in the emergency department
(Chafetz et al., 1962). Of those receiving brief
counseling, 65 percent followed through in
keeping a subsequent appointment in a
specialized alcohol treatment setting. Only 5
percent in the control group followed through
with an appointment.

Brief interventions have also been compared
to more intensive and extensive treatment
approaches used in traditional treatment
settings with positive results (Edwards et al.,
1977; Project MATCH Research Group, 1997,
1998). In a small study, the effectiveness of a
one-session brief advice protocol plus monthly
followup telephone calls, focused on the
patient’s personal responsibility to stop
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drinking, was compared to standard alcohol
treatment for 100 men who were alcohol
dependent (Edwards and Orford, 1977). At1-
year followup both groups reported a 40 percent
decrease in alcohol-related problems. The study
found, at 2-year followup, that the patients with
the less severe alcohol problems did best in the
brief intervention group. The patients with
more serious alcohol-related problems did best
in intensive alcohol treatment (Orford et al.,
1976).

Several similar studies conducted in New
Zealand (Chapman and Huygens, 1988),
London (Drummond et al., 1990), the United
States (Miller et al., 1980, 1981; Miller and
Munoz, 1982), and Norway (Skutle and Berg,
1987) essentially replicated the results of
previous positive trials, comparing brief
interventions favorably with a variety of
extended treatments for problem drinking
(including cognitive-behavior therapies, marital
therapy, confrontational counseling, and
standard inpatient and outpatient treatment).

Sanchez-Craig and colleagues found that
when comparing the 12-month treatment
outcomes of severely dependent and
nonseverely dependent men receiving brief
treatment in Toronto and Brazil, there were no
significant differences in “successful” outcomes
as measured by rates of abstinence or moderate
drinking (Sanchez-Craig et al., 1991). The IOM
also noted that rates of spontaneous remission of
alcoholism suggest that some portion of the
most severe alcoholic population will reduce or
discontinue their drinking without formal
intervention (I0OM, 1990).

The largest multisite NIAAA-sponsored
study of treatment matching and outcomes,
Project MATCH (Matching Alcoholism
Treatment to Client Heterogeneity), compared
the effects of treatment type on outcomes for
more than 1,500 alcohol-dependent patients
(Project MATCH Research Group, 1997, 1998).
Treatment types included (1) four 1-hour

sessions of motivational enhancement therapy,
which is often considered a brief intervention
even though it is more intensive than most brief
interventions (NIAAA, 1995), (2) 12 sessions of
12-Step facilitation, and (3) 12 sessions of
cognitive-behavioral coping skills therapy. At
1- and 3-years postintervention, all three groups
reported improvements including drinking less
often and drinking fewer drinks per day.

A small successful application of a brief
motivational intervention within a substance
abuse treatment setting administered
approximately 1 hour of motivational
interviewing for problem drinkers (adapted
from Miller and Sovereign, 1989) to seriously
opiate-dependent clients recently admitted to a
methadone maintenance clinic (Saunders et al.,
1995). Fifty-seven clients were randomized to
the experimental group and were asked to
identify positive and negative aspects of their
opiate use and to project the consequences into
the future. These clients were then asked to
think about their use and discuss it at the 1-
week followup session. The 65 subjects in the
control group received a 1-hour educational
intervention covering six substance-related
issues such as overdose responses, legal aspects,
and referral sources. Followup sessions were
held with both groups at 1 week, 3 months, and
6 months. Significantly fewer clients receiving
the motivational intervention dropped out of the
study at each of the followup points compared
with those receiving the educational component.
By the 6-month point, the motivational subjects
had significantly fewer opiate-related problems
than the others. In comparison with the
educational group, the clients receiving the
motivational intervention were also more likely
to make a positive initial shift on a stage-of-
change measure (see the discussion of stages-of-
change earlier in this chapter), express a
stronger commitment to abstinence, remain in
treatment longer, and relapse less quickly if they
did drop out. The study concluded that brief



motivational interventions strengthened
recipients’ resolution to abstain from opiate use
and participate fully in treatment, and were
therefore useful in improving performance and
program compliance among clients attending a
methadone clinic (Saunders, 1995). This and
other studies have found that compliance with a
treatment plan, rather than simply length of
treatment, is one of the important factors
influencing positive outcomes for clients
receiving treatment.

In a study looking at the costs of brief
interventions, Holder and colleagues evaluated
the evidence of clinical effectiveness and the
typical costs of various alcoholism treatment
modalities and found brief motivational
counseling among the most effective in terms of
a combination of clinical and cost effectiveness
(Holder et al., 1991). It ranked third among the
six highest ranking approaches in terms of
weighted effectiveness (based on a total of nine
studies conducted between 1983 and 1990).
Brief motivational counseling was also rated the
least costly of the six most effective modalities—

or most cost-effective of 33 evaluated modalities.

The authors of this study specifically stated that
treatment planning and funding decisions
should not be based on this initial effort to make
“first level approximations” of cost-
effectiveness.

Critics have raised concerns that brief
interventions could be construed as a treatment
panacea for all patients with varying levels of
alcohol-related problems and different
consumption patterns (Drummond, 1997;
Heather, 1995; Mattick and Jarvis, 1994).
Although most researchers acknowledge that
many clients do not need a protracted and
expensive course of individual or group
treatment, the literature advocating brief
interventions as a treatment for all substance
abuse is overstated (Heather, 1995; Mattick and
Jarvis, 1994). Caution always needs to be
employed in evaluating study
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recommendations. The clinical trials in this TIP
on the use of brief interventions have been
specific regarding the targeted population tested
and the level of generalizability possible.

Methodological Issues

Issues are frequently raised regarding specific
methodological concerns of studies on brief
interventions. First, many of the brief
intervention studies, particularly those focused
on alcohol, rely on self-report data to determine
outcomes. The validity of measuring alcohol
and other use by self-report is routinely
questioned; however, reviewers of relevant
literature have concluded that these data are
generally valid and reliable (Midanik, 1982;
Sobell and Sobell, 1990). Reports from
collaterals, such as family members, are not as
reliable except for highly visible events, such as
drinking-related arrests (Midanik, 1982).
Persons with hazardous drinking patterns will
provide accurate information about their use,
particularly under the following conditions: (1)
the setting is a research or clinical one, (2)
confidentiality is assured, and (3) the interview
is administered when the respondent is sober
(Sobell and Sobell, 1990). Techniques to increase
the accuracy of self-reports have been employed
in recent studies (Fleming et al., 1997, 1999).
These studies use interviewers who fully
understand drinking-related questions and can
explain confusion about common terms (e.g.,
“blackouts,” “high”).

Concerns about the methodological
limitations of some trials have included sample
sizes that were too small and a statistical power
insufficient to reliably detect differences
between effects in the groups compared (Bien et
al., 1993; Mattick and Jarvis, 1994). There may
be differential attrition in groups at followup,
and these dropouts can be ignored or excluded
from analyses (Bien et al., 1993; Drummond,
1997; Kahan et al., 1995), or there could be
contamination because the comparison group
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could be seeking additional treatment during
the course of the research (Bien et al., 1993;
Kahan et al., 1995; Mattick and Jarvis, 1994).
Also, randomization of samples has not always
been conducted (Wilk et al., 1997), and some
early studies did not have control groups or did
not have an adequate comparison group (Bien et
al., 1993). Some of the newer brief intervention
studies have addressed many of these concerns
(Fleming et al., 1997, 1999). These, however,
remain issues that must be addressed by new
studies of brief intervention techniques with
special populations and with new technology.

Future Issues in Research and
Practice

The background research in this TIP is based on
the most rigorous trials from the 1960s through
the 1990s. As study designs have become more
sophisticated, many of the earlier
methodological issues are being addressed.
Questions remain regarding specific levels of
abuse and dependence after which brief
intervention approaches are less effective and
more intensive treatment is required. Itis
possible that factors such as social stability and
support (as indicated in Edwards and Orford,
1977) play a role in improved responses to
briefer treatments and that these factors may be
more important than the level of substance
abuse or dependence.

As secondary analyses are conducted from
more recent clinical trials, some of the strongest
covariates will emerge. Further research
focused specifically on the myriad of issues that
could affect outcomes is needed to determine
whether brief interventions can be useful for
clients with dual diagnoses or whether they
always require more intensive treatments
because of the complexity of their illnesses.
Although there is ongoing research testing the
effectiveness of brief interventions with patients
who have serious psychiatric illnesses and
coexisting substance abuse disorders, there are

no published studies that definitively address
this issue.

There is strong evidence supporting the
efficacy of alcohol screening and brief
interventions, in particular (Fleming et al., 1997).
However, few studies to date have tested the
implementation of brief intervention strategies
in community-based medical and treatment
settings. Several new initiatives address this
critical next step in the process. Higgins-Biddle
and colleagues identified the research base and
current applications of screening and brief
interventions (Higgins-Biddle et al., 1997). The
findings on the effectiveness from clinical trials
on screening and brief interventions were found
to be encouraging, with risky drinkers reducing
their alcohol consumption by 20 percent, on
average. Individual study results varied from
15 to 40 percent depending on the population
and methodology used. In the next few years,
focused work in these areas will inform
clinicians regarding optimal brief intervention
implementation strategies and provide a bridge
from research efficacy to practical application in
real world clinical settings.

There is evidence that a variety of brief
interventions are effective with at-risk and
hazardous substance users, and emerging
evidence suggests that brief interventions can be
used to motivate patients to seek specialized
substance abuse treatment and to treat some
alcohol-dependent persons. Clinical evidence
also suggests that brief interventions can be
used in specialized treatment programs to
address specific targeted issues.

In sum, the Consensus Panel believes it is
critical for policymakers and providers of
managed care to understand that brief
interventions should never be thought of as the
only treatment option for persons with
substance abuse problems but as one of a
continuum of techniques for use with a
population of clients with substance abuse
problems ranging from at-risk to dependent use.



3 Brief Therar

y in Substance

Abuse Treatment

rief therapy is a systematic, focused
B process that relies on assessment, client

engagement, and rapid implementation
of change strategies. Brief therapy providers
can effect important changes in client behavior
within a relatively short period. The brief
therapies presented in this TIP should be seen as
contained modalities of treatment, notepisodic
forms of long-term therapy.

However, in the literature and in practice, the
term “brief therapy” covers a wide range of
approaches to treatment of varying lengths and
with a variety of goals. Brief therapies usually
consist of more (as well as longer) sessions than
brief interventions. The duration of brief
therapies is reported to be anywhere from 1
session (Bloom, 1997) to 40 sessions (Sifneos,
1987), with the typical therapy lasting between 6
and 20 sessions. Twenty sessions usually is the
maximum because of limitations placed by
many managed care organizations. Any therapy
may be brief by accident or circumstance, but
the focus of this TIP is on planned brief therapy.
The therapies described here may involve a set
number of sessions or a set range (e.g., from 6 to
10 sessions), but they always work within a time
limitation that is clear to both therapist and
client. In the following pages, all therapies
described should be understood as planned or
time limited.

