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SERIES PREFACE

Most books on addiction are written for only 10% of those who deal with
addicted people — typically, for experts who specialize in addiction. By con-
trast, we designed the Wiley Series on Treating Addiction primarily for the other
90% — the many health service providers and family members who, though not
addictionologists, regularly deal with those who suffer from various addictive
disorders.

All volumes in this series define addiction as “an attachment to, or depend-
ence upon, any substance, thing, person or idea so single-minded and intense
that virtually all other realities are ignored or given second place — and conse-
quences, even lethal ones, are disregarded” (Mack, 2002).

Considering that over one’s lifetime more than one fourth (27 %) of the entire
population will suffer from a substance abuse problem (Kessler et al., 1994),
many family members and all human services providers will, sooner or later, be
confronted with these problems. Unfortunately, few have received any training
to prepare them for this challenging task.

For decades, drug problems have negatively affected our families, our econ-
omy, and our safety. More than 8 million of America’s 75 million children cur-
rently have a parent (or parents) addicted to alcohol or other psychoactive drugs.
This fuels our nation’s foster care and juvenile justice systems, and contributes
to an intergenerational problem: Up to 70% of the children of addicts become
addicted to drugs themselves (Bernstein, 2002).

Currently, drug trafficking is a $400-billion-per-year industry in our country
and represents 8% of the world’s trade. According to the White House Office
of National Drug Control Policy, Americans currently spend $46-$79 billion
annually on just two (of many possible) psychoactive drugs: cocaine and heroin
(Kari & Associates, 2004). The Bureau of Justice Statistics (1999) indicates that
between 60% and 83 % of the nation’s correctional population have used drugs at
some point in their lives, roughly twice as many as others in the U.S. population.

We proudly introduce you to Arthur W. Blume’s exceptionally useful and
comprehensive book about Treating Drug Problems. Extremely well informed
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on this topic, Dr. Blume has superb academic training (doctoral training from
the acclaimed addiction program at the Addictive Behaviors Research Center,
University of Washington) and more than a decade of hands-on experience as an
addiction counselor helping thousands of clients.

His book will serve as an excellent primer and helpful resource for
everyone — including experts on this subject — who wants to gain a clearer
understanding about the social and psychological dynamics of this problem and
what one can do to help addicted clients and associates.

We predict that you will find this book to be an invaluable practical resource.

Robert Holman Coombs, PhD
William A. Howatt, PhD
Series Editors



PREFACE

Working with people who have drug problems is one of the more challenging,
interesting, and rewarding domains in the field of mental health care. Treat-
ing drug problems is challenging because drug problems can be radically differ-
ent from one person to another. Drug problems rarely occur in a vacuum, so
there are often other biological, psychological, or even social and environmental
problems that may co-occur, which makes treating a drug problem even more
complicated. In order for a drug problem to be treated effectively, all of these
problems have to be addressed satisfactorily in therapy. Treating drug problems
also is extraordinarily interesting work because it requires multiple treatment
modalities to address these different presenting problems, and because people
with drug problems often are interesting and complicated people. Finally, treat-
ing drug problems is extremely rewarding, because this is one disorder with
which you can see remarkable recovery among the people you treat.

My own career in addictions began by accident as I served as a psychology
intern in a public treatment facility many years ago. Toward the end of my intern-
ship, the clinic director suggested that I should consider a career in treating alco-
hol and drug problems, to which I responded, “Why would I want to do that?”
Four years and a graduate degree later I was a counselor in a treatment center
working with clients and their families to overcome alcohol and drug problems,
and loving it. Eleven years and thousands of clients later, I returned to school to
complete a doctoral degree because I was interested not only in treating alcohol
and drug problems, but also in improving the treatment options for the clients
we work with, hoping that by contributing to future research I would aid that
process in some small way. Being a therapist first before a researcher has allowed
me to view the field with an interesting perspective, and has sensitized me to the
points of view of both practitioners and scientists concerning the treatment of
drug problems. Because of this history, bridging the chasm between science and
practice is of great interest to me. I also believe it is very important to bridge sci-
ence and practice for our clients’ sakes so that addiction science becomes more
practical and addiction therapy becomes more scientific.
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The field has changed remarkably since I was an intern. Drug problems were
essentially treated the same as alcohol problems, inpatient treatment was the first
and sometimes only option, and counselors were taught to confront denial early
and often. As we have learned more about the biology and pharmacology of drug
problems, as well as the psychological, social, and environmental factors that
influence the course of a problem (or of the undoing of the problem), preven-
tion and treatment strategies have been changing dramatically. This process has
occurred slowly at times, too slowly to be helpful for our clients. Perhaps this is
because scientists and treatment professionals often speak different languages
and have different tolerances and tempos of change, and at times these differ-
ences have caused some suspiciousness and even animosity between addiction
researchers and treatment professionals. But the field has changed significantly
in spite of these issues, and scientists and treatment professionals generally now
recognize that not all drugs or clients are the same, and that effective treatment
must recognize individual differences as well as similarities across clients.

These changes, however distressing they may have been to those who work in
the field, benefit our clients, who are getting better care than they did when I first
started in the field. Advances in psychological and pharmacological treatment
options have been impressive and provide a greater number of newer treat-
ment options for those who need them, and even for those who may not want
them! Furthermore, the realization that many people with drug problems also
have many other problems, including other psychiatric disorders that need to be
treated, has prompted many treatment professionals to increase their competence
to treat several problems simultaneously in order to insure a more promising
outcome for their relapse-prone clients.

The future for treating drug problems is quite promising, with so much
research being conducted by so many dedicated people, and with so many ded-
icated therapists now exploring new and exciting treatment techniques to use
with their clients. However, a major challenge in the future concerns whether
our society deals with people who have drug problems by treating or imprison-
ing them. We have reason to believe that treatment will help many people, and
at the same time we also have reason to believe that prison may cause some to
have worsening problems after release. These contradictory methods for dealing
with drug problems in the United States must be resolved in a way that is help-
ful to the people who have drug problems and to our society as a whole.

The future of treating drug problems is highly promising and will certainly be
filled with interesting challenges. In the meantime, there are many options for
helping the people you are working with as a counselor or therapist. This book
is meant to bridge the gap between science and practice, and to present up-to-
date information about drug problems, their sources, and their treatment, in a
way that is easily readable by those who need the information most. My hope is
that you will find this book interesting and reader friendly, and that it will serve
as a stepping stone in your search for better treatment and service options for
those about whom you are concerned.
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CHAPTER |

Drug Problems:
An Overview

[ TRUTH OR FICTIQN |

After reading this chapter, you should
be able to answer the following questions:

1. People can recover from drug problems on their own. True or False?
2. Drug problems always get worse over time. True or False?

3. Adolescent drug problems are essentially the same as adult drug
problems. True or False?

4. Relapse is a sign that treatment did not work. True or False?

5. Scaring drug users is a highly effective way to motivate change.
True or False?

6. Virtual reality may be used in the treatment centers of the future.
True or False?

7. Cravings are always biological in nature. True or False?

Answers on p. 47.

Not too many issues in the United States can elicit as many emotions as dis-
cussing drug-related problems. It seems that almost everyone in American
society has an opinion about drug use, drug policy, and drug treatment. This is
likely the result of how drug use in this country has touched so many of us in
personal ways. Many people know of someone who has (or has had) a drug prob-
lem: a family member, a friend, or a friend of a friend. Drug problems also affect
those who have been victimized by drug-related accidents or crime, and many
others who care for those harmed by substance abuse. Drug problems can affect
all of us by contributing to higher health care and insurance costs, and through
higher tax burdens to support services. The abuse of drugs constitutes a major
health problem in the United States, with widespread consequences that affect
us all in some form or fashion.

Unfortunately, since drug problems have created strong opinions in this coun-
try, many opinions are slow to change even when they are inconsistent with the
most recent scientific research. As a result, there is a wide array of new research
that remains unknown by people who develop drug policies, who treat people
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with drug problems, and who may know or live with a person who has prob-
lems with drugs. Every day we learn more about what we should be doing to help
people with drug problems, but unfortunately it takes time for the latest research
to trickle down to the people who would benefit from this knowledge.

Partly at fault are scientists, who may find it difficult to talk about the research
in ways that are understandable to nonscientists, or who have difficulties com-
municating the relevance of the research findings for treatment or for policy-
making decisions. Partly at fault are policymakers, who often make important
decisions for reasons that are more political than scientific. And finally, partly at
fault are clinicians, who are suspicious of science or uncomfortable with new
techniques, or who may be overly burdened by heavy clinical loads that limit
their ability to stay current with the latest in research. Because of these problems
in communicating new research findings and translating them into new policies
and treatments that will help people with drug problems, progress toward reduc-
ing drug problems in the United States has been unnecessarily slowed. It is
hoped that this book will be able to bridge this gap by bringing new information
about treating drug problems to a wide variety of Americans, particularly those
clinicians in the trenches who deserve to know.

Prevalence of Drug Abuse

Epidemiological research suggests that probably 10 to 20% of the population of
the United States may have problems related to substance use, with approxi-
mately 5% of the population having problems with drugs other than alcohol
(Substance Abuse and Mental Health Services Administration [SAMHSA],
2003). The most widely abused substances in the United States are alcohol,
tobacco, and marijuana, but the typical pattern is for a person to abuse more than
one substance at a time. An example might be that a person may smoke both cig-
arettes and marijuana, or may use both cocaine and heroin.

Tables 1.1 and 1.2 show the extent to which U.S. citizens report illegal drug
use. As can be seen from the Table 1.1, many Americans have used drugs at least
once, with marijuana being the most commonly reported substance used either
during one’s lifetime or during the past year. Perhaps surprisingly, prescribed pain
medications are the second most commonly reported drug used by Americans
within the last month. The abuse of prescribed drugs is often poorly recognized
and does not get the same press as the abuse of street drugs like heroin or cocaine,
but it represents a serious health threat to many Americans. Table 1.2 illustrates
that men are more likely to use drugs than women, and that there may be some
differences across racial and ethnic groups in drug use patterns, which will be dis-
cussed in greater detail later in this chapter. Tables 1.1 and 1.2 suggest that drug
misuse and experimentation are not uncommon behaviors. Furthermore, a com-
parison of the lifetime usage numbers to the statistics presented earlier about drug
abuse problems indicates that drug misuse does not always mean a drug problem.
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Table I.1: Most Frequently Used Drugs for Nonmedical Purposes (Excluding
Alcohol and Tobacco) in the United States in 2001

Drug Percentage Percentage Percentage
Who Have Used Who Have Used Who Have Used
at Least Once at Least Once at Least Once
in Lifetime in Past Year in Past Month
Marijuana/hashish 28.6 7.2 4.0
Pain medications 7.6 29 1.2
Cocaine/crack 9.7 1.4 0.5
Tranquilizers 4.8 1.2 0.4
Amphetamines/methamphetamines 55 0.8 0.3
Ecstasy 2.8 1.1 0.2
Inhalants 6.2 0.6 0.1
LSD 6.9 0.5 0.1
Sedatives 2.6 0.2 0.1
Heroin 1.0 0.1 0.03

Source: SAMHSA (2001). State Estimates of Substance Abuse. Available at http://www.
oas.samhsa.gov/

Note: Percentages are approximate and represent an extrapolation from SAMHSA data and census
figures. SAMHSA data do not include drug use among people under the age of 12 years, so these
are rough population estimates. Reported drug use does not necessarily mean drug problems.

Table 1.2: Nonmedical Drug Use (Excluding Alcohol and Tobacco) in the United
States in 2001, by Gender and Racial/Ethnic Group

Population Group Percentage Percentage Percentage
Who Have Used Who Have Used Who Have Used
at Least Once at Least Once at Least Once
in Lifetime in Past Year in Past Month
Men/boys 35.7 1.4 6.7
Women/girls 30.3 8.6 4.5
African Americans 27.0 8.5 5.2
Asian Americans 15.3 4.4 2.0

(continued)
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Population Group Percentage
Who Have Used

at Least Once

Percentage
Who Have Used
at Least Once

Percentage
Who Have Used
at Least Once

in Lifetime in Past Year in Past Month
Hispanics/Latinos 21.2 79 4.2
American Indians/Alaska Natives 23.6 9.4 4.3
Native Hawaiians/Pacific Islanders  Unknown 16.0 10.3
White non-Hispanic Americans 31.6 9.1 5.1

Source: SAMHSA (2001). State Estimates of Substance Abuse. Available at http://www.
oas.samhsa.gov/

Note: Percentages are approximate and represent an extrapolation from SAMHSA data and census
figures. SAMHSA data do not include drug use among people under the age of 12 years, so these
are rough population estimates. Reported drug use does not necessarily mean drug problems.

Problems related to substance misuse cost Americans around $140 billion in
1998 (Oftfice of National Drug Control Policy [ONDCP], 2001). Drug problems
have been linked to a variety of health problems, including accidental deaths,
suicides, homicides, hepatitis and other liver diseases, heart and kidney diseases,
cancers, and HIV. Many of these health problems are among the top 10 causes
of death in the United States for different age and ethnic groups. For instance,
liver diseases associated with substance abuse were the 10th leading cause of
death for adults aged 25-34 in the year 2000 (mostly caused by alcohol use, but
some caused by drug-related hepatitis), the 6th leading cause of death for adults
aged 35-44, the 4th leading cause of death among adults aged 45-54, and the 7th
leading cause of death for adults aged 55-64. Infection with HIV, which is highly
associated with drug usage, was the 10th leading cause of death in 2000 for

Drug-Use Costs to American Society

* Drug abuse costs American society approximately $140 billion in providing
treatment and prevention services, lost earnings or productivity at work,
other health care costs, costs associated with crime, and social welfare.

* More than one-half of these costs are directly related to crime.

* Between 1988 and 1995, the White House Office of National Drug Control
Policy (ONDCP) estimates that Americans spent $57.3 billion on drugs for
nonmedical purposes.