Brief therapies differ from brief interventions
in that their goal is to provide clients with tools

to change basic attitudes and handle a variety of
underlying problems. Compared with brief
therapies, brief interventions are more
motivational, seeking to motivate the client to
make a specific change (in thought or action).
(See Chapter 1 for more on how this TIP
distinguishes brief therapies from brief
interventions.)

Brief therapy differs from longer term
therapy in that it focuses more on the present,
downplays psychic causality, emphasizes using
effective therapeutic tools in a shorter time, and
focuses on a specific behavioral change rather
than large-scale or pervasive change. A number
of specific types of therapy are designed to be
carried out in a brief period (e.g., cognitive-
behavioral approaches are often designed to
require fewer than 20 sessions). Many longer
approaches have been or can be adapted; even
lengthy psychodynamic approaches have been
adapted for brief therapy with clear guidelines
for their use (Davanloo, 1980; Luborsky, 1984;
Mann, 1973; Sifneos, 1972; Strupp and Binder,
1984).

This chapter provides an overview of brief
therapy in substance abuse treatment. First, the
evidence for the efficacy of this approach is
presented. The appropriateness of brief therapy
is discussed next, and criteria are provided for
determining duration of therapy. The
components of all brief therapies are then
discussed, including common characteristics
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and steps in treatment. Finally, essential
therapist knowledge and skills for conducting
successful brief therapies are described.

The chapters following this present a cross-
section of the approaches that are and have been
used in brief therapy. No one approach is
endorsed as the best or only approach for use
with the range of persons with substance abuse
disorders, nor are all of them considered by the
Consensus Panel to be equally valid. Rather, the
therapies in Chapters 4 through 9 were chosen
because they either represent the most widely
used brief therapies or they represent models
that have good potential, are recommended by
national experts, and will be of interest and
assistance to providers who treat persons across
the range of substance abuse disorders. Some of
these approaches can be used with the whole
range of people with substance abuse disorders;
others are useful only for a smaller subset of that
population. Each of the chapters that follows
discusses a particular type of the individual
therapies. However, each of the approaches
described in Chapters 4 to 9 will provide useful
techniques for the eclectic practitioner.

Research Findings

Research concerning the relative effectiveness of
brief versus longer term therapies for a variety
of presenting complaints is mixed. Some studies
have found that planned, short-term therapies
are as effective as lengthier (or unlimited)
therapy (Koss and Shiang, 1993; Smyrnios and
Kirkby, 1993). Other studies, such as the
Consumer Reports mental health study (Seligman,
1995) and the National Institute of Mental
Health (NIMH) Treatment of Depression
Research Program (Blatt et al., 1995; Elkin, 1994),
have found that longer term treatments
generally lead to better outcomes as perceived
by clients. Much depends on the modality being
evaluated and the goals of the treatment. (More

specific research evaluating different types of
brief therapy is given in Chapters 4 to 9.)

There is, however, promising evidence that
brief therapies as a treatment for substance
abuse disorders are often as effective as
lengthier treatments (Bien et al., 1993; Gottheil et
al., 1998; McLellan et al., 1993; Miller and
Hester, 1986a; Miller and Rollnick, 1991). These
studies are positive but are primarily limited to
program effectiveness studies with smaller
sample sizes. Future research should both
replicate previous work and use more rigorous
designs that include experimental designs with
randomization. Many of the fundamental
questions about brief therapies—the optimum
conditions under which they should be used, the
economic cost-benefits, and level and type of
provider, the most suitable types of clients—
have yet to be studied.

The majority of clients in therapy (regardless
of the modality) remain in treatment for
between 6 and 22 sessions; 90 percent end
treatment before completing 20 visits (Friedberg,
1999). The fact that many clients stay in therapy
for relatively short periods of time suggests that
brief therapy techniques should be much more
common than they are in current clinical
practice (Pekarik and Wierzbicki, 1986; Phillips,
1987). Many therapists trained in long-term
treatment modalities choose not to use planned
short-term therapies (Bloom, 1997). Alcohol and
drug counselors often have to work with clients
in a limited period of time, however, and could
apply brief therapy techniques even when they
are designed for treatment of different types of
disorders and problems.

Because brief therapy is more effective than
being on a waiting list, it could benefit many
clients. Wolberg suggested that all clients
seeking treatment be given brief therapy
initially, before moving on to long-term
treatments (Wolberg, 1980). Such an approach
would help to reserve longer treatments for
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clients with a greater need for them. However,
there are clearly exceptions to this rule, such as
clients who have a history of severe and
persistent mental illness. Other criteria for
assigning a client to longer term rather than
brief therapy are presented in Figure 3-1.

Planned brief therapy can be adapted as part
of a course of serial or intermittent therapy
(Budman and Gurman, 1988; Cummings, 1990).
When doing this, the therapist conceives a long-
term treatment as a number of shorter
treatments, which requires that the client’s
problems be addressed serially rather than
concurrently. Because of insurance constraints,
many therapists are now billing by episode and
treating one problem at a time.

Brief therapy may prove to be a useful tool
for reconceiving how therapy is delivered. For
the treatment provider working with clients
with substance abuse disorders, this means that
a particular type of therapy could be applied to
a specific problem associated with a client’s
substance abuse. By treating these allied
problems, long-term goals, such as continued
abstinence, may be more likely to be reached
(Iguchi et al., 1997; McLellan et al., 1993).

When To Use Brief
Therapy

Insufficient data are available to determine
which populations would benefit most from

Brief Therapy in Substance Abuse Treatment

brief therapy. Therefore, client needs and the
suitability of brief therapy must be evaluated on
a case-by-case basis. Some criteria for
considering the appropriateness of brief therapy
are presented in Figure 3-2. The American
Society of Addiction Medicine (ASAM) client
placement criteria for substance abuse treatment
(ASAM, 1996) may also be useful for
determining who could benefit from brief
therapy (see discussion in Chapter 2).

Brief therapy may be appropriate for a
moderate to heavy drinker such as a college
student but inappropriate as the sole treatment
for a commercial airline pilot who is alcohol
dependent, no matter what the motivation is for
treatment. Therapists must consider
extenuating circumstances when recommending
a particular course of treatment. In some
programs, duration of therapy is determined
mutually by the client and therapist; brief
therapy may be the best option if the client
objects to longer term treatment or if expense is
an issue.

Research is needed to identify specific
populations for which brief therapy would serve
as the catalyst for resolution of substance abuse-
related problems. The impact of brief therapy
on chronically relapsing, substance-abusing
persons has not been investigated. Because of
these large gaps in research, therapists must rely
on their clinical judgment to determine whether
brief therapy is appropriate for a particular

i:ig‘ure 3-1

Failure of previous shorter treatment
Multiple concurrent problems

Severe substance abuse (i.e., dependence)
Acute psychoses

Acute intoxication

Acute withdrawal

Criteria.for Longer Term Treatment

The following criteria can help identify clients who could benefit from longer term treatment:

Cognitive inability to focus

Long-term history of relapse

Many unsuccessful treatment episodes
Low level of social support

Serious consequences related to relapse
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The duration of abuse

B B &

Previous treatment or attempts at recovery

less extensive time commitment)
-goals)

@ Large numbers of clients needing treatment

Index (ASI)

‘ Selected Criteria for Providing Brief Therapy
Dual diagnosis issues such as a coexisting psychiatric disorder or developmental disability
The range and severity of presenting problems

Availability of familial and community supports

The level and type of influence from peers, family, and community
The level of client motivation (brief therapy may require more work on the part of the client but a
B The clarity of the client’s short- and long-term goals (brief therapy will require more clearly defined

The client’s belief in the value of brief therapy (“buy in”)

The following criteria are derived from clinical experience:

Less severe substance abuse, as measured by an instrument like the Addiction Severity

Level of past trauma affecting the client’s substance abuse

@ Insufficient resources available for more prolonged therapy

Limited amount of time available for treatment (e.g., 7-day average length of stay in county—jail-
level correctional facilities; 30- to 45-day limitation in Job Corps program)

Presence of coexisting medical or mental health diagnoses

B Large numbers of clients needing treatment leading to waiting lists for specialized treatment

client and what kind of modality would be most
effective.

The best outcomes for brief therapy may
depend on the therapist’s skills, comprehensive
assessments, and selective criteria for eligibility.
Using selection criteria in prescribing brief
therapy is critical, since many clients will not
meet eligibility. The Consensus Panel hopes
that brief therapy will be adequately
investigated before managed care and third-
party payors decide it is the only modality for
which they will pay.

Brief therapy for substance abuse treatment
is a valuable but limited approach, and it should
not be considered a standard of care for all
populations. In fact, time in treatment has been
found to be directly related to better outcomes
within a range of modalities, including

therapeutic communities, psychotherapy,
methadone maintenance therapy, and extended
detoxification (Hubbard et al., 1997). Therefore,
although brief therapy is a useful tool in a
portfolio of interventions, its use should be
targeted to those clients who are most likely to
benefit.

Determining when to use a particular type of
brief therapy is also an important consideration
for counselors and therapists. Counselors
recognize that not all clients are at the same
stage in their readiness for treatment. Currently,
the most widely used model for understanding
clients’ readiness for change is Prochaska and
DiClemente’s stages-of-change model, which is
discussed in Chapter 2. (For more information
about this model, see also TIP 35, Enhancing
Motivation for Change in Substance Abuse
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Treatment [CSAT, 1999¢].) Counselors who use
this model will have to determine which therapy
is compatible with the client’s stage of readiness
for change and the tasks needed to move
forward in the change process and develop an
overall understanding of the course of change
(DiClemente and Scott, 1997).

Clinical interventions should be targeted to
the client’s stage of readiness for change to
increase his motivation to change behaviors and
to augment a sense of empowerment in
recovery. Therapies that work with experiential
processes (such as consciousness raising, self-
reevaluation, and a cognitive restructuring) are
more important for understanding and
predicting transition from preparation to action
and from action to maintenance (Prochaska et
al., 1994). Seeking and processing information,
observing others, and gathering useful
information in light of the client’s situation are
the primary activities reported most frequently
during the contemplation stage (Prochaska et al.,
1992). Especially during this early stage the
client should be provided with information
regarding addiction as well as confronted with
the short- and long-term consequences of
continued use. Asking the client to perform a
risk appraisal of continued use as well as a
benefit/risk-reduction appraisal of achieving
abstinence can facilitate sound decisionmaking
that involves a comparison of all potential gains
and losses (Janis and Mann, 1977).

Finally, it will be essential to learn the client’s
perceived obstacles to engaging in treatment as
well as to identify any dysfunctional beliefs that
could sabotage the engagement process. The
basic assumption behind this approach is that
the way individuals evaluate a situation and
cope with it determines their emotional reaction
to it (Ellis and Grieger, 1977). The critical factor
in determining an individual’s response is the
client’s self-perception and associated emotions.
The therapist should help the client recognize
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the messages she gives herself and help her
correct problematic thinking patterns and
dysfunctional beliefs (Kendall and Turk, 1984).
Often, dysfunctional beliefs lead to low levels of
perceived self-efficacy and subsequent inability
to adopt or maintain the desired behavior
(Bandura, 1986). It is important to note that self-
efficacy shifts in a predictable way across the
stages of behavior change, with clients
progressively becoming more efficacious as they
move through the stages (Marcus et al., 1992;
Prochaska et al., 1994).

Approaches to
Brief Therapy

Brief therapy uses a selected process to change a
specific problem based on an underlying theory
about the cause of the problem or the best way
to encourage positive change. Figure 3-3 lists
several therapeutic approaches that are
applicable to brief therapy. These approaches
can be used with clients with different types of
problems and varying degrees of substance
abuse severity.

Components of Effective
Brief Therapy

Although different models of brief therapy may
stress certain goals and activities more than
others, all brief therapies have common
characteristics (see Figure 3-4). In addition, brief
therapies should incorporate several stages,
including screening and assessment, an opening
session that includes the establishment of
treatment goals, subsequent sessions,
maintenance strategies, ending treatment, and
followup. These stages are discussed below.

Screening and Assessment

Screening and assessment are critical initial
steps in brief therapy. Screening is a process in
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Approaches

Figure 3-3

Approaches to Brief Therépy

Description

Cognitive
therapy

This therapy posits that substance abuse disorders reflect habitual, automatic,
negative thoughts and beliefs that must be identified and modified to change
erroneous ways of thinking and associated behaviors. The desire to use
substances is typically activated in specific, often predictable high-risk situations,
such as upon seeing drug paraphernalia or experiencing boredom, depression, or
anxiety. This approach helps clients examine their negative thoughts and replace
them with more positive beliefs and actions. Many relapse prevention strategies
use cognitive processes to identify triggering events or emotional states that
reactivate substance use and replace these with more healthful responses. (See
Chapter 4 for more information.)

Behavioral
therapy

Using this approach, which is based on learning theories, the therapist teaches the
client specific skills to improve identified deficiencies in social functioning, self-
control, or other behaviors that contribute to substance use disorder. Some of the
techniques that are used include assertiveness training, social skills training,
contingency management, behavior contracting, community reinforcement and
family training (CRAFT), behavioral self-control training, coping skills, and stress
management. (See Chapter 4 for more general information on behavioral therapy
and Chapter 8 for more information on CRAFT and other behavioral family
therapies.)

Cognitive-
behavioral
therapy

This approach combines elements of cognitive and behavioral therapies, but in
most substance abuse treatment settings it is considered a separate therapy. This
approach focuses on learning and practicing a variety of coping skills. The
emphasis is placed on developing coping strategies, especially early in the
therapy. Cognitive-behavioral therapy is thought to work by changing what the
client does and thinks rather than just focusing on changing how the client thinks.
(See Chapter 4.)

Strategic/
interactional
therapies

These approaches seek to understand a client’s viewpoint on a problem, what
meaning is attributed to events, and what ineffective interpersonal interactions
and coping strategies are being applied. By shifting the focus to competencies,
not weaknesses and pathology, the therapist helps clients change their perception
of the problem and apply existing personal strengths to finding and applying a
more effective solution. (See Chapter 5.)

Solution-
focused therapy

Using this approach, the therapist helps a client with a substance abuse disorder
recognize the exceptions to use as a means to reinforce and change behavior.
Future behavior is based on finding solutions to problem behaviors. Little or no
time is spent talking about the problem; rather, therapy is focused on solutions
that have already worked for the client in the past. (See Chapter 5.)
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‘Fiﬂgure 3-3 (continued)

- ;Apprc')é"chés to Brief Therapy

. . ‘( .
Approaches Description
Humanistic and | These therapies assume that the underlying cause of substance abuse disorders is a
existential lack of meaning in one’s life, a fear of death, disconnectedness from people,
therapies spiritual emptiness, or other overwhelming anxieties. Through unconditional

acceptance, clients are encouraged to improve their self-respect, self-motivation,
and growth. The approach can be a catalyst for seeking alternatives to substances
in order to fill the emptiness experienced and expressed as substance abuse. (See
Chapter 6.)

Psychodynamic | The psychodynamic therapist works with the assumption that a person’s problems
therapy ‘ with substances are rooted in unconscious and unresolved past conflicts, especially
in early family relationships. The goal is to help the client gain insight into
underlying causes of manifest problems, understand what function substance abuse
is serving, and strengthen present defenses to work through the problem. A strong
therapeutic alliance with the therapist assists the client to make positive changes.

(See Chapter 7.)
Interpersonal This therapy, which combines elements of cognitive and psychodynamic therapies,
therapy was originally developed to work with clients with depression but has been used

successfully with substance-abusing clients. It focuses on reducing the client’s
dysfunctional symptoms and improving social functioning by concentrating on a
client’s maladaptive patterns of behavior. It is supportive in nature, providing
encouragement, reassurance, reduction of guilt, and help in modifying the client’s
environment. (See Chapter 7 for more information.)

Family therapy | While not a distinct “school” of therapy, family therapy is a modality that either
treats the client as part of a family system or considers the entire family as “the
client.” It examines the family system and its hierarchy to determine dysfunctional
uses of power that lead to negative or inappropriate alignments or poor
communication patterns and that contribute to substance use disorder by one or
more family members. The therapist helps family members discover how their
own system operates, improve communication and problem-solving skills, and
increase the exchange of positive reinforcement. (See Chapter 8.)

Group therapy | This modality (also not a distinct theoretical school) uses many of the techniques
and theories described to accomplish specified goals. In some group therapy, the
group itself and the processes that emerge are central to helping clients see
themselves in the reactions of others, although the content and focus of the groups

vary widely. (See Chapter 9.)
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behind it.

They should produce immediate results.

confidence that change is possible.

Termination is discussed from the beginning.

8 OQOutcomes are measurable.

Characteristics of All Brief The;m‘p:i;e‘s

® They are either problem focused or solution focused; they target the symptom and not what is

They clearly define goals related to a specific change or behavior.
They should be understandable to both client and clinician.

They can be easily influenced by the personality and counseling style of the therapist.

They rely on rapid establishment of a strong working relationship between client and therapist.
The therapeutic style is highly active, empathic, and sometimes directive.

Responsibility for change is placed clearly on the client.

Early in the process, the focus is to help the client have experiences that enhance self-efficacy and

which clients are identified according to
characteristics that indicate that they are
possibly abusing substances. Screening does not
inform the therapist of the severity of the
individual client’s substance abuse, only its
presence and, in some cases, broad indications
of risk. Screening identifies the need for more
in-depth assessment and is not a substitute for
an assessment.

Assessment is a thorough, extensive process
that involves a broad analysis of the factors
contributing to and maintaining a client’s
substance abuse, the severity of the problem,
and the variety of consequences associated with
it. Screening and assessment procedures for
brief therapy do not differ significantly from
those used for lengthier treatments.

The assessment should determine whether
the client’s substance abuse problem is suitable
for a brief therapy approach. The criteria for
determining the appropriateness of brief
therapy, presented in Figures 3-1 and 3-2, are
first applied during the assessment stage.

It is reasonable to assume that brief therapies
are most effective with clients whose problems
are of short duration and who have strong ties
to family, work; and community. However,
limited client resources may also dictate the use

of brief therapy. For example, if a client lacks
the financial means to participate in a longer
treatment process, a brief therapy approach is
imperative. Some treatment is almost always
better than no treatment. In addition, brief
therapy may be indicated for clients who resist
longer treatment, rather than risk the loss of an
otherwise motivated client. (Technical
Assistance Publication [TAP] 21, Addiction
Counseling Competencies: The Knowledge, Skills,
and Attitudes of Professional Practice [CSAT,
1998a] contains further guidance on screening
and assessment for brief therapy.)

Therapists should gather as much
information as possible about a client before the
first counseling session. One way to do this is to
obtain copies of any notes taken by an intake
worker or the referral source. However, when
gathering information about a client from other
sources, therapists should be sensitive to
confidentiality and client consent issues (for
more information see the section entitled
“Confidentiality of Information About Clients”
in Chapter 9 of the forthcoming TIP, Substance
Abuse Treatment for Persons With HIV/AIDS
[CSAT, in press]). Other options include asking
intake workers to administer questionnaires,
using computerized assessments, or asking the
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client to complete an assessment form before the
first session. The assessment instrument can be
brief and informal, generating critical
information in a short time. Although initial
screening and assessment ideally should be
conducted before the first therapy session, the
process of assessment should continue
throughout treatment.

A variety of brief assessment instruments,
many of which are free, are available to
clinicians. Assessing Alcohol Problems (National
Institute on Alcohol Abuse and Alcoholism,
1995) is a useful source of research-validated
instruments. Figure 3-5 provides a sample
battery of brief assessment instruments that
might be used in a brief therapy setting, ideally
before the first counseling session. These
instruments can provide the therapist with a
quick assessment of the most critical domains
about which clinical decisions should be made.
In general, most clients can complete these
instruments in less than 1 hour. These
instruments should be supplemented in the first
counseling session by a clinical assessment

interview that covers the core areas outlined in

Sample Battery o

Assessment Domain

Brief Therapy in Substance Abuse Treatment

the following section. For sample screening
instruments and additional information on
screening procedures see also TIP 24, A Guide to
Substance Abuse Services for Primary Care
Clinicians; TIP 26, Substance Abuse Among Older
Adults; TIP 31, Screening and Assessing
Adolescents for Substance Use Disorders; and TIP
35, Enhancing Motivation for Change in Substance
Abuse Treatment (CSAT, 1997, 1998b, 1999a,
1999c¢).

For brief therapy, the setting in which
treatment will occur frequently dictates the kind
of assessment that can be conducted. Clients
seek treatment in the type of agency they feel
will best meet their needs (e.g., those who need
to continue working while seeking treatment
will likely enter an outpatient program).
Constraints may be placed by insurance
companies or other outside forces. For example,
managed care environments generate-their own
assessment criteria. Assessment often must be
conducted outside the treatment facility and
may not qualify as a reimbursable visit. In

addition, private practitioners often do not have

easy access to background information

Example Instrument(s)

Quantity /frequency of use

Timeline Follow Back Technique

Severity of dependence

Short Alcohol Dependence Data (SADD), Severity of Dependence
Scales (SDS), CAGE

Consequences of use

(SASSI), DRINK

Michigan Alcoholism Screening Test (MAST), Drug Abuse
Screening Test (DAST), Substance Abuse Subtle Screening Inventory

Readiness to change

Commitment to Change Algorithm, SOCRATES

Problem areas

Problem Checklist from Comprehensive Drinker Profile, Problem
Oriented Screening Instrument for Teenagers (POSIT), Adolescent
Assessment /Referral System (AARS)

Treatment placement

Addiction Severity Index (ASI)

Goal choice and commitment

Intentions Questionnaire

Sources: Allen and Columbus, 1995; Miller, 1991.
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regarding a potential client. In a primary care
office, screening and assessment consist only of
taking a client’s history and conducting a
physical examination.