Sources: National Institute on Drug Awareness (NIDA) InfoFacts and ONDCP
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adults aged 15-24, 6th for those aged 25-34, 5th for those aged 35-44, and 8th
for those aged 45-54. In addition, the top five killers in the United States for all
age groups during 2000 (heart disease, cancer, strokes, chronic obstructive pul-
monary disease, and unintentional injuries) all have been found to have some
direct or indirect association with substance abuse (National Center for Injury
Prevention and Control [NCIPC], 2003). Finally, drug problems have been iden-
tified as a cause of traumatic brain and spinal cord injuries, cognitive impairment,
hypertension, malnutrition, severe burns, and drownings.

What Exactly Is a Drug Problem?

There are many different ways to define having a drug problem, but ultimately
it is up to the individual to decide whether she or he has one. Historically, two
different angles have been used to define a drug problem. The first looks at how
many drugs the person consumes and when, or at what some researchers and
therapists call consumption rates and patterns. The advantage to considering con-
sumption rates and patterns is that heavy drug use often can lead to health-
threatening and other negative consequences for the person using the drugs.
However, consumption rates and patterns can be misleading in some instances
because of differences in body size, gender differences, and other between-
person differences. Because of this, the second angle of defining a drug problem,
which has to do with examining the consequences of drug use, is also quite use-
ful to consider.

Not surprisingly, consumption and consequences have been found by scien-
tists to be related. However, the relationship is not always as strong as one would
think. Some people who use just a very little amount of a drug can have signifi-
cant difficulties; alternatively, some people can use a substantial amount of drugs
with relatively few consequences. Because of these wide variations between indi-
viduals, it is a good idea to consider both consumption and consequences when
determining whether a person has a drug problem. The next section of this chap-
ter discusses key factors that researchers and clinicians look at when determining
whether a diagnosis of a drug problem is appropriate.

The Three C’s

Drug problems are often typified by what has been called .
the three C’s (compulsive use, loss of control, and continued hacking at the leaves.”

at the roots instead of just

“When solving problems, dig

use despite adverse consequences). Although some people — ANTHONY J. D’ANGELO

who have drug problems experience all of the C’s, there are
many who do not. However, a person with a drug problem will likely have expe-
rienced at least one of them, so assessing for them is quite useful when evaluat-
ing for a drug problem. The three C’s are described in detail in the following
sections.
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The Three C’s and What May Contribute to Them

|. Compulsive use, and it may be related to . . .
* Reinforcement
* Cravings
* Habit
2. Loss of control, and it may be related to . . .
* Drug-induced myopia
* Cravings
* Beliefs that the person will lose control
3. Consequences
* Types of consequences can vary from person to person.
* Consequences can vary in importance from person to person.
* Consumption and personal beliefs can contribute to consequences.

Compulsive Use

First, drug problems often are linked to what is called comzpulsive drug use. Com-
pulsive use of drugs generally means that a person uses drugs automatically and
habitually without thinking about the consequences of the behavior. Three impor-
tant aspects related to compulsive drug use include reinforcement for substance
use, cravings for the substance, and habit. To begin with, compulsive use of drugs
is reinforced because the early stages of drug use reward the person either by
stimulating the pleasure centers of the brain (e.g., the nucleus accumbens) or by
taking away withdrawal or psychiatric symptoms, pain, or negative emotional
states. Reinforcement is quite potent, making it likely that the person will use the
drug again.

However, as the person increasingly uses the substances, tolerance develops.
The euphoria of drug use may diminish or become more unpredictable, with highs
or symptom relief occurring less frequently over time. The person may find that
the pleasurable rewards come only intermittently. Many behavioral researchers,
beginning with B. F. Skinner, have studied the powerful effects of intermittent or
variable reinforcement in maintaining a particular behavior. Varable reinforce-
ment, which means that the reinforcement happens randomly and becomes
unpredictable to the person engaging in the behavior, contributes to keeping a
person hooked on a behavior (reinforcement is discussed in greater detail later
in this chapter).

Second, compulsive users of drugs often report they experience cravings for
the substances that they prefer. Cravings have been described to me as gripping
urges to use substances that will sometimes seem to come “out of the blue.”
Cravings seem to have both physical and psychological components. Physical
cravings seem to occur as a direct result of withdrawal symptoms. When the drug



Drug Problems: An Overview 7

is not being administered after a period of continuous use, the body experiences
neurochemical imbalance; aversive symptoms, ranging from shakes to seizures,
can occur. Cravings may be the result of the person’s interpreting bodily signals
that trigger the desire to ingest the substance in order to avoid physical with-
drawal symptoms.

In addition, chronic or heavy drug abuse can sometimes alter a person’s phys-
iology, so that a chronic neurochemical imbalance may result. Such an imbalance
can contribute to chronic symptoms of anxiety or depression. It is unclear
whether these imbalances can be completely reversed over time with abstinence,
but we do know that these symptoms and the underlying neurochemical changes
that contribute to them may continue for months or even years after the drug
was last used. Former clients of mine have told me about experiencing what they
thought were physical cravings — some after months of abstinence — that in
reality were being cued by their symptoms of anxiety or depression. The good
news is that newer pharmacological agents can be very helpful in moderating
physical withdrawal symptoms, and in reducing or alleviating depression and
anxiety that can trigger a craving for drugs.

The other kind of craving a person may experience is psychological. Psycho-
logical cravings are triggered by the context of the drug experience rather than
by the drugs themselves, and the user often misinterprets these cravings as a
desire for drugs when what they actually want is a drug-related experience. A
very common psychological craving occurs when a person misses experiences
associated with using situations, such as socialization or recreational activities.
The person will initially believe that the craving is physical but when you inves-
tigate further using behavioral analysis (explained in greater detail in Chapter 4),
the craving is not physical at all, but related to missing an experience associated
with using substances. The use of drugs has been paired so closely to an experi-
ence of socialization that the craving may be misattributed to needing the drug
when in reality the person is craving an experience given up to avoid drug-using
situations. Even though psychological cravings are not physiologically triggered,
they can be extremely powerful experiences and often place a person at high risk
for relapse (discussed later in this chapter and in Chapter 7). Treatment for psy-
chological cravings focuses on exposure to emotional triggers, and changing
behavioral responses and beliefs related to expectancies about substance use (see
discussions about therapies in Chapter 5).

Psychological cravings also can be linked to a user’s expectancies, or beliefs
about what substance use will do for him or her. Positive expectancies about sub-
stance use can be related to what is termed euphoric recall of substance use expe-
riences, which simply means that a person remembers the good times of using
while perhaps forgetting or minimizing the memory of bad times. Positive
expectancies often glamorize the drug use experiences by selectively remember-
ing the pleasant using experiences while ignoring the not-so-good experiences.
Expectancies will be discussed in greater detail later in this chapter.
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Third, compulsive drug use also is related to habit. Habitual behavior is
deeply ingrained in our memory processes and often leads to automatic
responses without a moment of pause for the person to consider the actions
before they occur. Habitual memory is part of zzzplicit memory, which is the type
of memory related to automatic behaviors such as driving a car or riding a bike.
Can you imagine unlearning how to drive a car? But in a sense, that is exactly what
a person who has abused drugs must do in order to break a compulsive behav-
ior that may have lasted for many years. Behavioral scientists often will say that
“the best prediction of behavior in the future is what has been done in the past,”
and with good reason, since habits, bad or good, are very difficult to change.

Habitual behavior tends to operate on autopilot, too. An example of how the
automatic processes of habitual memory operate would be an instance in which
you are cleaning house on autopilot, and then you stop for a moment and have
no memory of having dusted the table even though it looks clean. Habitual
behavior often means acting without thinking, so that you often have no aware-
ness of what you are doing at a particular moment (or why). The same is true for
compulsive drug use, when a person may use a drug without even being aware
of what he or she is doing. Habit can place the person in a high-risk situation
before he or she even knows it.

Loss of Control

Loss of control also is typical among people who abuse drugs, and some drug
users will describe their habits as being out of control. Loss of control has been
described as an inability to predict when or how many drugs will be consumed.
Some drug users describe loss of control as powerlessness, meaning that the
desire for substances controls their behavior.

Researchers have not clearly determined what may cause loss of control. How-
ever, we do know from alcohol research that intoxication can lead to what has
been called drug myopia: impaired perceptual abilities caused by intoxication,
causing a person to become more nearsighted, so to speak, to what is happening
around him or her in the environment. Furthermore, drug-induced myopia lim-
its a person’s awareness at the exact moment when he or she is at greatest risk for
being out of control, thus increasing the person’s risk for experiencing a variety
of problems. Drugs often impair higher brain functions associated with judgment,
decision making, planning, and awareness. The impairment of these important
brain functions makes it more likely that the person will be unable to regulate
drug use, and he or she may overindulge in drugs without even realizing it. Loss
of control is likely related to the diminished awareness of how many drugs have
been used while the person was intoxicated. Myopia during intoxication also can
adversely affect interpersonal relationships, since the person may misinterpret
social interactions. Many fights occur while a person has impaired judgment while
under the influence of drugs. Intoxicated drug users are vulnerable to risky behav-
ior not only because of impaired physiological capabilities but also because of
impaired thought and perceptual processes.
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CLIENT HANDOUT

Do You Have a Drug Problem?

I. Have you found it difficult to predict when you will use too many drugs?

2. Do you find yourself trying to control or cut down on your drug use from
time to time?

3. Do you have cravings in which you want to use a certain drug or use
drugs in general?

4. Have drugs caused you some problems or hardships recently, such as
being short on money or contributing to family and relationship stress?

5. Have you used drugs even when you thought it was a bad idea or after
they had caused you some major problems or hardships?

6. Do you have regrets, guilt, shame, or other negative feelings about your
recent drug use?

7. Have you used drugs in situations that were very risky for you?

If you answered yes to more than one of these questions, and you are
currently using drugs, then you may want to consider getting a professional
evaluation, just to be on the safe side.

Another possible contributor to loss of control may be the experience of crav-
ings, discussed previously. Many of my clients have reported that their cravings
contribute to deviation from their treatment goals or to a lapse or relapse. How-
ever, when conducting an analysis of a person’s behavior, therapists often dis-
cover that the craving may have been only the first step toward a feeling of loss
of control, rather than the direct cause of it. This will be discussed in greater
detail in Chapter 7 concerning relapse research; however, to describe it briefly
here, cravings may have been a first step, but the research on relapse suggests
that negative emotions rather than the physical cravings themselves may be the
ultimate trigger for loss of control (Marlatt, 1985; also see section on emotional
factors later in this chapter).

Loss of control also has been linked in some research to expectations. In a
famous study, alcohol-dependent subjects were studied to see whether they lost
control because of tasting alcohol or because of believing they were tasting alco-
hol. At the time of the study, it was believed that loss of control in alcohol-
dependent people was triggered by actually ingesting alcohol. In this study,
however, people who were alcohol dependent and drinking alcohol (but thought
they were drinking tonic water) did not lose control, whereas people who were
alcohol dependent and were 7ot drinking alcohol (but were told that they were)
did report loss of control (Marlatt, Demming, & Reid, 1973).

What is being described is a placebo effect, and placebos have been used effec-
tively for years to treat people medically even though placebos have no active
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medical properties. Some people, including some drug users, are highly sug-
gestible, so that their beliefs about what is being used may be more powerful than
the actual chemical properties of the substance. We do not know how powerful
the placebo effect is under all conditions, but beliefs about substance use prob-
ably do play a part in loss of control.

Other research has found that people who expect to lose control while using
drugs often do so, which provides additional support for the power of beliefs to
affect behavior. Cognitive researchers often refer to this as a self-fulfilling propbecy.
However, in some cases, what appears to be a self-fulfilling prophecy actually
represents an accurate perception by the person of his or her capabilities. In fact,
personal confidence in one’s ability to negotiate a difficult situation without los-
ing control is a potent predictor of drug use. Researchers found that people who
have low confidence in their ability to control their using-behavior in certain sit-
uations often show greater loss of control in those situations. In many cases,
when beliefs predict outcomes, it often is difficult to sort out whether the per-
son’s beliefs make something happen or the person is making a realistic appraisal
of how well he or she will cope with the challenging circumstances. Regardless of
cause, the research does suggest that beliefs may play an integral role in the expe-
rience that drug users describe as losing control (see the discussion of cognitive
risk factors later in this chapter).

The experience of losing control often described by people with drug prob-
lems must be taken seriously. Assessing those situations in which people report
a loss of control may provide clues to whether overuse is related to perceptual
impairment, to cravings, or to a person’s belief system. Interventions to prevent
loss of control will described more fully in Chapter 5.

Continued Use in Spite of Consequences

Drug problems often have associated negative consequences. However, the con-
sequences cannot be assumed to be important to the person experiencing them.
Even though the consequences appear to us to be harmful, there are many times
when the drug user may not have that awareness, or may not even interpret the
consequences in the same way that you or I might. Some of the gulf between
what others see as a problem and what a drug user may see as a problem is likely
due to myopia. The drug user simply may not have awareness because of impair-
ment. However, the drug user also may not consider the consequences to be
important or related to his or her drug use. When this occurs, the drug user may
not be motivated to change, or may even be unaware that behavior change is
desirable. Furthermore, awareness of negative drug use consequences often is
confounded by simultaneous awareness of pleasurable consequences, and the
research suggests that the pleasurable consequences are more likely to be remem-
bered than the negative ones (remember euphoric recall?). The net effect would
be that a person may selectively filter out negative experiences in favor of recall-
ing the positive experiences of using drugs.
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Because consequences are different things for different people, researchers
have been busy studying how to use consequences to encourage motivation to
change drug use. For example, some research suggests that motivation may be
enhanced if the person believes consequences are directly attributable to sub-
stance abuse and that the consequences are in personally important domains
(Blume & Marlatt, 2000). However, there does not seem to be any silver-bullet
type of consequence that will motivate change in all people. In addition, a per-
son with a drug problem must believe that the adverse consequences outweigh
the pleasurable effects in order to be motivated to change (see Chapter 3 for
greater detail on motivating change).

To complicate matters, consequences seem to be perceived differently by
young adults than they are among older adults. Because consequences are per-
ceived differently, their ability to motivate change is different among young drug
users than it is for older ones. For example, some research suggests that tactics
that use fear to motivate change among young adults are not very effective, sim-
ply because young adults do not believe those types of consequences can happen
to them. In addition, young drug users often do not experience immediate health
consequences and sometimes are spared other types of nasty consequences by
the safety nets of families and other social institutions.

So, even though negative consequences often are associated with drug prob-
lems, they often are not experienced the same way from person to person. Dis-
cussing consequences can help encourage behavior change if the therapist knows
which ones to highlight. This kind of clinical judgment usually comes from the
therapist’s seeing a drug problem through the eyes of the client with whom he or
she is working (see Chapter 3 for ideas on how to do this).

Myths Versus Facts Concerning Drug Problems

In addition to common elements that may identify a drug problem, such as the
three C’s, there are also common misperceptions related to drug problems. Many
of these misperceptions have taken on lives of their own, such that people thor-
oughly believe these myths about drug problems are true even though science
has plenty of evidence that they are not. Some of these misperceptions result
from the chasm that exists between science and the treatment of drug problems,
and still others are perpetuated because the media or other public sources speak
with authority on that about which they know little. This section is meant to set
the record straight, because these myths only hurt the people we are attempting
to help. A very interesting article was written more than 10 years ago, entitled
“Taboo Topics in Addiction Treatment: An Empirical Review of Clinical Folk-
lore” (Chiauzzi & Liljegren, 1993). In this article, the authors attempt to set the
record straight on several critical issues related to substance abuse. I highly rec-
ommend reading this article if you have an opportunity and are interested in
learning more about myths that have been perpetuated in the treatment of drug
and alcohol problems. In the remainder of this section, I will discuss 10 common
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myths about drug problems. Some of these myths are mentioned in the “Taboo
Topics” article.

Myth Number 1: People must get treatment in order to get better. In several
research studies, investigators have tracked people with substance-related prob-
lems over time to see what happens. The results from these studies suggest that
some people who get treatment get better; some people do not get treatment and
get worse; and, less obviously perhaps, some people who get treatment do not get
better. But what is most interesting is that a sizeable minority of people with drug
problems receive no treatment but get better anyway, and many stop using drugs
all together. Even though the prevailing wisdom among some in the field is that
you have to get treatment in order to get better, the science does not support that
assertion. This is good news because there are not enough treatment resources
to serve everyone, and it means some people have the resources to solve their
own drug problems. Spontaneous or natural recovery is described in greater
detail later in the chapter.

Myth Number 2: People with drug problems must identify themselves (some feel
publicly) as addicts in order to get better. It may be helpful for some people with
drug problems to label themselves as addicts, but it is clearly not helpful for
everyone. In fact, for a sizeable number of people with drug problems labeling
seems to be harmful and may harm their chances for recovery. The general rule
of thumb in psychotherapy about labeling is that it must be useful to the person.
To be useful to a client, the label must be consistent with the client’s worldview
and must provide for a direct solution to overcome the problem being labeled.
For some clients, being labeled as addicts or as powerless over drugs is contrary
to their worldviews and does not provide a solution within their way of thinking
for overcoming their drug problems. My solution is to let the client decide
whether he or she wants to label himself or herself, and whether that label will
be helpful as the client finds solutions to a drug problem. For some people, label-
ing will not be helpful.

Myth Number 3: You cannot trust a person with a drug problem to tell you the
truth about drug use. Actually, telling the truth about drug use is probably related
more to the level of trust the user has toward others rather than to the drug prob-
lem itself. If the drug user trusts you, then he or she may be forthcoming about
drug use. However, discussing drug use openly is complicated by the fact that
many substances are against the law to use. Because of this, the drug user (from
his or her perspective) has to be very careful what to say to another person. Yes,
a drug user may lie about the drug use if he or she does not trust you. But the
research suggests that if the drug user trusts you, then what is said is likely to be
much more accurate than what you can find out from a loved one or a friend.
After all, a loved one or a friend does not have the constant contact necessary to
know exactly what drugs the client has used.

Myth Number 4: There is a certain type of personality that leads people to addic-
tions. An addictive personality is something that scientists have sought for many
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years with very little success. The belief has been that if such a personality is iden-
tified, then this knowledge might be useful for finding a cure. However, even
though some people clearly have compulsive tendencies, researchers have found
a wide variety of personality types who have problems with drugs. What con-
tributes to the belief that a specific personality type may be at risk for a drug prob-
lem is the high co-occurrence of particular disorders (e.g., Antisocial Personality
Disorder) or the high incidence of particular behavior patterns (e.g., impulsive-
ness) with drug problems. On the other hand, researchers have found that oppos-
ing personality types, such as introverts and extroverts, can have drug problems
and may even use drugs under similar circumstances (e.g., social situations), but
for different reasons. Perhaps more useful than seeking an addictive personality
would be identifying the function of drug use for the person (which will be dis-
cussed in greater detail later in this chapter and in Chapter 4).

Myth Number 5: Exposing a drug user to a drug-using cue is risky during treat-
ment or in early recovery. Although it may seem intuitively to be true that a per-
son may be tempted when confronted with a drug-using cue, such as a bong or
a razor blade, and that exposure to these cues should be avoided, it is absolutely
the wrong way to think about the problem. How likely is it that clients will be
able to avoid all cues related to their drug use for the rest of their lives (or even in
early recovery)? And, if you do not prepare the client for exposure to a particu-
lar cue during therapy, then how can you expect him or her to cope with expo-
sure to the cue later, when a therapist is not around? Cue exposure (Chapter 5)
has been found by research to be incredibly helpful to clients trying to overcome
drug problems. The truth is that we should try to expose our clients to these
drug-using cues while they are in therapy (in a safe environment) so that they have
the necessary skills and confidence to cope with those cues later when they are
not in a safe environment.

Myth Number 6: Therapists are the most important conveyers of behavior change
in treatment. Actually, this is true only in a negative sense, such as when therapists
generate resistance in their clients. Research has shown that therapist behavior
can increase and decrease client resistance. If therapists are directly confronta-
tional in therapy, then client resistance rises, and when therapists reduce con-
frontation resistance falls (even in the same session!). However, clients ultimately
make decisions regarding behavior change, and therapists can only encourage
(or discourage) that process. Therapists can grease the wheels for improvement,
but the client ultimately moves toward change, sometimes in spite of a therapist.
This should be a relief to a therapist or counselor because the responsibility for
change is on the client.

Myth Number 7: All people with drug problems are in denial, and that denial
should be challenged. Related to our discussion under Myth Number 6, we know
that challenging a client in an adversarial way actually decreases the likelihood
of successful treatment, and often leaves a client feeling hostile toward seeking
treatment in the future. Therefore, confronting denial is generally not a good
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idea. Furthermore, what has traditionally been labeled as denial may not be
denial at all. If a person is not aware of the consequences of drug use, there are
other possibilities besides denial, such as cognitive impairment or myopia — or
perhaps the person simply has not experienced major consequences associated
with drug use. Furthermore, I have worked with many people with drug prob-
lems who were very aware of the consequences and of the desirability for change,
but felt discouraged. Discouragement often can be misinterpreted as denial
when in fact it is a problem with confidence and not motivation. Confronting
discouragement will not instill hope. And finally, T have worked with some clients
who were perceived as being in denial by other therapists, but who later admit-
ted they simply hadn’t trusted those therapists enough to open up. Many times
the mistrust was driven by therapist confrontation, personality mismatch, or the
circumstances of treatment (court-ordered). However, what may be perceived as
denial by a therapist or counselor is often nondisclosure related to distrust.

As you can see, the appearance of denial may be a sign of other impediments.
I personally do not find the word denzal helpful because I have seen the label
used in therapeutic settings to denigrate a particular client. Denial has become a
nasty and overused word in treatment, and I have witnessed its being used in
anger by some therapists and counselors as a weapon against their clients. I would
suggest avoiding the term all together in treatment since there is no research to
support that it needs to be identified or confronted in order for a person to get
better.

Myth Number 8: Illegal drugs are generally more addictive than non-illegal
drugs. Research has not found this to be true categorically. Part of the difficulties
with legislating drugs is that political and economic forces often pressure
policymaking decisions. For instance, we know that alcohol is arguably more
dangerous than some of the drugs that are illegal, such as marijuana. Certainly
tobacco is an incredibly destructive drug to millions of Americans, too. In some
cases, the legality or illegality of drugs makes little sense when considering the
relative addictive properties of the chemical and the relative costs to society
related to the misuse of the substance.

The federal government developed a schedule of controlled substances in
order to determine the level of control necessary to protect the well-being of the
populace. This schedule was designed to take into account the relative potential
for harm of a given substance, as well as its relative potential for medical bene-
fit. In theory, as the numbers increase on the schedule (see Table 1.3), these sub-
stances are meant to represent decreasing amounts of risk to a user and
increasing possibilities for medical benefits (a Schedule-1 substance having the
highest risk for addiction and no medical value, a Schedule-5 substance having
the lowest risk for addiction and greater medical value). In reality, the schedules
do not necessarily reflect what the research has found concerning potential risks
for addiction and potential medical benefits. The schedules do not always make
scientific sense because politics have a played a part in their development.
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Schedule Number

Description of Level of Threat/
Value From Substances

Examples of Substances
in This Schedule

High abuse potential with
no medical value in U.S.

Heroin, LSD, marijuana

2 High abuse potential with Cocaine, amphetamines,
possible medical value in U.S. strong opioid medications
3 Medium abuse potential with Acetaminophen (Tylenol)
possible medical value in U.S. with codeine, some
barbiturates
4 Medium to low abuse potential Tranquilizers, phenobarbital,
with possible medical value in U.S. propoxyphene hydrochloride
(Darvon)
5 Modest abuse potential with Mild opioid analgesics, some

possible medical value in U.S.

cough syrups, etc.

Source: U.S. Drug Enforcement Agency (2001). Information available at http://www.
usdoj.gov/dea/.

Myth Number 9: All drug problems are the same and should be treated the same;
and Myth Number 10: Drug problems are progressive and chronic. 1 have saved
these two myths until last because the next few sections will discuss the science
related to these in great detail. To answer briefly, drug problems are not the same
across all people, and therapy should not be developed with a one-size-fits-all
philosophy.

Patterns to Drug Problems
Transient Versus Chronic Problems

Drug problems are not necessarily consistent across all people who use drugs.
There are some people I have worked with as a therapist who reported to me
that they were hooked pretty much from the start, but in all honesty, the major-
ity of my clients had different stories. The more common story is that some peo-
ple begin by using drugs recreationally, then somewhere along the way get into
trouble with that use. Furthermore, there are some people whom therapists
never see who can and do use drugs recreationally without problems. So using
drugs does not automatically mean that addiction is around the corner, nor does
having a drug problem necessarily mean it will always get worse.

With those people who develop drug problems, they do not necessarily expe-
rience consistent problems over time. Some clients do have continuous problems,
a situation often called chronic drug dependence by therapists. However, some
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clients move in and out of problems, so that sometimes they seem addicted and
other times they do not. Therapists often refer to this as an episodic or transient
pattern. Continuous or chronic drug problems often are described as depend-
ence by treatment professionals, whereas the more transient or episodic prob-
lems are often referred to as abuse, although even this distinction is not always
clear-cut (see next section). The Institute of Medicine (IOM; 1990) did an investi-
gation of alcohol abuse as an example, and found that drinking problems changed
drastically over time, and that most people had transient problems whereas only a
very small percentage of people who drank alcohol had severe problems.

Figure 1.1 provides some perspective (using the IOM model) in terms of how
many people who use drugs have severe drug problems. As you can see in this
figure, many people do not use drugs at all, followed by a sizeable minority who
are recreational users, some who may have mild or occasional problems or none
at all, and then a very small minority who have drug problems and who may
require help. Drug use does not necessarily translate into drug problems, nor
does drug use mean a person needs treatment.

Dependence Versus Abuse

The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision (DSM-IV-TR; American Psychiatric Association, 2000) specifies that the
symptoms of substance-related disorders may include tolerance; withdrawal; loss
of control; unsuccessful efforts to cut down or quit; a great deal of time com-
mitted to finding, using, or recovering from using substances; impairment in spe-
cific areas of one’s life; and continued use in spite of negative consequences. To
meet criteria for dependence, the individual must have three or more of these

People who abstain Recreational users Drug problems

Figure I.1: Continuum of drug problems.

Note: The slope of this graph is merely to show the relative number of people who abstain, use
drugs, or have drug problems, in order to provide some perspective.
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symptoms. To meet the criteria for abuse, the individual must experience negative
consequences of drug use to such a degree that it impairs at least one area of life
function (e.g., work, family, social life).

A person can meet criteria for abuse or dependence for one drug and not oth-
ers, although there is concern about what has been referred to as cross-addiction.
Cross-addiction means that a person who is dependent upon one substance may
be dependent upon another, very similar one. An example might be a person
who is diagnosed as dependent upon tranquilizers and who, you may fear, is also
addicted to a similar substance such as alcohol. However, the research is not
entirely clear on whether cross-addiction occurs, and I have known clients who
had very specific problems with one substance who did not generalize into prob-
lems with other, similar substances. A person also may meet criteria for abuse or
dependence for multiple substances; generally, this is referred to more simply as
substance abuse ot substance dependence.

Theoretically, drug “abuse” does not need to involve any evidence of physi-
cal dependence, according to the DSM-IV-TR, although we know that even social
users can experience tolerance and withdrawal. More typically, abuse means that
a person is experiencing negative consequences related to drug use in a specific
life domain, such as impairment in a relationship or problems at school or work.
Drug dependence, on the other hand, often involves physical tolerance and/or
withdrawal (but does not have to, according to the DSM-IV-TR definition),
and/or impairment in multiple areas of one’s life. The odd thing about the DSM-
IV-TR definition is that a person can be diagnosed with drug dependence even
if he or she is not experiencing symptoms of physical addiction. In addition, since
the diagnosis can be made by meeting three criteria out of a possible seven, two
people can be diagnosed as dependent on the same substance and have entirely
different presentations.