Core assessment areas

Before proceeding with brief therapy for
substance abuse disorders, a number of areas
should be assessed, including the following:

& Current use patterns

® History of substance abuse

B Consequences of substance abuse (especially
external pressures that are bringing the client
into treatment at this time, such as family or
legal pressures)

® Coexisting psychiatric disorders

® Information about major medical problems
and health status

Information about education and

employment

Support mechanisms

Client strengths and situational advantages

Previous treatment

" B E @

Family history of substance abuse disorders
and psychological disorders

As mentioned earlier, assessment is critical
not only before beginning brief therapy but also
as an ongoing part of the process. Only by
continually assessing the client’s progress and
problems can the therapist accomplish the goals
of brief therapy in the limited timeframe. In
addition, ongoing assessment can function as a
therapeutic tool because it helps clients identify
when they are at risk of using substances as well
as other negative behaviors.

The Opening Session

In the first session, the main goals for the
therapist are to gain a broad understanding of
the client’s presenting problems, begin to
establish rapport and an effective working
relationship, and implement an initial
intervention, however small. The therapist must

accomplish certain critical tasks during the first
session, including

® Producing rapid engagement

# Identifying, focusing, and prioritizing
problems

# Working with the client to develop possible
solutions to substance abuse problems and a
treatment plan that requires the client’s
active participation

B Negotiating the route toward change with
the client (which may involve a contract
between client and therapist)

® Eliciting client concerns about problems and
solutions

® Understanding client expectations

B Explaining the structural framework of brief
therapy, including the process and its limits
(i.e., those items not within the scope of that
treatment segment or the agency’s work)

® Making referrals for critical needs that have
been identified but can not be met within the
treatment setting

Goals of treatment
Therapists should identify and discuss the goals
of brief therapy with the client early in
treatment, preferably in the first session. The
client has a critical role in determining the goals
of therapy, and the therapist might have to be
flexible. The therapist can recommend
treatment goals, but ultimately they are
established through interaction and negotiation
with the client. If a client has certain
expectations of therapy that make it difficult for
her to commit to the goals and procedures of
brief therapy or to a particular therapeutic
approach, other approaches should be
considered or a referral made.

Treatment goals should focus on the central
problem of substance abuse and may include the
following:



® Making a measurable change in specific
target behaviors associated with substance
abuse

Helping the client demonstrate a new
understanding and knowledge of problems
and issues related to substance abuse

@ Improving the client’s personal relationships

B Resolving other identified problems (e.g.,
work problems, support group attendance)

The goals of brief therapy may be more client
driven than those developed in long-term
therapies because, by design, the therapist does
not have as long to shape these goals. A variety
of goals besides those related to substance abuse
disorders can be addressed effectively in a brief
therapy modality, but given time constraints,
therapists will have to limit the number of issues
addressed. The key is to identify the goals most
important to the client and to work with him to
achieve those goals, keeping in mind the
ultimate goal of sobriety or decreased use.

Although abstinence is an optimal clinical
goal, it still must be negotiated with the client (at
least in outpatient treatment settings).
Abstinence as a goal is not necessarily the sole
admission requirement for treatment, and the
therapist may have to accept an alternative goal,
such as decreased use, in order to engage the
client effectively.

Subsequent Sessions

In subsequent sessions of brief therapy,
therapists should

B Work with the client to help maintain
motivation and address identified problems,
monitoring whether any accomplishments
are consistent with the treatment plan and
the client’s expectations

® Reinforce—through an ongoing review of the
treatment plan and the client’s
expectations—the need to do the work of
brief therapy (e.g., maintain problem focus,
stay on track)

Brief Therapy in Substance Abuse Treatment

Remain prepared to rapidly identify and
troubleshoot problems

@ Maintain an emphasis on the skills,
strengths, and resources currently available
to the client

Maintain a focus on what can be done
immediately to address the client’s problem

B Consider, as part of an ongoing assessment
of progress, whether the client needs further
therapy or other services and how these
services might best be provided

# Review with the client any reasons for
dropping out of treatment (e.g., medical
problems, incarceration, the emergence of
severe psychopathology, treatment
noncompliance)

Maintenance Strategies

Maintenance strategies must be built into the
treatment design from the beginning. A
practitioner of brief therapy must continue to
provide support, feedback, and assistance in
setting realistic goals. Also, the therapist should
help the client identify relapse triggers and
situations that could endanger continued
sobriety.

Strategies to help maintain the progress
made during brief therapy include the
following:

Educating the client about the chronic,
relapsing nature of substance abuse
disorders

® Developing a list of circumstances that might
provide reasons for the client to return to
treatment and plans to address them

® Reviewing problems that emerged but were
not addressed in treatment and helping the
client develop a plan for addressing them in
the future (or identifying specific problems
that might have emerged but were not dealt
with in treatment)

® Developing strategies for identifying and
coping with high-risk situations or the
reemer?rge of substance abuse behaviors
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8@ Teaching the client how to capitalize on
personal strengths

Emphasizing client self-sufficiency
(encouraging the client to work through his
own problems and stay focused on the goals
that have been set in therapy) and teaching
self-reinforcement techniques

Developing a plan for future support,
including mutual help groups, family
support, and community support {e.g.,
religious or social service organizations),
which can be done much earlier than in long-
term therapy

In addition to routine progress assessments
that are conducted throughout the therapy,
midway through the agreed-upon number of
sessions the therapist should formally review
the client’s progress. Particularly because of the
time limitations of brief therapy, continuing
assessments are essential to ensure that
problems are addressed and that the client can
recognize when she is most at risk of slipping
into substance abuse or other negative
behaviors. Assessments will also take into
account the level of the client’s progress. When
the client has made agreed-upon behavior
changes and has resolved some problems, the
therapist should prepare to end the brief
therapy. If a client progresses more quickly than
anticipated, it is not necessary to complete the
full number of sessions.

Ending Treatment

Termination of therapy should always be
planned in advance. In many types of brief
therapy, the end of therapy will be an explicit
focus of discussion in which the therapist should

@ Leave the client on good terms, with an
enhanced sense of hope for continued change
and maintenance of changes already
accomplished

@ Leave the door open for possible future
sessions dealing with the client’s other
problems

& Elicit commitment from the client to try to
follow through on what has been learned or
achieved

@ Review what positive outcomes the client can
expect

® Review possible pitfalls the client may
encounter (e.g., social situations, old friends,
relationship issues) and talk about the
likelihood of a good outcome and indicators
of a poor outcome

8 Review the early indicators of relapse (e.g.,
depression, stress, anger)

In brief therapy, issues regarding referral and
followup are often different from those of longer
term therapy because clients will not necessarily
remain in contact with the therapist. If the goals
of therapy have not been met, more intensive
therapy may be suggested.

During continual assessment of the progress
of the therapy, the therapist may decide that
referral is appropriate before treatment ends. It
is important to remember that referrals can be
made at any time during treatment, not just at
the end of the treatment process. Reasons for
initiating referrals during or at the end of
treatment include the following:

B The client needs ancillary services for other
problems that have been recognized during
therapy (e.g., medical or psychiatric
problems).

B The client requires more intensive therapy.

@ The client may benefit from involvement
with a support group, such as Alcoholics
Anonymous, Self-Management and Recovery
Training (SMART), or Moderation
Management (which may also be a part of
the brief therapy process).
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Followup

It is always advisable for the therapist to follow
up with clients who have completed brief
therapy. Followup reassures the client that the
therapist is concerned about her progress. In
addition, it is an effective way to gather much-
needed data regarding treatment effectiveness.
The therapist might obtain such data by
conducting a client satisfaction survey via
telephone or mail. Aftercare, when additional
treatment is provided, is not part of the brief
therapy process. However, followup activities
such as offering reassurance and tracking client

status are customary.

Therapist Characteristics

To successfully integrate different short-term
therapies into practice, therapists benefit from a
firm grounding in theory and-a broad technical
knowledge of the many different approaches
available. When appropriate, elements of
different brief therapies may be combined to
provide successful outcomes. However, it is
important to remember that the effectiveness of
highly defined interventions (e.g., workbook-
driven interventions) used in some behavioral
therapies depends on administration of the
entire regimen. The therapist must use caution
in combining and mingling certain techniques
and must be sensitive to the cultural context
within which therapies are integrated.
Therapists should also be sufficiently trained in
the therapies they are using and should not rely
solely on a manual such as this to learn those
therapies. Appendix B provides some resources
for further education.

Although therapists with many levels of
training and experience can conduct brief
interventions, certain skills and training are
particularly important for conducting effective
brief therapy. Those who specialize in
providing brief therapy are likely to be more
successful when grounded in a specific model of

Brief Therapy in Substance Abuse Treatment

psychotherapy but possess a general
understanding of other models from which
appropriate techniques may be drawn. They
should be adept at determining early in the
assessment process the client needs or goals that
are appropriate to address. Related to this, and
equally important, therapists must establish
relationships that facilitate referral when the
client’s needs or goals cannot be met through
brief therapy. A comprehensive description of
the professional and personal attributes that
practitioners need to be effective providers of
substance abuse treatment is provided in TAP
21, Addiction Counseling Competencies: The
Knowledge, Skills, and Attitudes of Professional
Practice (CSAT, 1998a). TAP 21 emphasizes that
practitioners should

B Be empathic

Be able to integrate their training—whether
in substance abuse treatment or other
disciplines such as social work, medicine,
nursing, or psychology—with experience,
both professional and personal, to create the
best therapeutic environment for the client

® Have a mature sense of personal and
professional boundaries

® Be sensitive to the cultural and spiritual
needs of the client

® Follow appropriate Federal, State, and
agency regulations in the provision of
substance abuse treatment services

Providers of brief therapy must focus
effectively on identifying and adhering to
specific therapeutic goals in treatment. They
should be able to extract techniques from longer
term therapies and adapt them within the
parameters of brief therapy. The provider of
brief therapy will have to focus on short-term
change that can have long-term benefits and
avoid issues that are more global. The therapist
must be able to shift approaches depending on
what is learned about the client during

tre nt.
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Brief therapy is amenable to the use of a wide
range of techniques from which the therapist
can choose. It is therefore helpful for therapists
to be aware of the broad range of therapeutic
techniques available. Exposure to several
psychotherapeutic approaches (many described
in the following chapters) allows therapists to
understand how other clinicians might approach
the situation, what a client might have
experienced in previous treatments, and how to
build on these experiences.