The DSM-IV-TR presumes that these diagnoses are linear in that there can be
progression from abuse to dependence, but not vice versa. One criterion for a diag-
nosis of substance abuse is that a person has #zever been diagnosed with depend-
ence on that substance. This definition suggests that a person who is abusing drugs
can get worse (i.e., become dependent), but once dependent remains diagnosed as
drug dependent (although the dependency can be “in remission”). This is much
different than the way other psychiatric problems are generally conceptualized.
For instance, people who experience Major Depression are not thought of as
depressed even when they are not exhibiting depressive symptoms. Major Depres-
sion is described as an epzsode rather than a condition, but drug problems often
are considered to be a condition. As you'll see later in this chapter, research on the
natural course of drug abuse and dependence has found that people generally
oscillate between experiencing multiple problems to sometimes experiencing
fewer or no problems at all, even while still using drugs. This body of research,
referred to as naturalistic studies on the course of substance problems, calls into
question the assumption that drug dependence is a life sentence for all people.
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As you can tell, there are some problems and inconsistencies with how we cur-
rently diagnose drug problems. One size does not fit all when describing or treat-
ing drug problems. Although determining a diagnosis may be important for
determining the type of treatment and for obtaining third-party reimbursement,
the more important issue for treating a drug problem is determining whether the
person has risk factors that would predict more problems in the future, and
then to intervene upon those risk factors. Later in this chapter we will examine the
predictors of worsening problems and who may be at risk.

Psychological Versus Physical Dependence

Another way to conceptualize drug problems is to examine psychological versus
physical dependence on a substance. Psychological dependence is defined by
beliefs: A person thinks he or she needs the substance in order to cope. Physical
dependence, on the other hand, is defined by actual physical changes related to
drug use that may result in withdrawal symptoms and tolerance. However, to
confuse matters, recreational users also may experience tolerance and with-
drawal, so it is important to be careful when using these distinctions to define
whether a person has a drug problem.

Conceptualizing dependence as both psychological and physical acknowl-
edges that drug problems can have psychological, environmental/social, and bio-
logical roots (more follows on these roots in this chapter). Some researchers have
suggested that some drugs, such as cocaine, may not be physically addictive but
can be psychologically addictive since they may be highly reinforcing and very
pleasurable. Personally, I find the distinctions between psychological and phys-
iological dependence irrelevant, since both processes seem interrelated. How-
ever, conceptualizing drug dependence in this way does suggest the importance
of both psychological and medical models to treat people who have drug prob-
lems, which will discussed more fully in Chapter 5.

Spontaneous Remission and Maturing Out

Some people who have drug problems are able to help themselves out of those
problems without treatment. Researchers have studied people with substance-
related problems over decades of their lives to determine what is the natural
course of problems among different people. The results of these naturalistic
studies have been quite interesting and challenge the view that all drug problems
are chronic and progressive. Many untreated people with substance-related
problems in these studies were found to have a more cyclical course in their
addictions, rather than a linear and progressive course. Some people were able
to successfully abstain without treatment even after a period of what would have
been described as severe dependence. The research has found that many people
with drug problems move through cycles of severe abuse followed by periods of
control, sometimes followed by relapse, so that the trajectory may be cyclical
rather than strictly linear. If anything, the natural course of addictions research
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Edison the Experimenter

Edison is a newly married, 23-year-old civil engineer with a brand new
career. He has a great future in front of him — but it didn’t always seem that
way. When Edison was in high school, he was busted once for smoking marijuana
at school and was suspended for a few days. His principal put him on an “at-risk
students” list. In college, Edison made mediocre grades his first two years, major-
ing in partying and minoring in missed classes. However, in his junior year, he found
his passion in an engineering class, and began to spend more time on his studies
and less time smoking marijuana. As a senior, he met Kate, whom he loved dearly.
After a while, the partying just did not seem as important. When he graduated,
he left his partying days behind him, as many youthful drug users do!

suggests that there are individual differences among people with drug problems
and that not everyone follows a traditional trajectory with regard to progression
of symptoms.

In addition, the trajectory of drug problems also can differ according to a per-
son’s age. Young adults diagnosed with drug-related problems in adolescence or
early adulthood have shown the ability to mature out of those problems. Maturing
out is a phrase coined to describe why so many adolescents often naturally out-
grow drug problems. Many of these adolescents could easily be diagnosed by
DSM-IV criteria as having drug abuse or dependence during adolescence or
young adulthood or while in college, but ultimately go on to lead productive and
healthy lives without abusing substances. The research shows that maturing out
typically occurs among young adults after they have graduated, gone to work, or
entered into long-term love relationships. The common denominator for matur-
ing out, we think, is that increased responsibilities usually lead to decreased drug-
related problems. Many young adults show the capacity to move beyond
youthful drug experimentation and abuse when challenged with increased life
responsibilities.

Clinical Versus Nonclinical Populations: Why Some Do Not Mature Qut

There are, however, subgroups of young adults who may not mature out of drug
problems as easily as others. Those who seem to have problems maturing out
usually have other problems that preceded the onset of drug use. For instance,
researchers have found that young adults who have a history of Conduct Disor-
der or who have other psychiatric disorders (such as schizophrenia, Bipolar Dis-
order, depression, Anxiety Disorder, or a major personality disorder) mature out
of drug problems at much lower rates than those who do not have these addi-
tional problems.



20 TREATING DRUG PROBLEMS

-Pi!- Moderate Use After a Problem?

One of the hottest debates in substance abuse research for decades has
been whether people with drug and alcohol problems can ultimately return to
moderate use. At least in the alcohol research literature, the evidence is clear
that some people who meet criteria for alcohol dependence early in life even-
tually no longer meet that diagnosis in spite of still drinking. Research also has
found that many adolescents with alcohol and drug problems are able to mature
out of those problems over time as life responsibilities increase. Although not as
much research has been concerned with the use of substances other than alco-
hol, | certainly have met people who had problems with “harder” drugs earlier
in life who were using nothing stronger than marijuana recreationally later in life.
If nothing else, this controversy has taught researchers and clinicians alike that
not all drug problems are the same, and therefore that not all drug problems
should be treated in the same way.

Progression

Some people who do not mature out of their drug problems may eventually use
drugs continuously with progressively worsening problems. In the 1940s, Jellinek
developed a model for this continuous and progressive disease trajectory based
on personal observations and self-reports from severely alcohol-dependent
clients. The trajectory showed a steady and steep slide from prodromal or early
stages of addiction to chronic late-stage addiction, which ended with either the
death, imprisonment, or recovery of the person. We do not know what progres-
sion may look like for other substances besides alcohol, which was the only sub-
stance Jellinek studied. However, for years many treatment professionals have
believed that this trajectory with its prescribed progression of symptoms and
consequences was the typical course for all addictions.

Clearly, some people have increased difficulties over time with their drug use
and may experience greater losses or worsening consequences, but this is not
true for everyone with drug problems. Sometimes when working in treatment
settings, it feels like it is true, but in treatment settings we see a very limited sam-
ple of all drug users, a sample whose members often do have worsening prob-
lems. There are many people who never darken the doors of treatment who are
different than the clients generally seen by treatment professionals.

Interestingly, Jellinek later modified his model by proposing that there were
five different types of trajectories for alcoholics, three of which he did not con-
sider to be chronic, progressive, or even related to disease (Jellinek, 1960). In
effect, Jellinek was ahead of his time by suggesting more than 40 years ago that
the trajectory for substance-related problems is not the same for all users of
substances.
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Drug Problems: A Biopsychosocial Model

Drug problems likely have multiple causes. To begin with, drug problems seem
to be rooted in biological processes. No surprise here, since the biological
processes related to addiction have gotten a great deal of press. Psychoactive
drugs influence neurochemistry in such a way as to stimulate the pleasure center
of the brain. In this way, drug problems are biologically based. Many researchers
are also searching for possible genetic links that may place a person at risk for
developing a drug problem.

However, drug problems also have psychological and social factors that seem
to contribute to the development and perpetuation of the problem. Researchers
refer to this as a biopsychosocial model (see Figure 1.2) since biology, psychology,
and social/environmental factors are all important for understanding and treat-
ing a drug problem. Notice that the arrows on this model go two ways, indicat-
ing that not only do these factors influence a drug problem, but the drug
problem can influence these factors. Psychological factors may include personal
variables such as the way a person behaves, thinks, and feels. Social factors often
are related to personal interactions but also can be related to environmental fac-
tors. The social and psychological factors are very important to understand in
the development and perpetuation of drug problems because these are the areas
that we will most likely be able to intervene upon and possibly change. We have
not determined how to change biology yet, although some progress has been
made in pharmacotherapy (which will be discussed in Chapter 5).

Within the broad categories of biological, psychological, and environmental
processes, researchers have identified certain factors that seem to increase the
risk of experiencing drug-related problems. There are several different categories
of risk factors that tend to cluster together. However, many of these risk factors

Biological Psychological
Factors Factors

Drug Problems

3

A

Social and
Environmental
Factors

Figure 1.2: The biopsychosocial model of drug problems.
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influence each other, so it is difficult to talk about one without remembering the
others. For the purpose of simplicity, I will classify the risk factors in biological,
environmental, behavioral, cognitive, and emotional categories, although it should
be understood that these risk factors may interact with one another.

Biological Risk Factors

Therapists and researchers have found that a family history of addictions may be
a particularly potent risk factor for drug problems, and the risk seems even higher
if a member of the nuclear family has abused substances. Health care profes-
sionals have noted that intergenerational substance abuse commonly occurs
within families. However, it is not clear how much of the propensity to experience
drug problems within families is genetic rather than behavioral. Twin studies have
suggested that drug abuse may have a genetic component, but more than a decade
of work has not clearly identified the specific genes responsible. Furthermore,
even if a gene pattern emerged for, say, opioid (e.g., heroin) dependence, there
is no guarantee that a similar pattern would be identified for dependence on
another type of drug (say, cocaine). To further complicate matters, intergenera-
tional transmission of substance abuse also can be explained by behavioral factors,
such as modeling by parents’ or siblings’ using drugs in order to escape, avoid,
or cope with stress or problems. Intergenerational transmission of substance
abuse within families is likely a combination of genes, which may cause a person
to be vulnerable or sensitive to drug use, and of maladaptive modeling by fam-
ily members who use substances to cope.

Although genetic research is not conclusive to date, there is compelling evi-
dence that the greatest biological risk factor for having a drug problem is to have
a co-occurring psychiatric disorder. As mentioned previously, epidemiological
research has determined that the co-occurrence of drug problems with psychi-
atric disorders is quite high, with estimates that 1/3 to 2/3 of all drug-dependent
people have at least one co-occurring psychiatric disorder. There is evidence to
suggest that certain mood and anxiety disorders may be transmitted across gen-
erations in families, so it is possible that what is thought to be an intergenerational
transmission of a drug problem may actually be related to intergenerational trans-
mission of psychiatric conditions that may cause a person to be at risk for a drug
problem. Many clients with co-occurring disorders believe that their drug prob-
lems may have started as an attempt to self-medicate their psychiatric symptoms
(self-medication will be discussed in greater detail subsequently). For many
clients with co-occurring disorders, though, it is difficult to parse out what came
first, the psychiatric symptoms or the drug problem.

Environmental Risk Factors

Environmental risk factors also influence the development and course of drug
problems. For instance, poverty has been linked to higher rates of drug problems,
and impoverished neighborhoods usually have higher rates of drug abuse. In
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addition, stress has been identified as a risk factor for the development and per-
petuation of drug-related problems. Many of my clients have told me that their
drug use started as a way to reduce stress or to relax. Many different types of psy-
chological stressors may contribute to drug abuse, including those related to fam-
ily, money, and job stress; unemployment; daily hassles; or major life changes or
crises. There has been speculation on the part of some researchers that crowded
living conditions, often associated with increased psychological stress, also may
be associated with drug abuse, although this would be difficult to determine
absolutely since crowding and poverty usually go hand in hand.

The same can be said for education, which is generally considered to be a pro-
tective factor from problems, meaning that increased educational training usu-
ally means a person s at less risk for drug-related problems. However, education,
too, is highly associated with income, so it is unclear what is really protective from
drug problems — financial security or higher education. On the other hand, col-
lege students tend to have increased rates of drug usage while they are in school
(as mentioned previously) before the use tends to subside after graduation, so
education is not always protective from drug use but perhaps reduces the likeli-
hood lof long-term destructive abuse.

Other environmental stressors linked to drug problems include physical or
emotional abuse, traumatic events, and oppression. A significant body of
research has studied the relationship of abuse and trauma with drug problems
(see the discussion on shame later in this chapter). Many people who go on to
develop drug problems in life have a history of being physically, emotionally, or
sexually abused, although ascertaining exactly how many people have been vic-
timized is difficult because of the sensitivity of the topic. Epidemiological esti-
mates that I have seen suggest that 10% to maybe more than 50% of all people
with drug problems may have been abused in some way, depending upon the
definition of abuse and the population being studied. The association of abuse
with drug problems is significant and certainly warrants attention. However, ask-
ing a person about abuse has to be done very skillfully and with caution (see
Chapter 5 for greater discussion).

One area of research related to abuse or neglect has to do with how well a per-
son fits within his or her social environment. One researcher, Marsha Linehan
(1993), has talked about how a poor fit with the social environment (viz., not fit-
ting into the family, school life, or other important social networks) may cause
psychiatric problems if the poorness of fit causes the person to feel like an out-
sider or to feel constantly invalidated or put down. Many of my clients have told
me that they have not felt part of their families or that they did not fit well into
society in general, or have described themselves as black sheep. Abuse and neg-
lect lead to an invalidating environment, but so can mismatches of personalities
within families or mismatches of behavioral patterns with social norms. Fur-
thermore, there is evidence that the way emotion is expressed in families can be
associated with a poorness of fit that can influence the course of drug problems.
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Many of my clients have talked about this as contributing to the feeling that they
did not belong or were not accepted in their families (see the discussion later in
this chapter about familial factors).

Many clients from ethnic-minority groups also feel a poorness of fit with the
majority culture. Majority culture often has vastly different expectations for
behavior and relationships and vastly different values than those held within
many ethnic-minority cultures. Some researchers have suggested that being com-
petent in a culture may be an important skill to have for good psychological
health. Some of this research suggests that the ability to function competently in
all the cultures in which a person dwells, such as the home culture and the cul-
ture of the larger society, may be associated with less risk of drug problems, pre-
sumably because a person has the requisite skills to successfully negotiate his or
her different worlds.

Furthermore, many of the ethnic-minority clients I have worked with report
experiencing varying degrees of prejudice and cultural isolation as well as report-
ing some degree of culture shock and problems adjusting to the majority culture.
Some clients report using drugs to seck relief or escape from the environmental
stressors related to prejudice and cultural shock. Others have candidly told me
that their drug use was an act of defiance toward what they consider to be an
oppressive majority society.

In addition, societal expectations about substance use seem to be related to
the susceptibility of societal members to experience drug-related problems.
Many respected researchers believe that exposure to responsible substance use
in society early in life may promote more moderate substance use in those soci-
eties where such behavior is sanctioned. One striking example is the Nether-
lands, which legalized marijuana use in coffee shops two decades ago but
currently has lower marijuana abuse rates than the United States. We have no
idea whether this kind of societal exposure would work with more potent sub-
stances than marijuana, although the same results have been found for alcohol
in France, which has a much lower cirrhosis rate than the United States even

though French citizens usually drink for longer portions of
their life spans.

In particular, the United States has an interesting history
of tension between trying to solve drug problems through
for the body of a person by  the legal system versus through treatment services. In some
ways, these approaches are diametrically opposed to each
other, since one approach focuses on punishment whereas
the other focuses on care. More recently, these two
—PLAT0  approaches to dealing with drug problems have been

“[1]t would be madness to
settle on medical treatment

taking an opinion poll of
the neighbors. .. .””

merged creatively in so-called drug courts, which have
mandated treatment to inmates as an alternative to prison time. Research clearly
supports that treatment is more effective than imprisonment in resolving drug
problems. In addition, prisons in the United States are bursting at the seams,
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with more than one million people incarcerated on drug-related charges. Other
societies, including Australia and some nations in Europe, have been relying
more heavily on prevention and treatment instead of the court system, and have
either reduced legal penalties or decriminalized drug use entirely while increas-
ing the resources dedicated to helping those with problems or at risk for devel-
oping problems. It is unclear at this time whether the overburdened prison
systems may cause U.S. public policy on incarcerating drug users to be recon-
sidered in the future, but the data are quite clear that treatment, as opposed to
imprisonment, saves taxpayers money in the long run.

In addition to biological and environmental factors that influence the onset
and course of drug-related problems, there also are many individual risk factors.
These variables can include those related to a person’s actions or behavior, those
related to the way a person thinks, or those related to the experience of emo-
tions. The next few sections will discuss in detail these personal variables that
can be related to drug problems in some people.

Behavioral Risk Factors

As mentioned, researchers have been searching for many years for a personality
pattern or a psychological profile for people who have drug problems, without
success, in spite of the belief by many that such a personality type exists. How-
ever, behavioral principles may explain the addictive behavior patterns that we
may see even if people with drug problems exhibit varying personality types. For
instance, positive reinforcement, which is akin to receiving a reward or something
pleasurable after a specific behavior occurs, will encourage the person to repeat
that behavior. Positive reinforcement can happen after a person has used a psy-
choactive drug if he or she begins to feel relaxed, numbed, excited, or high — in
other words, if the experience is pleasurable.

However, reinforcement does not necessarily happen all the time or even reg-
ularly. For example, even though many of us work every day, we do not neces-
sarily get paid at the end of that day for what we did. And in some instances
reinforcement is unpredictable, like when you receive an unexpected phone call
that is rewarding to you from a close friend. When reinforcement doesn’t occur
in a predictable way, it is referred to as being on a variable or intermittent (ran-
dom or unpredictable) schedule (or pattern). Behavioral researchers have found
that a variable reinforcement schedule produces behavior patterns that are much
more difficult to change than behavior patterns reinforced regularly.

The variable reinforcement pattern is complicated by certain beliefs that peo-
ple have about what drugs can do for them. Many clients I have worked with
engage in a type of thinking about drug use that is very similar to what is called
the gambler’s fallacy: the belief that the odds favor getting lucky the next time
after a losing streak, even though the reality is that the odds of winning remain
the same regardless of what happened before today. Many of my clients tell me
(wishfully) that the next high will be a good one, even if the last 10 have not been
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good, believing (errantly) that the odds favor it. The reality, of course, is that the
occasional rewards keep people hopeful that the next time will be the jackpot
high that they are seeking (maybe even as good as the ones they experienced
prior to the development of tolerance).

Drug use also can be negatively reinforcing for a person. Negative reinforce-
ment makes it likely that the person will repeat the behavior, just as positive rein-
forcement does, but in a slightly different way. In negative reinforcement, the
reward occurs when the behavior is followed by removal or reduction of some-
thing aversive to the person, or of a negative consequence, therefore making it
likely that the behavior will be repeated. Sometimes negative reinforcement may
involve the lifting of a punishment. Drug courts use negative reinforcement by
suspending or reducing a prison sentence if the person complies by completing
treatment successfully. In another case, negative reinforcement may involve the
reduction of nasty physical withdrawal symptoms. In this instance, using drugs

Reinforcement Can Help Drug Use
Become a Habit

Reinforcement is something that happens after a behavior that makes it
likely that the behavior will be repeated, and it can be both positive and nega-
tive. Reinforcement is different than punishment. Reinforcement encourages
repeating a behavior, whereas punishment discourages repeating a behavior.

Some find it difficult to understand differences between positive and nega-
tive reinforcement, and often confuse negative reinforcement and punishment:

* Positive reinforcement = pleasurable consequences related to substance use

* Negative reinforcement = reduced emotions, withdrawal, or psychiatric
symptoms

Positive and negative reinforcement play a part in establishing the addictive
process.

Reinforcement often happens more than once, and sometimes with a pattern:

* Continuous reinforcement means that drug use is reinforced after every use,
but this pattern is less likely after tolerance develops.

* Variable or intermittent reinforcement happens after tolerance develops, and
occurs in a random and unpredictable fashion that keeps the person return-
ing to the drug for the next good high.

* People with drug problems often experience variable reinforcement — both
positive and negative — when they use, because the drug makes them feel
better, but only occasionally and unpredictably.
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may be reinforced if the use helps the person avoid getting the shakes or chills.
Just like positive reinforcement, negative reinforcement can be on a variable or
intermittent schedule, meaning that sometimes using a drug averts withdrawal
symptoms, but not always. Drug problems may develop as a consequence of hav-
ing drug use “shaped” by the pattern of seeking pleasure and avoiding discom-
fort. In the beginning of the vicious cycle, the compulsion to seek and use drugs
may begin in order to seek highs and avoid lows, but eventually, as the behavior
becomes habit and the reinforcement becomes less predictable, the pattern may
take on a life of its own.

Clients often talk about using drugs to self-medicate pain or emotional dis-
comfort, or symptoms related to other psychiatric disorders. Self-medication also
can be thought of in terms of negative reinforcement. The person may believe
that drug use reduces aversive psychiatric or physical symptoms, such as depres-
sion, anxiety, or chronic pain — and occasionally it may. However, the research
suggests that drug use probably will worsen the symptoms over the long term
rather than improve them. But since the drug use has been negatively reinforced
at times by symptom reduction, the client may continue to use the substances
under the belief that the drugs will medicate the symptoms #his time.

Finally, drug problems often are a function of poor coping skills. Sometimes
people will turn to drugs to cope with stress or avoid problems. Drugs may
become a kind of solution for people when they do not have other means for
coping or solving problems. There is a body of research that suggests that many
people with drug problems have difficulties with skills such as assertiveness or
problem-solving abilities. Because they are not able to assert themselves effec-
tively with other people, they often find themselves having difficulties in social
relationships or being socially awkward. Others may feel trapped because they
are unable to solve problems methodically. There are solutions for these diffi-
culties, namely teaching these skills, which will be discussed in Chapter 5.

Cognitive Risk Factors

A person’s belief system also can influence drug use patterns. Many clients have
certain beliefs about what the drug will or will not do for them. These beliefs
about the effects of a drug are called expectancies. Expectancies can include pos-
itive or negative beliefs about the effects of using the substance. Expectancies
are very powerful beliefs and difficult to change. In fact, research has found that
positive expectancies about drug use can remain ingrained even after a person
has not used the drugs for some time! Positive expectancies make it hard for peo-
ple to want to change since they believe that using the drugs will do good things
for them, such as reducing anxiety or depression or improving their social lives.
Related to expectancies is what some psychological scientists have called the self-
Fulfilling prophecy, which concerns how a person’s beliefs about outcomes can
lead that person to act a certain way in the future (in effect, confirming what the
person believed to be true all along). In this research, as mentioned earlier, if
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people believe something will happen a certain way, they may actually act in ways
that make the predicted outcomes happen without being aware of doing so. The
consequences of using drugs can often be a function of what a client believes
about the outcome.

Another important cognitive risk factor concerns whether people believe they
have the ability to control their behavior in certain situations. Researchers have
found that self-efficacy (Bandura, 1997), or the perception of control and mas-
tery in a particular situation, can influence whether a person has problems with
drugs. If people have low self-efficacy (i.e., low competence and little confi-
dence) in particular situations for coping without using drugs, then they may lose
control of their drug use in those situations. It is unclear whether low self-effi-
cacy may be a realistic appraisal of one’s ability or whether these beliefs are like
a self-fulfilling prophecy. Regardless of the reason, self-efficacy seems highly
influential of drug use patterns. As previously suggested, hopelessness and dis-
couragement may lead a person to give up trying to overcome a drug problem.

Thoughts Can Influence the Course
of Drug Use

Cognitions are beliefs that contribute to drug use behavior. The following
are important beliefs that have been associated with drug use:
* Expectancies about the drug use
* Self-efficacy about drug use behavior
* Awareness of consequences of drug use
* Level of motivation to change drug use

* Neurocognitive problems associated with drug use
Common emotions associated with addictive processes include the following:
* Anger
* Sadness and grief
* Shame and guilt
* Regret and rumination
* Boredom
* Happiness

Many chemically dependent clients have difficulties identifying and regulating
their emotions, much to their detriment.
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Cognitive Problems Related to Substance Abuse

Additionally, chronic drug use has been linked to neuropsychological problems
that in turn make it harder to stop the cycle of abuse. Psychoactive drugs by def-
inition affect the brain, and long-term or acute exposure to psychoactive sub-
stances can be toxic. Furthermore, we know that drug abuse can increase the
risks of stroke, brain injury related to accidents, malnutrition, or liver damage,
all of which can adversely affect brain function as well.

Memory difficulties among people with drug problems are common, includ-
ing noticeable short-term memory deficits. These memory problems seem to be
more noticeable when a person is under stress, or when confronted with a new
and complicated problem to solve or a learning task, which of course would com-
plicate the ability to change behavior. The research suggests that long-term mem-
ory may be less affected than short-term memory, which is both good and
not-so-good news. The not-so-good news is that long-term memory is suspected
to be the source for memories associated with positive expectancies for drugs,
which may explain why expectancies remain entrenched.

Chronic or acute drug use also has caused problems with other, higher brain
functions related to the ability to solve problems, control impulses, think
abstractly, and be attentive, and to plan, initiate, and stop behavior. These would
be important skills to alert a person to the fact that his or her drug use may be
causing problems, to allow the person to consider alternatives, and ultimately to
enable the person to change behavior successfully. There is some reason to sus-
pect that impairment of higher brain functions and memory may be partially
responsible for perceptual problems related to drug use. Lacking awareness
about having a drug problem or about the desirability of reducing or stopping
drug use may be related to not tracking very well cognitively. As mentioned ear-
lier, what is called denial by treatment professionals may really be cognitive
impairment.

Researchers used to believe that cognitive problems developed only after
chronic abuse of substances, but more recent evidence suggests that these prob-
lems can develop rapidly. Certain people might be more vulnerable than others
to the effects of substances on their brains. Some adolescent drug users have
shown evidence of cognitive problems, and recent research has found that the
adolescent brain may be highly vulnerable to toxic effects of chemicals. Some
substances, such as methamphetamine and cocaine, can cause mini-strokes that
drug users may not even be aware of, and these mini-strokes can cause subtle but
potentially important changes in memory and higher brain functions.

What has been difficult to determine is whether the neuropsychological prob-
lems are consequences of the abuse, or whether some of these cognitive problems
may have preceded drug use. For example, many people who have drug prob-
lems also exhibit signs of hyperactivity or attention problems, but it is unclear
whether these problems preceded the drug use or whether the drug use caused
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the problems. In addition, some people seem to have problems with impulse
control or exhibit antisocial behavior even before using the substances, and these
difficulties may be related to premorbid neuropsychological problems, such as
an undiagnosed head injury. We do not know for sure, but it seems likely that for
some people neuropsychological problems may have made them vulnerable to
developing drug problems.

Additionally, impulse-control and attention problems, hyperactivity, and even
antisocial behavior could be caused by a prenatal exposure to psychoactive drugs
that escaped detection. Research has linked these conditions with known prena-
tal toxicity, and the consequences of low levels of prenatal exposure to psy-
choactive substances can sometimes be missed. In these instances, the symptoms
are more likely to be observed as behavioral and attributed to other causes (such
as Attention-Deficit Disorder). Recent research also suggests that children of
mothers who may have used substances during pregnancy also may be at risk for
drug problems later in life (Baer, Sampson, Barr, Connor, & Streissguth, 2003).

There is some good news, in that brain function begins to improve in most
cases when drug abuse is stopped, and the improvement may continue for many
months. Improvement often begins after the detoxification period, when mental
confusion and some acute cognitive problems often improve rather dramatically.
Other cognitive problems, some of which can be subtler and more difficult to
detect, may persist for several months or years, as mentioned; but eventually
many are reversible.

Emotional Risk Factors

Emotions also can play a role in the development of a drug problem. To begin
with, many people who have drug problems have difficulties labeling what they
feel. When queried about their feelings, many clients cannot tell you what they
are feeling at that moment, often confusing one emotion with another (e.g., anger
for shame or embarrassment) or a thought with an emotion (e.g., when asked,
“How do you feel about that?” the individual may reply, “It was unfair” instead
of “T was angry and hurt”). Understanding why many drug users have problems
identifying their emotions is not difficult. Many people are using drugs in order
to alter their moods and emotions, so obviously this alteration can blunt emo-
tions over time. Many of my clients have made no bones about using drugs to
avoid or escape certain emotions. So it is no great surprise that people with drug
problems would have difficulty knowing what they are feeling, since the function
of their drug use may have been to avoid feeling for many years.