Brief therapy for substance abuse disorders is
often helpful, but should not be considered a
standard of care for all persons or populations.
Brief therapy, as presented in this TIP, can be a
contained modality of treatment and not an
episodic form of long-term therapy. In fact,
successful brief therapy may be the only
treatment some clients will require.
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4 Brief Cognitive-Behavioral

Therapy

n approach that has gained widespread

application in the treatment of

substance abuse is cognitive-
behavioral therapy (CBT). Its origins are in
behavioral theory, focusing on both classical
conditionihg and operant learning; cognitive
social learning theory, from which are taken
ideas concerning observational learning, the
influence of modeling, and the role of cognitive
expectancies in determining behavior; and
cognitive theory and therapy, which focus on
the thoughts, cognitive schema, beliefs,
attitudes, and attributions that influence one’s
feelings and mediate the relationship between
antecedents and behavior. Although there are a
number of similarities across these three seminal
perspectives (see Carroll, 1998), each has
contributed unique ideas consistent with its
theoretical underpinnings. However, in most
substance abuse treatment settings, the
prominent features of these three theoretical
approaches are merged into a cognitive-
behavioral model.

Before focusing more specifically on the
cognitive-behavioral model, this chapter
examines the behavioral and cognitive theories
and therapies that serve as the foundations of
and have contributed significantly to the
cognitive-behavioral approach to substance

RIC
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abuse treatment. Both behavioral and cognitive
theories have led to interventions that
individually have been proven effective in
treating substance abuse. Several of these are
reviewed, as they have been successfully
incorporated into an integrated cognitive-
behavioral model of addictive behaviors and
their treatment.

Behavioral Theory

In contrast to many other methods, behavioral
approaches to the treatment of substance abuse
have substantial research evidence in support of
their effectiveness. Two recent comprehensive
reviews of the treatment research literature offer
strong evidence for their effectiveness (Holder et
al., 1991; Miller et al., 1995). However, some
critics argue that this is because behavioral
approaches have been developed under
controlled conditions and that in “real” therapy
there are many more variables at work than can
be measured in controlled experiments.
Providers should take advantage of the wide
range of behavioral therapy techniques that are
available. These techniques can be conducted
successfully in individual, group, and family
settings, among others, to help clients change
their substance abuse behaviors.

c2
()
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Behavioral approaches assume that
substance abuse disorders are developed and
maintained through the general principles of
learning and reinforcement. The early
behavioral models of substance abuse were
influenced primarily by the principles of both
Pavlovian classical conditioning and Skinnerian
operant learning (O’Brien and Childress, 1992;
Stasiewicz and Maisto, 1993). (See Figure 4-1 for
definitions of classical conditioning and operant
learning.)

Today, behavioral therapy for the treatment
of substance abuse disorders is based primarily,
though not exclusively, on methods derived

from both operant and classical theories of
learning. A major tenet of behavioral therapy is
that because substance abuse is a learned
behavior pattern, changing the reinforcement
contingencies that govern this behavior can
modify it. This goal can be achieved by focusing
on either the classically conditioned craving
responses or on the operant reinforcement
patterns that are assessed as maintaining the
substance abuse. More specifically, the
classically conditioned response can be
addressed either through extinction or
counterconditioning procedures; the operant
responses can be targeted through contingency

Figure 4-1'

According to the theory of classical conditioning, an originally neutral stimulus comes to elicit a
response as a result of being paired with an unconditioned stimulus (an event that elicits a response
without any prior learning history) or with a conditioned stimulus. As applied to substance abuse,
repeated pairings between the emotional, environmental, and subjective cues associated with the use of
substances and the actual physiological and phenomenological effects produced by specific substances
lead to the development of a classically conditioned response. Subsequently, when the substance abuser
is in the presence of such cues, a classically conditioned withdrawal state or craving is elicited. Cocaine-
and opiate-dependent individuals, for example, experience marked physiological arousal and report
strong craving when they see their drug works and other drug paraphernalia or when they experience
negative emotions such as depression—even after prolonged drug-free periods (Childress et al., 1994,
1988; Ehrman et al., 1992). Alcohol-dependent clients experience similar physiological reactivity to
alcohol-related cues such as being in a bar or watching others drink (Rohsenow et al., 1991). These cues
can become “triggers” or high-risk situations that can lead to substance use and relapse.

Operant learning refers to those behaviors that are increased in frequency by reinforcement. Behaviors
that result either in rewarding or positive outcomes or that allow the individual either to avoid or escape
from negative consequences are likely to increase in frequency. Substance abuse in the presence of
classically conditioned cues is instrumental in reducing or eliminating the arousal associated with a state
of craving, thus serving to reinforce the substance abuse behavior. That is, the behavior serves a basic
rewarding function for the individual. This represents the second form of learning, operant conditioning.
An alcohol-dependent person who drinks to feel more social and less anxious or a cocaine abuser who
gets high to overcome depression is using substances in an instrumental way. To the extent that they
experience the effects they seek, the greater the likelihood they will use substances under similar
circumstances in the future. Presumably, people continue to abuse substances even in the face of
negative consequences (e.g., legal, marital, or health problems) because these consequences are quite
removed in time from the point of use; also, the more immediate positively reinforcing effects of the
substance typically override consideration of such consequences.

Classical Conditioning and Operant Learning .
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management or coping skills training. (More
information about the basic assumptions of
behavioral theories concerning substance abuse
disorders is contained in Figure 4-2.)

According to behavioral theory, changes in
behavior come about through learning new
behaviors. Because substance abuse behavior is
learned, it can be changed by teaching the client
more adaptive, alternative behaviors aimed at
achieving the same rewards. Figure 4-3
provides an overview of some of the advantages
of behavioral theories of substance abuse and
dependence and their treatment.

By its very design, most behavioral therapy
is brief. The aim is not to remake personality,
but rather to help the client address specific,
identifiable problems in such a way that the
client is able to apply the basic techniques and
skills learned in therapy to the real world,
without the assistance of the therapist.
Behavioral therapy focuses more on identifying
and changing observable, measurable behaviors
than other therapeutic approaches and hence
lends itself to brief work. Treatment is linked to
altering the behavior, and success is the change,
elimination, or enhancement of particular
behaviors.

Regular assessment and measurement of
progress are integral to effective behavioral

Figure
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principals.
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therapy. Decisions about the length of
treatment are made on the basis of these
assessments, rather than according to a formula
or theoretical assumption about how long
therapy should take. Each individual is
approached as a unique case, albeit one to which
broad principles can be applied.

Behavioral Therapy
Techniques Based on
Classical Conditioning
Models

Human behavior is largely learned, rather than determined by genetic factors.

Extinction and Cue Exposure
Procedures

A principal of classical conditioning is that if a
behavior occurs repeatedly across time but is not
reinforced, the strength of both the cue for the
behavior and the behavior itself will diminish
and the behavior will extinguish. This principal
has been the foundation of behavioral
treatments known as “cue exposure” (O’Brien et
al., 1990; Rohsenow et al., 1991; Rohsenow and
Monti, 1995). Even after relatively long periods
of abstinence from substances, being placed in
situations that have physical-environmental,

social, or emotional cues associated with past

' Basic Assumptions of‘Bfelja‘v: ‘
Substance Abuse ahd‘ Its Tres

The same learning processes that create problem behaviors can be used to change them.
Behavior is largely determined by contextual and environmental factors.
Covert behavior such as thoughts and feelings is subject to change through the application of learning

Actually engaging in new behavior in the contexts in which they are to be performed is a critical part

of behavior change.

@ Each client is unique and must be assessed as an individual in a particular context.

The cornerstone of adequate treatment is a thorough behavioral assessment.

Source: Rotgers, 1996.
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Fig’u‘re 4-3

- Advantages of Behavioral Theories in Treating

Flexible in meeting specific client needs

selection

Source: Rotgers, 1996.

Substance Abuse Disorders
Readily accepted by clients due to high level of client involvement in treatment planning and goal

Soundly grounded in established psychological theory

Derived from scientific knowledge and applied to treatment practice
Structured in its guidelines for assessing treatment progress
Empowering clients to make their own behavior change

Effective, according to strong empirical and scientific evidence

substance abuse will elicit strong physiological
arousal reactions and reports of strong
sensations of craving. In cue exposure, a client
is purposefully presented with such cues
physically (e.g., by showing his personal drug
paraphernalia or by accompanying him into a
well-frequented bar), or visually through video
depiction of a drug-using scenario or through
visualization of such a scenario. However, the
client is prevented from drinking or taking
drugs. This extinction process, over time, leads
to a decreased reactivity to such cues.

O’Brien and colleagues found that cocaine-
dependent clients showed the prototypical
arousal and craving responses when first
presented drug-related cues that reminded them
of their drug use (O’Brien et al., 1990). Clients
then began the cue-extinction protocol. By the
sixth 1-hour treatment session, they no longer
reported either subjective highs or physiological
withdrawal. By the 15th session, all clients
reported that they no longer experienced
craving when presented with the drug-related
cues. Clients who received the cue exposure as
part of their standard outpatient treatment for
cocaine use were also less likely to drop out of
treatment and had more cocaine-free weeks than
did clients attending the same outpatient
program but who did not receive cue exposure.

Counterconditioning and
Aversion Procedures

Another method used to modify behavior
according to classical conditioning principles is
to make behaviors that had been associated with
positive outcomes less appealing by more
closely associating them with negative
consequences. By repeatedly pairing those cues
that previously elicited a particular behavior
with negative rather than positive outcomes, the
cues lose their ability to elicit the original
classically conditioned response; instead, they
elicit a negative outcome. This has led to the
development of what have been described as
aversive conditioning or counterconditioning
treatment approaches (Howard et al., 1991;
Rimmele et al., 1995). These procedures
repeatedly pair negative outcomes with the
substance-related cues previously associated
with the positive consequences of substance use.
For example, the Shick-Shadel Hospital in
Seattle uses aversive conditioning techniques
with alcohol-dependent clients (Lemere, 1987).
Before a treatment session, the client is asked to
drink a warm saline solution and is given an
emetic medication that will ultimately lead the
client to become nauseated and to vomit. The
client is then brought into “Duffy’s Bar,” a room
filled with vivid alcohol- and drinking-related
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posters, a bar with bottles of a large number and
wide range of alcoholic beverages, and other
drinking-related cues. The room is meant to
highlight and make more salient the cues
associated with drinking. The client is asked to
identify her favorite type and brand of alcohol.
After pouring a drink, she is asked to swirl the
alcohol around in the glass, to smell the alcohol,
to place the glass to her lips and taste, and then
to begin to take a sip of the drink. At that point,
as she is about to take a drink, the effects of the
emetic drug “kick in” and the client becomes
-nauseated and vomits. Over repeated sessions,
which occur every other day for a 10-day period,
the alcohol-related sight, smell, and taste cues
not only do not elicit craving and positive
feelings about drinking, but rather they now
elicit conditioned nausea.