People with drug problems often have difficulties expressing their emotions
as well as identifying them. This difficulty has been attributed by some
researchers to having emotional dysregulation, which simply means lack of skill
at controlling or expressing emotions. Like cognitive problems, the problem of
emotional dysregulation may be a consequence of substance use over time. How-
ever, the emotional vulnerability of the person may predate the substance use. If
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the person was emotionally vulnerable, substance use to avoid emotions may
have seemed like a very attractive option. Many clients have shared with me that
they feel emotionally vulnerable, or describe their experience of emotions as
more intense than it must be for other people. Certainly some people seem to be
highly sensitive to emotions expressed by others, often wearing their hearts (or
emotions) on their sleeves, so to speak. Research seems to support the notion
that some people are more sensitive to emotions than others, just as other evi-
dence exists that some people with seasonal depression are more sensitive to
amounts of sunlight than the average person. In addition, some of the emotional
vulnerability being described may be attributed to temzperament. Developmen-
tal researchers have suggested that a person’s disposition toward expressing
emotion and interacting with others may be set at an early age. A person’s tem-
perament also may influence how that person reacts to the emotions and behav-
ior of other members of his or her family (see more on temperament under
familial considerations in this chapter).

Furthermore, many substance users were reared in families that expressed
emotions inappropriately. Parents and others in the home may not have been
very skilled at expressing emotions themselves, and modeled inappropriate
expressions of emotions for the children. This would certainly have been true in
families in which substances were being abused, or where trauma, abuse, and
neglect occurred. For instance, if emotional volatility was normative in the fam-
ily, then a person reared in that family might consider emotional volatility as nor-
mative in the real world. On the other hand, if emotional expression was
punished, then a person reared in that family might be averse to expressing emo-
tions as an adult. In my experience, clients reared in families where emotions
were taboo or underexpressed often have problems confusing emotions with
thoughts.

Other clients may be very good at expressing one particular emotion, so well
in fact that they will often express it to the exclusion of other emotions. An exam-
ple is the client who has no problem identifying that he or she is angry, and is
angry often, but rarely expresses emotions other than anger. It is almost as if the
anger drowns all the other emotions out. Some of my clients have drowned out
certain emotions to avoid other, more aversive feelings, such as embarrassment
or sadness.

The expression of emotions in inappropriate ways can cause a vicious cycle for
a person. For example, expressing emotions inappropriately can cause problems
with interpersonal relationships. If a person is perceived as emotionally awkward
or volatile, others may go out of their way to limit contact with that person. The
result may be increased social isolation, which in turn may reinforce the belief by
many clients with drug problems that they are social misfits (recall the earlier dis-
cussion about environmental risk factors). In addition, the disinhibiting effects
of drugs may exacerbate emotional dysregulation, potentially making the dys-
regulation that much worse.
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Emotions Can Trigger Drug Use

¢ Difficulties experiencing and expressing emotions can sometimes be at the
heart of a drug problem.

* Some people may be emotionally vulnerable and may use drugs to control
the experience of emotions, but using often causes consequences that can
lead to increased emotional vulnerability.

* Some people with drug problems have difficulties with emotional dysregulation,
which means they may under- or overreact to the experience of emotions.

In general, strong emotions can be potentially risky for people with drug
problems, especially for people who are using drugs to cope with emotions. For
instance, the expression of anger is very commonly associated with aggression,
and frequently drug problems and aggression go hand in hand. Part of the rea-
son for this association is likely the high co-occurrence of Conduct Disorder and
Antisocial Personality Disorder with drug problems. Anger is a very commonly
experienced emotion for people with these disorders. A person who is aggressive
while using drugs also complicates his or her situation since aggressive acts often
cause more problems.

Even for those clients without conduct problems, anger often is an integral
part of the drug problem. Frequently the person is angry because of neglect or
abuse, or the person may have been frustrated because of not being able to cope
adequately with life problems. Some of my clients have described anger as a
shield that helps them deflect painful events and protects them from people per-
ceived to be hurtful. The shield of anger also may be used when a person feels
like he or she is losing control, which happens frequently when a drug problem
is involved.

But anger is not the only emotion that plays a part in drug problems. Grief and
sadness also are commonly experienced by people with drug problems, but they
are often hidden behind the shield of anger. Grief and sadness may predate the
substance abuse, and the person may use drugs to avoid thinking about the
events that prompt the sadness or grief. Grief and sadness may be related to
past events involving abuse, neglect, or loss, or sometimes it is a by-product of
depression. But grief and sadness also may develop because of the consequences
of drug problems. People who have drug problems are at great risk to incur a
number of aversive consequences, such as major and stressful life changes and
losses, unemployment, relationship and family problems, financial and prop-
erty losses, exposure to violence, loss of contact with (and possibly the death of)
family or friends, illness, poverty, homelessness, loss of self-respect, and poten-
tially even the loss of important values or spiritual meaning and purpose. It is
rare to find a person with a drug problem who has not experienced a major loss
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or does not have some major regret. Although the loss itself is not always attrib-
utable to drug use, the person may be using drugs to avoid remembering the loss.

Interestingly, the research suggests that for many people the day-to-day has-
sles of living are more difficult to cope with than the larger-than-life changes we
each occasionally experience. People often are able to meet the major life chal-
lenges, but get battered over time by trying to live with the little daily hassles.
Daily hassles are perceived as never-ending annoyances that can cause a great
deal of frustration and stress to build up slowly over time. Sometimes daily has-
sles influence drug use more than crises. I have had some clients who are able to
rise to the challenges of major life events, but then falter when trying to negoti-
ate day-to-day living activities.

Another potentially toxic emotion linked to drug problems is the experience
of shame. Shame as a consequence of being abused has been cited by many peo-
ple with drug problems, especially women, to be related to subsequent drug use.
Even if a person was not abused prior to using drugs, he or she is at high risk for
being abused while using drugs, because people often are vulnerable to being
victimized when impaired. Previous research has found that many adults are
under the influence of psychoactive substances when they are victimized, and of
course the research also finds a strong link between substance impairment and
perpetration of violence. Shame does not necessarily have to be the result of
abuse or victimization, though. Shame can accumulate as the direct result of the
perception of personal failings or falling short of personal goals related to drug
problems.

Another emotion linked with drug problems is guzlz, which, unlike shame, is
related to violating personal principles, rules, or interpersonal trust. However,
the assumption that all people with drug problems feel guilty about their behav-
ior is in error. For example, people with drug problems who also have Antisocial
Personality Disorder will not likely feel guilt or remorse, which can complicate
motivating behavior change in those people. Since antisocial personality fre-
quently co-occurs with drug problems, treatment professionals cannot assume
that all clients will feel guilt as a result of drug use. One caveat is worth noting
here: Antisocial Personality Disorder by definition includes scrapes with the law
and problems with authority. Although the co-occurrence of this (and of many
other disorders) is associated with drug problems, there has been speculation
that people who use drugs may be overly diagnosed with this disorder simply
because drug use is a crime. One must be careful to account for the illegality of
drug use when determining whether a person is truly antisocial or whether the
person is simply a drug user who got caught doing illegal drugs.

Many drug users without antisocial features will feel some degree of guilt as a
result of their drug use and associated behaviors. Frequently, clients will have
behaved while under the influence of drugs in ways that may have violated their
principles, or may have taken advantage of others. Clients may have hurt other
people, conned other people, violated their own belief systems, or violated the
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trust of others. Behaviorally speaking, the best way to combat guilt is to use cor-
rection or overcorrection, which will be discussed in Chapter 5. Research on the
determinants of relapse have found that shame and guilt can derail efforts to stop
or reduce drug use, and that many times people will use drugs again in attempts
to avoid feeling ashamed or guilty (Marlatt, 1985). This sets a drug user up for a
vicious cycle of experiencing noxious shame and guilt, followed by substance use
to ameliorate these feelings, which then places the person in situations where he
or she is vulnerable to doing something else that will increase shame or guilt.

In addition, both rumination (unhelpful thoughts that spin around like a
treadmill in a hamster cage and stop forward progress in life) and regret are asso-
ciated with drug problems for a couple of important reasons. To begin with,
rumination and regret often are the result of poor choices related to poor judg-
ment. Obviously, being impaired by drug abuse can cause poor judgment and a
wide range of consequences that can contribute to ruminative thoughts and
regret. Drug problems cause interpersonal problems, lost opportunities, or even
violations of trust with people who are important to the drug user. Rumination
and regret also may be related to missed opportunities or to not reaching
personal goals or expectations. Since drug use often impairs a person’s ability
to think and reason clearly, negative consequences that can contribute to rumi-
nation and regret are often the result. However, experiencing rumination
and regret is not necessarily the end of the story, because my own research sug-
gests that uncomfortable experiences such as these may prompt a person to con-
sider changing his or her substance use (Blume & Schmaling, 1998; Blume,
Schmaling, & Marlatt, 2001).

Joy for Joyce

Joyce, a 36-year-old woman who was trying to overcome a problem with
Xanax (alprazolam), had found that things were going quite well in her life. She
had a much better relationship with her children since she stopped using the
Xanax, work was much easier than before, and she was dating a person who
seemed much nicer than the others she had dated before she quit the drugs. It
was not always easy, though. When she first stopped, she felt so anxious that she
thought her insides were going to shake out, and she found herself alternating
between being really irritable and being really tearful. After a while, her moods
leveled out and she began to experience great satisfaction in her life. That joy
scared her and she thought about using again because she was not sure how to
cope with this experience of joy. In some ways she felt guilty about feeling so
good after feeling numb for so long. Today, she is grateful to have that joy, and all
the other emotions — including the not-so-good ones, because they remind her
that she is alive instead of numb.
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Rumination and regret also may be frequently experienced simply because
depression and anxiety often co-occur with drug problems. Rumination and
regret are common symptoms of depressive and anxiety disorders. When a per-
son ruminates, the obsessive thinking tends to keep the person depressed
because the problems seem unsolvable. Problem solving is paralyzed by the
hopelessness, worry, and regret that engulf a person. It is difficult to determine
whether the depression or anxiety preceded or are a consequence of the drug
problems, so it is important to treat the drug problems and depressive symp-
toms/anxiety simultaneously when they co-occur. This will be discussed in detail
in Chapter 5.

For some people, boredon: has been associated with excessive drug use. There
is a growing body of research looking at how unstructured time is related to sub-
stance abuse, especially among young adults. Unemployment also can be a risk
factor for increased substance use. Many of my clients have told me that they fre-
quently used drugs to overcome boredom and fill the time. Similarly, risk- or
sensation-seeking behavior is associated with drug problems, and boredom in
combination with risk seeking and impulsiveness can be particularly dangerous
for some drug users. Some psychiatric disorders that commonly co-occur with
drug problems are defined by these particular behaviors — for example, con-
stant feelings of boredom or emptiness are common with Borderline Personality
Disorder, and risk- or thrill-seeking is also common among people with Conduct
Disorder or Antisocial Personality Disorder. So for some people with drug prob-
lems, structuring time and finding ways to have exhilarating experiences without
drugs will be important for behavior change to occur.

Finally, and surprisingly to some, happiness and joy can cause problems for
some people with drug problems. The reason? The experience of happiness and
joy may be so overwhelming to a person who otherwise has difficulties with emo-
tional dysregulation or who has not experienced much happiness or joy in his or
her life that it may cause the person to feel off balance or uncomfortable with the
experience. Regardless of whether the emotions are positive or negative, some
people do not know how to handle emotional experiences appropriately. Some
of my clients have told me that happiness and joy were paired with drug use to
celebrate an occasion, which of course often led to a loss of the happiness and
joy after the celebration. Others described their first experiences of joy in many,
many years as foreign and awkward, and some had the opinion that they were not
entitled to experience joy (probably as a result of shame and guilt). Many times
they would sabotage the experiences of happiness and joy by using drugs to
avoid the strangeness of these emotional experiences.

Some clinicians and researchers have noted that drug problems seem inextri-
cably linked to problems with emotions. Certainly, many studies have found evi-
dence for links between emotions, especially extreme emotional experiences, and
drug abuse, and such links are frequently described in the personal stories told
by drug users. However, the relationship between emotions and drug use is
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complicated and likely influenced by all the other risk factors discussed previ-
ously in this chapter.

In summary, there are many internal and external factors associated with the
development and perpetuation of drug problems. Genetic factors or a family his-
tory of substance use are beyond our control to change at this time, but these
factors may help us identify people at risk and target them with prevention
strategies. However, environmental, behavioral, cognitive, and emotional risk
factors are changeable. Until more is known about biological and genetic pre-
cursors to drug problems and how to treat those risk factors, intervening upon
the environment, behavior, cognitions, and emotions provides the greatest hope
for helping a person who is experiencing or may be at risk for experiencing a
problem with drugs.

Epidemiology of Certain At-Risk Populations

There are differences in drug use and drug problems across different subgroups
of the population. For example, drug use patterns may differ slightly across
ethnic-minority groups (see Table 1.4), so it is important to be aware of which
drugs are more commonly used by the community you serve. Specific ethnic-
minority groups have higher prevalence rates for drug problems than the
national norm. Epidemiological research has found that American Indians and
Alaska Natives have the highest psychoactive-substance dependence rates of any
ethnic group (13.9%; SAMHSA, 2003), but they also have much higher absti-
nence rates than the national norms. On the other hand, Asian Americans have
the lowest rates (3.6%) of abuse of any ethnic group. There also are gender dif-
ferences within ethnic groups that are not readily apparent. As an example, sub-
stance dependence rates are much greater for Hispanic/Latino men than women.