Therapies based on counterconditioning
theory typically use chemically induced
aversion or electric shock as negative
consequences to be paired with the substance-
related cues. Visual imagery can also be used in
a technique called covert sensitization. In this
procedure, the client is asked to imagine as
vividly as possible a sequence of events that
begin by seeing his favorite bar; this is typically
accompanied by increased craving. As the
person proceeds further in imagining entering
the bar, sitting down, ordering a drink, and so
on, the initial sense of craving shifts to mild
discomfort. As he visualizes beginning to take a
drink and tastes the alcohol, he is then asked to
imagine becoming violently sick and vomiting
(Rimmele et al., 1995).

While aversive conditioning procedures have
most often been used in the treatment of alcohol
dependence, they have also been applied to the
treatment of marijuana and cocaine use (Frawley
and Smith, 1990; Smith et al., 1988). It should be
noted that these aversive conditioning
techniques, as well as cue exposure approaches,
are best viewed as components of a more
comprehensive treatment program rather than

Brief Cognitive-Behavioral Therapy

as independent, free-standing treatments
(O’Brien, et al., 1990; Smith and Frawley, 1993).
In this context, Smith and colleagues reported
positive outcomes for dependent users of both
alcohol and cocaine who received chemical
aversion procedures as part of their treatment in
comparison to those who did not receive similar
treatment (Frawley and Smith, 1990; Smith et al.,
1997). Rimmele and colleagues also
recommended covert sensitization as a highly
effective and portable treatment component
which, unlike chemical or electric aversion
therapies, can be used at any time and in any
setting as a self-control strategy (Rimmele et al.,
1995).

Behavioral Therapy
Techniques Based on
Operant Learning Models

A number of substance abuse treatment
strategies have derived from operant learning
principles. While they are often incorporated
into broad-spectrum cognitive-behavioral
approaches, they have also been used as
independent forms of treatment. Common
elements of behavioral treatments based on
theories of operant learning include contingency
management, behavior contracting, community
reinforcement, and behavioral self-control
training. The following sections describe some
of the elements used in brief behavioral
therapies based on the operant learning model.

Contingency Management and
Behavior Contracting

In contingency management approaches, an
active attempt is made to change those
environmental contingencies that can influence
substance abuse behavior (Higgins et al., 1998).
The goal is to decrease or stop substance use and
to increase behaviors that are incompatible with
use. In particular, those contingencies that are
found through a functional analysis (see Figure
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4-4) to prompt as well as reinforce substance
abuse are weakened by associating evidence of
substance use (e.g., a drug-positive urine screen)
with some form of negative consequence or
punishment. Contingencies that prompt and
reinforce behaviors that are incompatible with
substance abuse and that promote abstinence
are strengthened by associating them with
positive reinforcers.

One recent study evaluated the effects of a
voucher program in the treatment of
methadone-maintained opiate addicts with a
history of cocaine use (Silverman et al., 1998).
Clients who provided cocaine-free urine
samples received vouchers that had monetary
value. The value of the vouchers increased as
the number of consecutive cocaine-free urine
samples increased. Clients in the contingent
voucher condition, compared to those who
received vouchers on a noncontingent basis,
reported decreased craving for cocaine and
significantly increased cocaine abstinence. A
more general positive treatment effect was also
noted, with clients in the contingent voucher
condition also demonstrating an increased
abstinence from opiates.

Chutuape and colleagues have also shown
that providing methadone take-home privileges
contingent on drug-free urine samples among
methadone clients with persistent multiple drug
abuse resulted in marked reductions in drug use
(Chutuape et al., 1999). Nearly 25 percent of
clients in the take-home incentive program met

the criterion for marked reduction in drug use
and also were significantly more likely to
achieve the criterion of having 4 consecutive
weeks of drug-free urine samples. None of the
clients in a control condition (no take-home
privileges) met these criteria. Whereas only 2
percent of the control group evidenced a
decrease in the frequency of drug-positive
urines, clients in the incentive program
decreased use between 14 and 18 percent.

In addition to increasing drug abstinence,
similar voucher systems have been effective in
maintaining attendance of methadone clients at
a job-skills training program (Silverman et al.,
1996). However, in contrast to drug treatment,
less evidence is available concerning the
effectiveness of such contingency management
approaches in the treatment of alcohol problems
(Higgins et al., 1998).

Attempts to incorporate real-world
contingencies into treatment programs are
increasing (Higgins, 1999). Clearly, programs
can build contingencies such as take-home
medication privileges into the structure of their
programs. Milby and colleagues provide an
example of a contingency management system
incorporated into treatment that is more
relevant to real-life situations of users (Milby et
al,, 1996). In this study, homeless substance
abusers were enrolled in an intensive day
treatment program. A subgroup of these clients
was also involved in a contingent work therapy
and housing program. As long as the clients

: ‘_ Iii‘gure 4-4

S .o . . . Functional Analysis . -

A functional analysis probes the situations surrounding the client’s substance abuse. Specifically, it

examines the relationships among stimuli that trigger use and the consequences that follow. This type
of analysis provides important clues regarding the meaning of the behavior to the client, as well as
possible motivators and barriers to change. In behavioral therapy, this is the first step in providing the
client with tools to manage or avoid situations that trigger substance use. Functional analysis yields a
roadmap of a client’s interpersonal, intrapersonal, and environmental catalysts and reactions to
substance use, thereby identifying likely precursors to substance use. (For more information on this
topic, see the section below under the heading “Cognitive-Behavioral Therapy.”)

85




remained substance free, they were able to
remain in the work program and remain in the
therapeutic housing; if they were found to be
drinking or using drugs, they became ineligible
for both the job training/work program and
housing. Clients involved in the abstinence-
contingent program had fewer cocaine-positive
urine samples, fewer days of drinking, fewer
days of homelessness, and more days of
employment during the followup period than
those in the standard treatment.

Naturalistic contingencies may also be useful
in treatment. These contingencies include
threatened loss of job, spouse, or driver’s license
and were positively related to treatment
outcome among alcohol users (Krampen, 1989).
However, the prognosis was less favorable in
those patients who had already experienced a
loss in one of those areas because the
contingency no longer existed for them.

Higgins and colleagues noted that written
contracts may be used to help implement a
contingency management program (Higgins et
al., 1998). The contract should specify clearly,
using the client’s own words, the target
behavior to be changed, the contingencies
surrounding either changing behavior or not,
and the timeframe in which the desired behavior
change is to occur. The act of composing and
signing a contract is a small but potentially
important ritual signifying the client’s
commitment to the proposed change. In the
contract, the client may include contingencies,
especially rewards or positive incentives that
will reinforce target behaviors (e.g., attending
treatment sessions, getting to 12-Step meetings,
avoiding stimuli associated with substance use).
Goals should be clearly defined, broken into
small steps that occur frequently, and revised as
treatment progresses; contingencies should
occur quickly after success or failure.

Most often, behavioral contracts and
contingency management procedures are
embedded in a more comprehensive treatment

Brief Cognitive—Behavioral Therapy

program. Contracts targeting goals supportive
of recovery (e.g., improving vocational behavior,
saving money, being prompt for counseling,
regularly taking medication) are generally more
likely to be achieved and lead to better outcomes
than those more directly related to substance use
(e.g., clean urine samples) (Anker and Crowley,
1982; Iguchi et al., 1997; Magura et al., 1987,
1988). For instance, research found that
receiving vouchers contingent on completing
objective, individually tailored goals related to
one’s overall treatment plan was more effective
in reducing substance abuse than either a
voucher system specifically targeting drug-free
urine samples or a standard treatment without
either of these contingency contracts added
(Iguchi et al., 1997). The effectiveness of such
contracts also appears to be linked to the
severity of the consequences that might result
from a broken contract (Magura et al., 1987).

Behavioral contracting and contingency
management are often found as elements in a
number of more comprehensive approaches
such as community reinforcement and

behavioral self-control training.

Community Reinforcement
Approach

The community reinforcement approach (CRA)
was developed as a treatment for alcohol abuse
disorders (Azrin, 1976; Hunt and Azrin, 1973).
After a period during which it appears to have
been little used, it has received increased interest
as a behavioral approach to substance abuse
(Higgins et al., 1998; Meyers and Smith, 1995;
Smith and Meyers, 1995). CRA is a broad-
spectrum approach based on the principles of
operant learning, the goal of which is to increase
the likelihood of continued abstinence from
alcohol or drugs by reorganizing the client’s
environment. In particular, CRA attempts to
weaken the influence of reinforcement received
by substance abuse and its related activities by
increasing the availability and frequency of
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reinforcement derived from alternative
activities, particularly those vocational, family,
social, and recreational activities that are
incompatible with substance abuse (Higgins et
al., 1998).

A goal of CRA is to make these alternative
interpersonal and social sources of
reinforcement available when the person is
sober or drug-free, but to make them
unavailable if the person drinks or uses. The
program consists of a number of components,
and it can be tailored to the specific
circumstances of a client. Vocational counseling
and job clubs can improve clients’ basic skills as
well as job-seeking skills (e.g., résumé
development, application completion, job
interview skills). Social and recreational
counseling is provided to help clients learn
about and sample a number of substance-free
recreational pursuits and social activities. In
some cases, social clubs have been established to
provide clients with a substance-free
environment where they can gather and have
fun.

For those clients who are married orin a
relationship, marital counseling and
communication skills training are provided to
enhance the quality of the relationship and
reduce the stress of substance-related
arguments. Couples are trained to give each
other positive attention through compliments,
appreciation, affection, and offers to help. A
focus is placed on clarifying expectations that
each partner has about the behavior of the other.
For those with a problem with alcohol,
medication (e.g., disulfiram [Antabuse])
monitored by the spouse may be used. The
client also receives training in problemsolving
and in ways to refuse requests to drink or use
drugs.

CRA has been described as a promising but
underutilized treatment for alcohol abuse
(McCrady, 1991). A review of the alcohol
treatment outcome literature identifies CRA

among those interventions having the greatest
empirical support (Miller et al., 1995). CRA’s
application to substances other than alcohol also
appears to have been successful (Higgins et al.,
1998). This extension is exemplified by the
recent publication of a detailed CRA therapy
manual for the treatment of cocaine dependence
by the National Institute on Drug Abuse
(Budney and Higgins, 1998). This manual relies
heavily on the early work of Higgins and
colleagues in evaluating the effectiveness of
combining CRA with contingency management
approaches (e.g., use of vouchers for drug-free
urine samples) in the treatment of cocaine
dependence (Higgins et al., 1991, 1993). In
comparison to standard outpatient treatment,
clients in the CRA-plus-vouchers condition
remained in treatment longer, had more
continuous weeks of drug-free urine samples,
and had greater amounts of cocaine abstinence
even at a 12-month followup. A similar pattern
of findings has been obtained with methadone-
maintained opiate addicts (Abbott et al., 1998).
The CRA model has been modified into the
Community Reinforcement and Family Training
procedure (CRAFT) (Meyers et al., 1996). The
client’s significant others and family members,
who are an integral part of this approach,
receive training in behavior modification and
enhancing motivation. CRAFT seeks to reduce
or stop substance abuse by working through
nonusing family and friends. While CRA
involves family or significant others in
treatment, CRAFT is more of a form of family
therapy (rather than individual therapy) and
therefore is discussed in Chapter 8 of this TIP.