In addition, people with psychiatric disorders commonly have co-occurring
drug problems, perhaps as an attempt to self-medicate the symptoms of these
disorders. Therapists should be aware that several types of psychiatric disorders
commonly occur with drug problems (see Chapters 2, 4, and 5 as well). Among
the most frequently co-occurring disorders with drug abuse are mood disorders,
such as depression and Bipolar Disorder; anxiety disorders, including Panic
Disorder, Posttraumatic Stress Disorder, and Social Phobia; schizophrenia;
Antisocial Personality Disorder; and Borderline Personality Disorder. In addi-
tion, people who have chronic physical pain have an elevated risk of abusing opi-
oid pain medications, especially if their physicians have been undermedicating
the pain (which tempts the person to seek more medication). In many cases,
though, people with chronic pain had problems with substance use before the
injury (sometimes the injury was a result of that abuse), and many others have
co-occurring psychiatric disorders as well that complicate things.

Although these different populations are known to have higher than average
prevalence rates for drug problems, they do not seem to be secking treatment or
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Table 1.4: Substances Most Commonly Used for Nonmedical Purposes (Excluding
Alcohol and Tobacco) During Previous Month Among Members of Racial/Ethnic
Groups in the United States (Ages 12 and Older) 2001

Racial/Ethnic Group Most Commonly 2nd Most 3rd Most
Used Drug Type Commonly Used Commonly Used
Drug Type Drug Type
African Americans Marijuana (5.6%) Prescription Cocaine (0.8%)

drugs (1.6%)

Asian Americans Marijuana (1.7%) Prescription Hallucinogens
drugs (0.8%) (0.6%)

Hispanics/Latinos Marijuana (4.2%) Prescription Cocaine (1.0%)
drugs (1.9%)

American Indians/ Marijuana (8.0%) Prescription Hallucinogens
Alaska Natives drugs (2.3%) (0.2%)

Native Hawaiians/ Marijuana (7.1%) Prescription Inhalants (0.2%)
Pacific Islanders drugs (1.1%)

White non-Hispanic Marijuana (5.6%) Prescription Cocaine (0.7%)
Americans drugs (2.3%)

Source: SAMHSA (2001). State Estimates of Substance Abuse. Available at http://www.
oas.samhsa.gov/

therapy in large numbers. In the United States, state and national statistics con-
cerning how many have sought and successfully completed treatment are dis-
turbing, suggesting that many of these high-risk groups may be grossly
underserved (also see Chapters 4 and 5). It is unclear exactly what is preventing
successful treatment seeking and completion by these high-risk populations, but
the National Institutes for Health (NIH) is encouraging research to investigate
these disparities in mental health services. To give you a sense of who is being
served, Table 1.5 shows the recent figures, by age and racial-ethnic group, for
how many of those who need treatment are actually receiving it.

Influences of Age and Gender

Young people tend to be at greater risk to use and abuse drugs than older
adults, but many tend to mature out of this behavior, as mentioned earlier. Many
drug users will give up drug use when they begin to assume vocational and fam-
ily responsibilities. A minority of recreational drug users seems to go on to
develop problems later in life. The length of time passing between the first use
of a substance, and whether (or when) the user becomes dependent upon that
substance, seem to be a function of the person’s physiology, the potency of the
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Table 1.5: People Needing Drug Treatment in 2000
Who Actually Received It

Population Group Percentage of Those Needing
Treatment Who Received It

By age

Ages 12-17 years 1.4
Ages 18-25 years 8.6
Ages 26+ years 26.3
By gender

Men 15.0
Women 19.0

By race or ethnicity

African Americans 18.7
Asian Americans <5.0
Hispanics/Latinos 9.0

American Indians/Alaska Natives 8.7

Native Hawaiians/Pacific Islanders 30.0
White non-Hispanic Americans 17.8
Total for all U.S. in 2000 16.6

Source: SAMHSA (2000). Treatment Episode Data Set. Available at http:
/lwww.dasis.samhsa.gov/dasis2/index.htm

Note: For some racial-ethnic groups with small populations (such as American
Indians and Native Hawaiians), the percentages may not be as accurate as
those for larger groups because of sampling techniques.

substance, and the amount being consumed. Generally speaking, the aging
process causes drug-related health problems to increase substantially, so that
adult users often have health concerns after chronic abuse of a drug that young
users may not experience after abusing drugs for the same amount of time. One
major exception would be the rate of infectious diseases passed between drug
users sharing needles, a rate unaffected by the age of the user.

Adolescence is a time of novelty seeking related to curiosity and learning skills
for survival that maybe part of a natural maturation process. Adolescent brains
are not fully mature, especially the frontal lobes, which have to do with problem
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solving, decision making, and judgment. We are not totally certain whether nov-
elty seeking may be an important behavioral component associated with brain
maturation, or if it may be a behavioral by-product of not having fully developed
brain functions that may lead to poor choices. Regardless of the explanation, it
is common for adolescents to seek novelty — which may explain why young peo-
ple are interested in experimentation in general and with drugs in particular. The
downside to novelty seeking is that it can lead to risk-taking behavior, and some-
times adolescents miscalculate the risks and consequences of certain activities.
Underestimation of risk can cause problems for young adults, even if they are
using drugs only periodically. Binge substance use is typical for many young
adults, and there is some evidence that binge patterns may be more destruc-
tive than regular, maintenance-type patterns. The differences in the cognitive
processes of young adults may explain why many traditional strategies for pre-
venting and treating drug problems that work with older adults often will not
work for youth.

Gender differences with regard to risk for drug problems exist as well. Men
tend to be at greater risk for drug problems than women, although with the pas-
sage of time, greater numbers of women are experiencing drug problems.
Women have tended to abuse prescription drugs at proportionally greater rates
than men, whereas men are more likely than women to use injectable drugs.
As gender equality increases in American society, it will be interesting to see
whether gender differences in drug use patterns diminish — a trend we have
seen with other health risks, such as heart disease.

For women of childbearing age, a very small percentage report using drugs
during pregnancy. However, just like with alcohol, using drugs during pregnancy
carries the risk of significant birth defects as well as significant withdrawal symp-
toms for infants who are born in intoxicated states. Many psychoactive drugs
pass freely from mother to child through the wall of the uterus. In addition, some
substances (e.g., cocaine) will pass from mother to child in milk through breast-
feeding. There also is evidence that drug use can deform male sperm cells, but it
is unclear whether these defects may then contribute to birth defects. Perhaps
thankfully, in many cases drug use will reduce fertility in both women and men.

Familial Considerations

As mentioned, drug problems often seem to run in families. Although genetics
and biology may be partially to blame, it also is likely that families are modeling
the behavior. When the children see their parents using substances to cope or to
relax, they discover through observational learning (having it modeled for them)
that substances may be functional in this way. In addition, we have already dis-
cussed the relationship of abuse with drug problems, and certainly abusive fam-
ilies are breeding grounds for all varieties of mental health problems.

Other factors within families can be associated with drug problems. For one,
a child’s temperament may indirectly have some effect. If a child’s temperament
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clashes with parental temperament or family temperament, it may cause a misfit
for the child in the family structure. The child may feel alienated in the family and
may seek peer support. If the child’s temperament clashes with other social insti-
tutions, such as school, then the child’s alienation may contribute to seeking
other, like-minded peers, some of whom may be using drugs. This may be a first
step toward a cycle of drug use and alienation.

Parental monitoring also has been associated with behavior problems. If chil-
dren feel they are neglected or ignored, then they are more likely to engage in
risk-taking behavior because the monitoring of their behavior is absent. Related
to this, a lack of structure or consistency in rules and discipline can contribute
to behavior that may lead a child to a drug problem. In effect, families that alien-
ate family members are at risk for having a family member with a drug problem.

Furthermore, these principles seem to apply to success in overcoming a drug
problem once it has begun. Family alienation is a sticky issue for clients seeking
help with a drug problem. Sometimes loss of family contact reduces the amount
of social support a recovering drug user may have after getting help, which can
make progress more of a struggle. Other times the family may still be communi-
cating with the client, but not in helpful ways. I have witnessed times when family
members would unload on clients who were undergoing or had just completed
treatment, and certainly their anger may be legitimate. However, the research
concerning recovery from mental health disorders suggests that nonsupportive
emotional expressions like these can adversely affect recovery. This makes sense
when we consider that emotional dysregulation is often a contributing factor to
a drug problem in the first place.

Treatment Success/Failure

The sidebar on page 41 provides some data on who is seeking treatment for drug
problems. Treatment for drug abuse can vary greatly. The traditional treatment
model consists of individualized and group treatment, and modalities can range
from intensive inpatient to outpatient. Other people seek individualized psy-
chotherapy for their drug problems, and some opt for pharmacological services
such as maintenance on methadone (a drug often prescribed and distributed in
neighborhood clinics as an alternative to heroin). As mentioned, these differences
will be described in greater detail in Chapter 5, but I wanted to mention them
here to highlight the difficulties in assessing how effective treatment can be. One
problem with understanding success and failure in treatment is that there are mul-
tiple ways a person can get help for a drug problem, and these different treatment
modalities have different standards by which they measure success. Defining treat-
ment success is a matter of much dispute, and some definitions of success may be
controversial across treatment models. For example, some treatment models view
success only in terms of abstinence, whereas others view success as reduction of
harmful drug use. These different models will be described more in Chapter 5.
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Who Is Seeking Treatment?

* |In fiscal year 1995, 1.9 million people were admitted to publicly funded treat-
ment facilities.

* 46% of those admissions were drug (but not alcohol) related.

* 56% of those admitted were White Americans, followed by African
Americans (26%), Hispanics/Latinos (7.7%), American Indians/Alaska Natives
(2.2%), and Asian Americans and Pacific Islanders (0.6% combined).

* The most commonly abused drug reported by those admitted was cocaine
(38.4%), followed by heroin (25.5%) and marijuana (19.1%).
Source: NIDA InfoFacts.

Federal data collected from across the nation suggest that between 42 and
52% of those who enter drug treatment complete the recommended length of
the program. The people who would be less likely to complete would be those
in the high-risk categories discussed earlier in this chapter. Relapse-prone clients
or those who do not fit well within a certain treatment modality also are at risk
for early departure from treatment. Other data suggest that the outcomes after
treatment are mixed. The research suggests that many people may get better
after treatment, but that only a minority of clients remain abstinent for a year or
more after discharge (Miller, Walters, & Bennett, 2001). Because of these find-
ings, treatment professionals might want to broaden their definitions of success,
because clearly some people with drug problems get better even while still using
drugs after treatment. Progress, rather than perfection, may be a worthy goal.

What may be more interesting is the compelling evidence that clzent-therapist
match may be the most important predictor of successful outcome for clients after
drug treatment. The evidence suggests that the way a therapist treats a client will
not only affect treatment outcome, but also may influence whether the client seeks
help in the future if needed. Therapists who aggressively confront clients often
generate resistance, and if clients feel they have been disrespected, then they are
significantly less likely to seek help again in the future. These findings speak to the
power of the therapeutic relationship to make or break treatment.

Therefore, goodness of fit between therapist and client is crucial. There are
three important factors that may be related to goodness of fit. First, the therapist
should consider the client’s goals for therapy in developing the treatment plan
(see Chapter 4). Sometimes therapists allow their own agendas to dictate the
treatment plan, which may lead the client to feel invalidated (not taken seriously).
Second, the therapist should be respectful toward the client, which means being
an advocate instead of an antagonist. Clients do not generally consider the old
model of confronting early and often to be respectful, and that old model has
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been associated with poor treatment outcomes. Finally, individualized treatment
plans should be truly individualized, which suggests that one style of therapy will
not necessarily work well for all clients. I realize that it is difficult in treatment
facilities with large client-to-therapist ratios to individualize therapy, but it is
important to find creative ways to do so in order to ensure positive outcomes.

Therapists may wish to use these suggestions to guide their conduct with their
clients in order to promote a healthy therapeutic alliance. Consumers (drug users
seeking treatment) and their families also may wish to use these three goodness-
of-fit treatment factors as guidelines when shopping for an appropriate thera-
pist. Consumers will want to consider whether the model of treatment fits well
with their own needs and worldviews as well (see Chapter 5 for more details on
treatment models).

Recovery/Relapse Rates

As mentioned, only a small minority of clients sustains abstinence for a year after
treatment. This means that most people will have a slip or a relapse, but this
should not be discouraging to those who know or work with a person who has
been in treatment. Relapse should be considered a normal part of the change
process, and an opportunity rather than a disaster. Relapse is defined as a return
to old using patterns, which differentiates it from a /apse — a brief slip into using
that may or may not lead to a relapse. It is unclear how many relapse episodes
are normal for people with drug problems to experience before they succeed
at abstaining, but smoking research has found that the average is more than 10
serious quit attempts before a person can successfully stop smoking tobacco.
Because of these findings, relapse is considered progress toward change, rather
than a failure in the change process (see the discussion of relapse prevention in
Chapter 7 for greater details). Therefore, therapists and people with drug prob-
lems should not be discouraged by relapse rates, because relapse simply points
out where a correction in the recovery plan needs to take place in order for the
client to succeed in the future. Relapse is an opportunity to learn rather than a
failure in treatment.

The Unrecognized Treatment: Prevention Programs

One of the most underrecognized forms of treatment is prevention. With regard
to drug treatment, an ounce of prevention is worth a pound of the cure. The best
treatment for drug problems is to prevent them from occurring in the first place.
Many prevention programs currently in place target adolescents and young
adults.

Recent campaigns for prevention include programs like Drug Abuse Resistance
Education (D.A.R.E.), a school-based program designed to support a decision to
“say no” to drug use. Some advertising campaigns target people who may already
be using drugs, and these campaigns try to link drug use to contributions to a
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variety of social ills, such as accidents, theft, and even the supporting of terrorism.
These recent advertising campaigns have not been evaluated by researchers to
determine whether they are effective, but in general, similar advertising campaigns
in the past have not been found to be effective. Many of these campaigns have used
fear as a principle motivator for behavior change. However, for many people, espe-
cially young adults and adolescents, fear campaigns do not work to change behav-
ior. The problem with using fear campaigns is twofold. First, young adults and
adolescents are not at a point in their lives developmentally such that they believe
the fear message will happen to them. Since the fear message generally is associ-
ated with death, and adolescents and even young adults have little concern about
death and dying because of their developmental stage, these campaigns fall flat.
Second, older adults often dismiss fear campaigns as something that may happen
to the other person but likely will not happen to them.