Behavioral Self-Control Training

In contrast to CRA, which incorporates a wide
array of individuals in the treatment process, the
behavioral self-control training approach
focuses on the substance abuser and his
attempts to reduce or stop substance abuse
either on his own or with the aid of a therapist
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(Hester, 1995; Hester and Miller, 1989). The goal
of this approach is either moderation and harm
reduction or abstinence. As applied to alcohol
problems, the approach consists of the eight
sequential steps listed below (Hester, 1995):

1. The client establishes an upper limit on the
number of drinks per day and the peak
blood alcohol level on any one drinking
occasion.

2. The client begins to self-monitor both the
number of drinks taken and the drinking
setting (e.g., when, where, with whom, how
he is feeling). This provides the basis of a
functional analysis.

3. The client begins to modify the rate at which
alcohol is consumed. This might be done by
switching from the individual’s standard
alcoholic beverage to one containing less
alcohol, by sipping a drink over a longer
period of time, or by spacing the number of
drinks consumed across time.

4. The client must develop and practice being
able to refuse drinks assertively when
offered them.

5. The client establishes a reinforcement
system to reward the achievement of these
drinking-related goals.

6. Through the process of self-monitoring, the
client is able to determine those social,
emotional, and environmental antecedents
that prompt overdrinking.

7. The client learns new coping skills to use
rather than relying on drinking as a means
of coping.

8. The client attempts to learn ways to avoid
relapsing back to heavy drinking.

Although a therapist may guide the
individual in a behavioral self-control model,
the substance abuser maintains primary
responsibility for changing his behavior. During
the course of therapy, the client and therapist
meet in brief sessions to go over homework and
ensure that the client is following through.

Brief Cognitive~Behavioral Therapy

Rather than involvement with a therapist, the
person may be guided instead by self-help
manuals (Miller and Munoz, 1982; Sanchez-
Craig, 1995), intervention via correspondence
(Sitharthan et al., 1996), or even a computer
program (Hester and Delaney, 1997).
McCrady also included behavioral self-
control training as another promising but
underutilized treatment approach (McCrady,
1991). Hester indicated that there is good
empirical support for behavioral self-control
training in achieving the goal of moderate,
nonproblematic drinking (Hester, 1995). In
randomized clinical trials, problem drinkers
assigned to behavioral self-control with a goal of
either moderation or abstinence typically have
comparable long-term outcomes. Although
behavioral self-control approaches have been
used primarily with alcohol problems, they have
also been used with other substances such as
opiates (van Bilsen and Whitehead, 1994).

Application of Behavioral
Techniques

Behavioral therapies are often delivered using a
specific manual, but they are also adaptable to
the individual client. A number of the
behavioral techniques described here are also
used by therapists using cognitive-behavioral
therapy. The following sections describe how
brief behavioral therapy might be applied at
different stages of treatment. Some of the
techniques developed for brief behavioral
therapy are also presented.

Initial session

The initial session in brief behavioral therapy
involves an exploration of the reasons the client
is seeking treatment at this particular time; the
extent to which this motivation for treatment is
intrinsic, rather than influenced by external
sources; the areas of concern that the client and
significant others may have about his substance
abuse; the situations in which she drinks or uses
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excessively; and the consequences she
experiences (both positive and negative, as well
as proximal and removed from the actual
substance abuse). This involves an abbreviated
functional analysis. (See the section with that
name later in this chapter.)

The information gained in the session will
assist the counselor in determining the
antecedents that prompt substance abuse and
the reinforcers that appear to maintain it. Based
on the information obtained, the counselor can
begin to formulate a treatment plan with respect
to the specific target behaviors to address, the
behavioral interventions that address these
target behaviors most effectively, and behaviors
incompatible with heavy drinking that should
be reinforced and targeted for an increase in
frequency.

During the initial session, the therapist
should note the most salient problems identified
by the client and intervene with them first. The
therapist also should assess the client’s
readiness to change and then develop initial
behavioral goals in collaboration with the client.
For substance abuse disorders, these goals will,
of course, involve a reduction in or cessation of
substance use. In addition to targeting
substance abuse as the primary focus, other
goals will be developed to assist the client in
improving daily functioning (e.g., by reducing
stress, as described in Figure 4-5). The focus of
the therapy might be to negotiate with the client
to accomplish these other goals by reducing use.
The therapist will continue to engage the client
in a collaborative process in which they

determine those problems to target, their
relative priority, and ways to resolve them.

Near the end of the initial session the
therapist reviews with the client the procedure
for filling out the self-monitoring records. In
addition, the therapist might provide the client
with self-help manuals that outline the specific
steps in the behavioral self-control process. Self-
monitoring of substance abuse behavior is one
form of written homework common in
behavioral approaches; other types of
homework might also be used. Homework
assignments can include such things as keeping
a journal of behaviors, activities, and feelings
when using substances or at risk of doing so. In
the brief behavioral model designed by Phillips
and Weiner, techniques such as programmed
therapy and writing therapy (see Figure 4-6)
make what is typically thought of as
“homework” the central concern of the therapy
session (Phillips and Weiner, 1966).

Later sessions

Based on a review of the information collected
through self-monitoring, subsequent sessions
involve negotiation about treatment goals.
While many problem drinkers, for example,
choose a moderation goal, across time those
with more severe problems shift to a goal of
abstinence (Hodgins et al., 1997). Later sessions
might also consider the introduction of cue
exposure training or relapse prevention targeted
at substance abuse above a particular level.
These behavioral techniques have been
incorporated into more comprehensive

Figure 4-5

- Teaching Stress Management-

The client learns methods that will help her reduce stress, including relaxation techniques, systematic

desensitization, planning in advance for a potentially stressful event, and cognitive strategies. These

techniques can help in resisting the temptation to abuse substances in otherwise stressful situations.

While it does not seem that all clients with substance abuse disorders face increased stress (Cappell,

1987), for those who do, stress management techniques (such as those described by Stockwell, 1995) can

prove useful.
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Progr ammed Therapy and Writing Therapy-

These techmques lend themselves to br1ef therapy because they reduce the role of the theraplst and
increase the amount of work required from the client. Phillips and Weiner developed these techniques
as stand-alone approaches to treatment (Phillips and Weiner, 1966). However, they can also be used as
adjuncts to other forms of treatment and may be incorporated into the homework assignments that
many therapists already are using. In programmed therapy, the client interacts with written or
computerized instructions and tests that work to teach the client new behaviors, much in the way
students might learn a subject from a textbook. Writing therapy involves having the client come in ata
designated time each week to write for 1 hour in a notebook which the therapist then reads and
responds to in writing. No one but the therapist and the client should have access to the notebook.
Writing therapy is a technique that may be particularly useful for clients who have difficulty talking

about their thoughts and feelings.

behavioral self-control approaches, even those
with an abstinence goal (Larimer and Marlatt,
1990; Sitharthan et al., 1997). The decision to
implement such interventions will be guided by
the client’s continued self-monitoring, which the
client and counselor review at each session.

Brief behavioral therapy might also involve
the client’s spouse or significant others, who
may attend several of the therapy sessions. In
addition to serving as a corroborator of the
client’s self-reported substance use, a significant
other may be involved in behavioral contracting
and community reinforcement interventions.
The significant other could be taught to
positively reinforce a client’s reduced drinking
or abstinence and not to argue with her drinking
when she is intoxicated, but rather to approach
her when she is sober and provide positive
feedback. The client and the significant other
may develop a contingency contract that will
encourage reinforcement of her positive
behaviors.

Cognitive Theory

Cognitive theory assumes that most
psychological problems derive from faulty
thinking processes (Beck and Wright, 1992; Beck
etal.,, 1993; Beck and Liese, 1998; Ellis, 1982; Ellis

et al,, 1988). The diagram in Figure 4-7
illustrates the three bidirectional components of
this theory: (1) cognitions or thoughts, (2) affect
or feelings, and (3) behavior. While cognitive
theory owes a debt to the behavioral model, the
differences are apparent. Unlike behavioral
models that focus primarily on observable
behaviors, cognitive theory views antecedent
events, cognitions, and behavior as interactive
and dynamic, as indicated by the double-headed
arrows (depicted in Figure 4-7). Each of these
components is capable of affecting the others,
but the primary emphasis is placed on
cognition. The way we act and feel is most often
affected by our beliefs, attitudes, perceptions,
cognitive schema, and attributions. These
cognitive factors serve as a template through
which events are filtered and appraised. To the
extent that our thinking processes are faulty and
biased, our emotional and behavioral responses
to what goes on in our life will be problematic.
According to this theory, changing the way a
client thinks can change the way he feels and
behaves.

Cognitive theory was developed by A.T.
Beck as a way of understanding and treating
depression but has since been applied to
numerous other mental health issues including
substance abuse disorders. Beck believed that
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Figurer4-7

The Relationship Among Factors Maintaining Behavior in Behavioral and

Cognitive Models

C

Cognitions

(beliefs, attitudes,

thoughts)

A«

Antecedents

> B
Behavior
(actions and emotions)

Antecedents are activating situations or life events (something happens or is about to happen—
situations about which the individual has strong feelings). Cognitions represent the individual’s
opinions, thoughts, or attitudes that serve to filter and distort the perception of the antecedents.
Behavior is the individual’s observable actions and emotional reactions that result from his beliefs and
emotions (how someone thinks or feels and the behavior resulting from those thoughts).

depressed clients held negative views of
themselves, the world, and their future, and that
these negative views were the real causes of
their depression. He found that their
psychological difficulties were due to automatic
thoughts, dysfunctional assumptions, and
negative self-statements. Automatic thoughts
often precede emotions but occur quite rapidly
with little awareness; consequently, individuals
do not value them highly. For example,
depressed people address themselves in highly
critical tones, blaming themselves for everything
that happens. Figure 4-8 is a list of 15 common
cognitive errors found in the thinking processes

of individuals with emotional and behavioral
problems, including substance abuse disorders.
An overview of the nature and content of
distorted thinking more specifically associated
with substance abuse is provided in Figure 4-9
(Ellis et al., 1988). These thoughts are
presumably automatic, overlearned, rigid and
inflexible, overgeneralized and illogical,
dichotomous, and not based on fact. They also
tend to reflect reliance on substances as a means
of coping with boredom and negative emotions,
a negative view of the self as a person with a
substance abuse problem, and a tendency to
facilitate continued substance use.
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Figured§

~ Fifteen ComﬁﬁQﬁ Co :
1. Filtering—taking negative details and magnifying them, while filtering out all positive aspects of a
situation
2. Polarized thinking—thinking of things as black or white, good or bad, perfect or failures, with no
middle ground
3. Overgeneralization—jumping to a general conclusion based on a single incident or piece of evidence;
expecting something bad to happen over and over again if one bad thing occurs
4. Mind reading—thinking that you know, without any external proof, what people are feeling and why
they act the way they do; believing yourself able to discern how people are feeling about you
5. Catastrophizing—expecting disaster; hearing about a problem and then automatically considering the
possible negative consequences (e.g., “What if tragedy strikes?” “What if it happens to me?”)
6. Personalization—thinking that everything people do or say is some kind of reaction to you; comparing
yourself to others, trying to determine who’s smarter or better looking
7. Control fallacies—feeling externally controlled as helpless or a victim of fate or feeling internally
controlled, responsible for the pain and happiness of everyone around
8. Fallacy of fairness—feeling resentful because you think you know what is fair, even though other
people do not agree
" 9. Blaming—holding other people responsible for your pain or blaming yourself for every problem
10. Shoulds—having a list of ironclad rules about how you and other people “should” act; becoming
angry at people who break the rules and feeling guilty if you violate the rules
11. Emotional reasoning—believing that what you feel must be true, automatically (e.g., if you feel stupid
and boring, then you must be stupid and boring)
12. Fallacy of change—expecting that other people will change to suit you if you pressure them enough;
having to change people because your hopes for happiness seem to depend on them
13. Global labeling—generalizing one or two qualities into a negative global judgment
14. Being right—proving that your opinions and actions are correct on a continual basis; thinking that
being wrong is unthinkable; going to any lengths to prove that you are correct
15. Heaven's reward fallacy—expecting all sacrifice and self-denial to pay off, as if there were someone
keeping score, and feeling disappointed and even bitter when the reward does not come

Source: Beck, 1976.

Such negative thoughts and irrational beliefs particularly feeling doomed about the past—
have been found to be associated with substance were predictive of both the frequency of
abuse disorders. Problem avoidance, dwelling drinking and the average quantity of alcohol
on negative events, holding a negative outlook consumed following substance abuse treatment
on the world and on one’s future, and avoidance (Rohsenow et al., 1989).
of responsibility have been associated with the
development of patterns of substance abuse and Cognitive Therapy
urges to drink among individuals with alcohol
problems (Butterfield and Leclair, 1988; Denoff, Given the view that dysfunctional behavior,
1988; Rohsenow et al., 1989). Rohsenow and including substance abuse, is determined in

associates found that irrational beliefs— large part by faulty cognitions, the role of
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Figure 4-9

Characteristic Thinking of People With Substance Abuse Disorders

Qualitative Descriptors

Automatic, nonconscious

Rigid, inflexible

Overlearned and often practiced
Dichotomous, all-or-none
Overgeneralized and illogical

Nonempirical and absolute
Common Content or Themes

8 Denial: alcohol or drugs are not a problem

excitement

Source: Adapted from Ellis et al., 1988.

® Self-blame, guilt, and shame for being an addict

®  Alcohol or drugs are the best and only way to solve emotional problems
® Low frustration tolerance and/ or self-defined needs for high levels of stimulation, gratification, and

® Discomfort anxiety: all negative emotions are to be avoided at all costs
® Change is too difficult, therefore one is hopeless, helpless, worthless

therapy is to modify the negative or self-
defeating automatic thought processes or
perceptions that seem to perpetuate the
symptoms of emotional disorders. Clients can
be taught to notice these thoughts and to change
them, but this is difficult at first. Cognitive
therapy techniques challenge the clients’
understanding of themselves and their situation.
The therapist helps clients become more
objective about their thinking and distance
themselves from it when recognizing cognitive
errors or faulty logic brought about by
automatic thinking.

Treatment, therefore, is directed primarily at
changing distorted or maladaptive thoughts and
related behavioral dysfunction. Cognitive
restructuring is the general term given to the
process of changing the client’s thought
patterns. Figure 4-10 shows a number of
distorted addictive thoughts and more rational
alternatives that the therapist might help
develop and practice over the course of
cognitive restructuring.

Once a specific faulty thought is identified,
the therapist will challenge a client to look at
alternative ways of seeing the same event.
Whenever a client has difficulty changing a
perception, the therapist can give him
homework to test the truth of his cognitions. If,
for example, a client insists that his boss hates
him, the therapist can ask him to verify this with
an assignment: “Ask your coworkers if your
boss treats them the same way he treats you.”
Figure 4-11 gives an example of how a thought
leads to a feeling and then to a behavior.

Once the maladaptive thoughts are
discovered in a person’s habitual, automatic
thinking, it becomes possible to modify them by
substituting rational, realistic ideas for the
distorted ones to create a happier and healthier
life without substance abuse.

The approach developed by Beck and
colleagues to achieve the goal of a substance-free
life is referred to as cognitive therapy (Beck et
al., 1993; Beck and Liese, 1998), while Ellis’
approach is known as rational-emotive therapy
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Figufe 410

Common Irrational Beliefs About Alcohol and Dr,ugs E

Irrational Belief

Rational Alternative or Dispute

Drinking is never a problem for me, even if I
do lose control once in a while. It’s other
people who have a problem with the way I
drink.

Losing control can be the first sign of a problem, and if
my drinking is a significant problem for others, sooner
or later it will be for me.

I need to use drugs to relax.

I want to use drugs but don’t have to use them just

because I want to.

I can’t stand not having what I want; it is just
foo hard to tolerate.

I may not like it, but I have stood it in the past and can
do so now.

The only time I feel comfortable is when I'm
high.

It's hard to learn to be comfortable socially without
drugs but people do so all the time.

It would be too hard to stop drinking. I'd lose
all my friends, be bored, and never be
comfortable without it.

While stopping drinking and doing drugs might cost
me some things and take time and effort, if I don’t, the

consequences will be far worse.

People who can’t or don’t drink are doomed to
frustration and unhappiness.

Where's the evidence of that? I'll try going to an
Alcoholics Anonymous meeting and do some research
on how frustrated and miserable these nondrinkers

actually are.

Once you've stopped using and you see it’s all
over, you're right back to where you started,
and all your efforts only lead you to total
failure. Once an addict, always an addict.

A slip is only a new learning experience toward
recovery. It is not a failure, only a setback that can tell
me what direction I need to go in now. It’s my choice.

Source: Adapted from Rotgers, 1996.

(Ellis et al., 1988). Generally, the therapist takes
a more active role in cognitive therapy than in
other types of therapy, depending on the stage
of treatment, severity of the substance abuse,
and degree of the client’s cognitive capability.
While Ellis and Beck have similar views
about the prominent role that cognitions play in
the development and maintenance of substance
abuse disorders, their theories differ in
considering how the therapist should treat
irrational or maladaptive cognitions. Rational-
emotive therapy is often more challenging and
confrontative, with the therapist informing the
client of the irrationality of certain types of

beliefs that all people are prone to. Beck, on the
other hand, believes that the cognitive therapist,
using a supportive Socratic method, should
enlist the client in carefully examining the
accuracy of her beliefs. Thus, Beck places more
importance on the client’s own discovery of
faulty and unproductive thinking, while Ellis
believes that the client should simply be told
that these exist and what they are. Nevertheless,
there is substantial overlap in both the theory
and practice of these two therapies. Clearly,
different clients will have different responses to
these qualitatively different approaches to
modifying their thoughts and beliefs.
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© Figure 4-11

Thoughts, Feelings, and Behaviors

Thought

Feeling Behavior

really good”

“There’s only one way to feel Desire to feel good Drink alcohol, snort cocaine

The maladaptive thought in this triad should be replaced in order to avoid the consequent behavior.

taking a walk, or...”

“I can feel good by jogging or Desire to feel good Walking, running

Source: Adapted from Rotgers, 1996.

Therapeutic work in cognitive therapy is
devoted primarily, although not exclusively, to
addressing specific problems or issues in the
client’s present life, rather than global themes or
long-standing issues. At times, however, it is
important to understand the connection
between the origins of a set of cognitions and
the client’s current behavior. Such an
understanding of how the individual got to the
present emotional and behavioral state is often
essential to understanding the mechanism of
change. The client’s attention to current
problems is intended to promote her
development of a plan of action that can reverse
dysfunctional thought processes, emotions, and
behavior—such as avoidance of problems or
feelings of helplessness. Clients are enlisted as
coinvestigators or scientists who study their
own thought patterns and associated
consequences.

Cognitive therapy can be useful in the
treatment of substance abuse disorders in
several ways. When distorted or unproductive
ways of thinking about daily life events lead to
negative emotional states that then promote
substance use, cognitive therapy can be used to
alter the sequence by targeting and modifying
the client’s thoughts. When clients limit their
options for coping with stress by rigid or all-or-
nothing thinking (e.g., “nothing will help me
deal with this problem but a drink”), cognitive
therapy can help them explore alternative

behaviors and attitudes that do not involve the
use of substances. In addition, cognitive therapy
can help the client develop healthier ways of

~viewing both his history of substance abuse and
the meaning of a recent "slip” or relapse so that
it does not inevitably lead to more substance
abuse.

Initial Session

Cognitive therapy works under the assumption
that a client can be educated to approach his
problems rationally. Because of this emphasis
on rational understanding, the cognitive
therapist will typically begin therapy by
explaining the nature of her approach (see
Figure 4-12 for a sample opening script).

In the opening session of cognitive therapy,
the therapist will assess the client’s view of his
problems and their causes. The therapist pays
careful attention to the meaning the client
assigns to significant events and how that
meaning is related to subsequent feelings and
unwanted behavior. In the middle to late
phases of the first session, the therapist will
emphasize the collaborative aspect of the
therapy process and introduces the cognitive
model to the client. There are three major steps
in this process:

1. The therapist establishes rapport by
listening carefully to the client, using
questions and reflective listening to try to
understand how the client thinks about his




Brief Cognitive—Behavioral Therapy

Figure 4-12 ‘

: Introducing Cognitive Therapy: A Sample Script

“I'want to spend a few minutes telling you about my approach. Basically, it comes from the
observation by many people that our feelings and behaviors in particular situations follow directly from
how we think about these situations. My goal in working with you is to focus on trying to understand
how you see things—the important things in your life that are related to substance use—and to help you
look at them objectively and honestly. We may find that you are seeing them correctly, and we’ll have
to address these realities. Sometimes, though, people get into automatic ways of thinking about
themselves and their situation without examining them more carefully. Let’s look at these possibilities
and see if they can be changed to help you. How does that sound to you?”

life circumstances and how those thoughts
relate to problematic feelings and behavior.
The client educates the therapist about
himself and his problems.

2. The therapist educates the client about the
cognitive model of therapy and determines
if he is satisfied with the model.

3. The therapist asks the client to describe a
recent event that has triggered some recent
negative feelings, as a way of illustrating the
cognitive therapy process.

Later Sessions

Cognitive therapy tends to follow a standard
within-session structure to make the maximum
use of time, to focus on the most important
c