Project D.A.R.E. and other abstinence-based programs do not have good
track records for success. The problem for “just say no” programs is that they do
not teach a person how to respond to high-risk situations in effective ways to
avoid saying yes, and they do not teach young adults what to do in case they have
already said yes — and finally, these programs often have presenters (such as
police officers) who can be easily discredited by teens and young adults as biased
and not the kinds of spokespeople who will adequately present all the facts.
Because of these problems, programs like these have not shown good research
outcomes: Participants of these programs did not have any more reduced levels
of substance use over time than people who did not participate in the programs,
and in some studies, participants actually did worse over time with substance use
than nonparticipants.

Other, more successful prevention programs have been documented to save
an amazing amount of money when compared to the money spent on treatment,
and because prevention programs also save many lost months and years of pro-
ductivity for young adults who end up abusing drugs, developing effective new
prevention programs is an extremely important strategy for treating drugs.
Unfortunately, significantly more money is spent on treatment each year in our
society than is spent on prevention.

Clearly, prevention is an extremely important strategy for treating drug prob-
lems at the earliest stage. An effective prevention program must level with ado-
lescents and young adults about drug use, should not use fear as the principle
motivator for behavior change, and should assume that many curious young
adults will experiment with drugs. In addition, skills must be taught that will
allow the young adults who do use drugs experimentally to control that use, and
that will reduce the danger of drug-using activities in order to reduce harm to
young and naive drug users. Prevention programs are the first and best line of
defense against drug problems developing in the first place. However, our soci-
ety has not invested in or developed effective prevention programs in the same
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way that we have invested in and developed treatment programs. It is unfortu-
nate, because it is almost as if we have built our house of treatment services
without a strong and necessary foundation of prevention. Our house of treat-
ment is the weaker for it, too.

What the Future Holds: What Is Next for Treatment?

Many of the changes in treatment protocols over the last decade have been
driven primarily by two factors: economics and new research. As mentioned,
when I started in the addictions field, 28-day inpatient treatment was the norm.
Third-party reimbursement (by insurance companies and governmental agen-
cies) has pushed the industry to shorter (if any) inpatient stays, with the bulk of
the treatment being conducted in an outpatient modality to control costs. This
change is not necessarily a bad thing, since the research suggests that outpatient
therapy is as effective as inpatient services for most clients. In addition, highly
successful brief interventions and therapies have been developed and widely
tested that can be conducted in a few sessions, sometimes even just one (see dis-
cussions about motivational enhancement therapy and interviewing in Chapters
3 and 5).

I believe these particular trends will continue into the future as medical and
mental health resources become more stretched in American society. Further-
more, the integration of multiple modalities of treatment is likely to become
more commonplace, so that clients may receive all sorts of services as part of
treatment. Treatment for clients with co-occurring disorders is likely to be more
common, and pharmacotherapy will be a routine part of treatment along with
psychological therapy. It is more likely that cravings will be managed with new
prophylactic medicines during treatment. Therapists and counselors will need to
become skilled in using empirically supported therapies specifically targeted
at disorders that commonly accompany drug problems, such as cognitive be-
havioral therapies for depressive and anxiety disorders (see Chapter 5 for more
information). In addition, neuropsychological evaluations may become more
necessary, since research has determined that significant cognitive problems fre-
quently occur among people who abuse drugs.

The demographics of the country are changing, and it is predicted that some
time around the year 2050 White Americans will be outnumbered by all the
other racial-ethnic groups. This suggests that treatment in the not-so-distant
future will have many new cultural issues to consider. Language barriers will be
increasingly important to overcome, and many clients will have radically differ-
ent worldviews than the majority who are treated now. It is likely these differ-
ences in worldviews will affect how treatment is designed. For instance, folk
healers from particular cultures are invited to be part of treatment in some areas
of the country today, and this will probably become a necessity for most areas of
the country in 50 years. Another consideration is whether traditional support
groups will work for people with worldviews that differ greatly from those of the
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majority culture, because there is some evidence now that they do not (e.g.,
Arroyo, Miller, & Tonigan, 2003).

Additionally, technological advances will offer new and exciting ways to treat
clients. Already, Web-based services are being used for primary and secondary
prevention of substance abuse, principally among young adults. It may be that
some treatment services will eventually be offered at common Web sites over the
Internet. Virtual reality also offers the potential for clients, at the flip of a switch,
to have zmaginal exposure (simulated real-life situations, sought in order to prac-
tice skills) to high-risk relapse situations. Already virtual reality is being used for
the treatment of other psychological disorders, mainly anxiety, and it is only a
matter of time before some enterprising treatment center uses virtual reality to
train their clients in drug refusal skills. This technology offers the opportunity to
take relapse prevention to a new and rather realistic level.

Finally, prevention must play a larger role in treating drug problems before
they occur. The best money we can spend is to nip a drug problem in the bud.
Unfortunately, drug prevention programs have not fared well in the past, and
new programs must be developed that not only reach those people at risk, but
do not alienate them at the same time. The prevention message must focus on
public health rather than moral concerns, and should be a message that will not
be dismissed by those who need to hear it most.

All of these changes may cause some nervousness in the field, since therapists
and counselors will have to know how to treat more than simply drug problems
alone. However, in the end, I believe greater competence in all of these areas will
help the clients we treat immensely, and ultimately may reduce the risk of relapse
after discharge from therapy. A great deal of this book will be dedicated to pro-
viding detailed information that may help therapists develop new competencies
in preparation for the exciting future in the treatment of drug problems, and for
consumers to make informed choices on how to treat their drug problems.

Summing Up

Defining a drug problem is complex, and its definition is complicated by a great
number of cultural myths that have no scientific support. Many beliefs in our cul-
ture about what constitutes a drug problem simply do not agree with the research.
The use of drugs is not necessarily a gateway to a drug problem, and even when
a drug problem develops, it may change over time without any intervention at all.
The biopsychosocial model suggests that drug problems, when they occur, are
influenced by an interaction of biological, psychological, and social factors that
vary greatly from person to person and across different cultures.

The greatest hope for intervening upon a drug problem is treating the factors
we know how to change at the present, which are mainly psychological and envi-
ronmental. Because drug problems may look different from one person to the
next, therapists and counselors must individualize treatment services to serve
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the unique problems of individuals, even if the treatment is delivered in groups.
Prevention methods would be our first and best weapon, but they currently are
underfunded and lag years behind the development of treatment services. In the
future, treatment will be influenced by rapidly changing demographics and by
technological advances. Treatment and therapy do work, and will only get bet-
ter in the future with these changes.

Key Terms

Biopsychosocial. A model wherein a drug problem is believed to develop because
of an interaction among biology, psychology, and the social environment.
Co-occurring disorders. The occurrence of other disorders along with the drug
problem; also called dual diagnosis or comorbid disorders.

Craving. A strong desire to use drugs, which can be physically or psychologically
cued.

Denial. A way to describe a person’s apparent unawareness of a drug problem.

Detoxification. The period when a person is withdrawing from a substance.

Drug myopia. Drug-induced distortion of a person’s perceptions of reality such
that the person is blinded to what is happening around him or her.

Maturing out. A natural phenomenon whereby many youthful drug users natu-
rally evolve out of a drug problem as they mature.

Natural recovery. The phenomenon whereby many people with drug problems
are able to overcome those problems by themselves.

Novelty seeking. A natural youthful tendency to seek out new and interesting
experiences.

Parental monitoring. The amount of time that parents actively spend with their
children.

Pharmacotherapy. Therapy that uses medicines to treat problems.

Prophylactic. Preventive measures to stop a problem before it starts.

Relapse. A return to old substance use patterns after a period of cessation.

Self-medicating. The attempts of some drug users to reduce symptoms of
another problem by using drugs.

Temperament. Similar to personality, it is the way a person may get along with
others.

Recommended Reading

One recommended resource is How Drugs Influence Behavior: A Neurobebavioral
Approach, by Jaime Diaz (New York: Prentice-Hall, 1996). This book is written
in such a way that even nonresearchers can understand the effects of certain types
of drugs upon the body.
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Another I recommend is Addiction and Change, by Carlo C. DiClemente
(New York: Guilford Press, 2003). This book provides a detailed review of the
research that concerns how to change a substance-related problem.

1. True; 2. False; 3. False; 4. False; 5. False; 6. True; 7. False







CHAPTER 2

Recognizing a
Drug Problem

[TRUTH OR FICTIQN
After reading this chapter, you should be able to answer the following
questions:

1. Determining that a person has a drug problem is generally easy to
do. True or False?

2. Tough-love approaches are always the best strategies to use if your
loved one has a drug problem. True or False?

3. Depression and anxiety commonly occur with drug problems. True
or False?

4. Many people with drug problems are also anxious in social situations.
True or False?

5. Therapy and treatment can improve lives dramatically. True or False?
6. Ambivalence about drug use is normal. True or False?

7. Areferral will generally hurt a client. True or False?

Answers on p. 88.

One of the most difficult things to determine is whether a person has a drug
problem. For therapists, the determination often is made by use of second-
or thirdhand information, by use of a relatively short assessment of behavior, or
by use of a very limited amount of contact with the client (hours of clinical time,
rather than days; for other professionals, contact with the client may be even
briefer). In addition, since the visit may not necessarily be made with a drug
problem in mind, even less information about drug usage and consequences may
be forthcoming from the client. For family members and friends, it is difficult to
sort out the truth about whether a loved one or a friend may have a drug prob-
lem, since such issues can be quite emotionally charged and strong personal feel-
ings can be involved. Proceeding thoughtfully and carefully when one suspects
a drug problem can help avoid losing the trust one has with a client, loved one,
friend, or coworker.

49
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There are some signs and symptoms that serve as warning flags for a possible
drug problem, but these signs and symptoms do not provide 100% certainty that
the problem is related to drugs. Sometimes these problems are signs and symp-
toms of a wide variety of problems besides drug abuse. Therefore, it is prudent
to look for several corroborating signs that a drug problem may be present. The
presence of only one sign alerts you to the possibility of a drug problem, and to
keep your eyes open for other signs of trouble. Please remember that one sign
cannot be taken as proof positive that a drug problem exists.

Here is an example of why you have to be careful when trying to identify a
problem by one sign alone. Treatment professionals often have used the occur-
rence of a drinking-and-driving offense as an indication that someone likely has
an alcohol problem. The rationale behind this is the opinion that most social
drinkers would not drive while under the influence of alcohol, or that the odds
of their getting caught are much lower than those of someone (like a person with
an alcohol problem) who would drive while impaired more frequently. However,
a recent study found that social drinkers are just as likely to get arrested and
charged with a drinking-and-driving offense as someone who has a drinking
problem, which challenges the conventional wisdom. In light of this new evi-
dence, should therapists now ignore drinking-and-driving offenses as irrelevant
to the identification of a drinking problem? Absolutely not! The research has
made it clear that using this criterion for identifying possible problem-drinking
behavior may produce false positives along with true positives, so it should be a
flag for concern but not a banner to herald an absolute problem. However, savvy
professionals know that such an offense offers a great opportunity to assess for
other warning flags related to drinking problems. The same logic is used for
detecting a drug problem (other than one with alcohol). One sign or symptom
does not a problem make, but keeping your eyes open for other signs or symp-
toms is warranted.

The next few sections of this chapter will discuss in some detail what thera-
pists and other professionals, as well as friends or loved ones whom they may be
counseling, should look for when a drug problem is suspected in a client, loved

one, close friend, coworker, or employee. Keep in mind that
“Problems are only opportu- there are exceptions to every rule. For example, some peo-
ple are able to use drugs without obvious problems. Other
people use drugs experimentally once or a very few times
— HENRYJ. KAISER - and have significant problems by happenstance, but are able

nities in work clothes.”

to change their behavior rapidly because of these problems
(and usually do not use drugs again). Keep in mind that these signs and symp-
toms may be from another mental health problem, or even from a co-occurring
mental health problem (which will be discussed in greater depth later in this chap-
ter). The signs and symptoms presented are meant as a guide but not necessarily
a guarantee. When in doubt, remember that a thorough professional evaluation
is warranted before you jump to conclusions. The next section offers a discussion



Recognizing a Drug Problem 51

of what a loved one, friend, or employer should look for when he or she notices
a problem and believes it may be drug related. Following this discussion will be
a section on what you as a therapist, counselor, or other professional should look
for in terms of abnormal behavior that may be drug related in order to determine
whether a more comprehensive evaluation should be completed.

Symptoms of a Drug Problem: What Family,
Friends, and Coworkers May Observe

As mentioned earlier in this book, a drug problem usually involves biological,
psychological, and social or environmental factors. With this model in mind, you
can conceptualize signs and symptoms of a drug problem within these three
domains. Drug problems can cause changes in health or appearance; in person-
ality, mood, and emotions; in routine, responsibility, and reliability; and in rela-
tionships, work behavior, and other social and recreational activities. Often the
people in close proximity to a person suspected of having a drug problem detect
these changes more quickly than a stranger (or even a therapist) can, but not
always. Sometimes people with drug problems are very good at covering them
up. Many times people with drug problems can have difficulties in one area of
their lives while appearing quite normal in other areas. So even though, for exam-
ple, a problem may be detectable to a love partner, there is no guarantee that
coworkers or close friends will see the same problem, or even suspect that prob-
lems exist.

Significant and negative physical changes can herald a drug problem, and one
noticeable symptom can be the development of a significant health problem or a
noticeable change in health status. There are many health conditions (as men-
tioned in Chapter 1) linked to drug problems, and some of these are potentially
life threatening. Another sign of a drug problem is reduced cognitive function. If
a person is experiencing memory problems or lapses in memory, it could be a sign
of a problem with drugs (although it could be symptomatic of other things as
well). Other cognitive problems besides change in memory abilities may be more
difficult to pin down. Since drug use can affect many other brain functions, there
may be noticeable changes in higher thinking processes or even in behavior.
Sometimes a person becomes clumsy and perhaps seems accident prone. Other
times a person may appear mostly normal but show signs of making very poor
decisions, perhaps acting impulsively and often taking risks without realizing he
or she is doing so. Unfortunately, although these cognitive changes may be obvi-
ous to the observer, the person in question may not be aware of them at all.

However, some observable physical changes are subtler than those previously
mentioned and are not obviously debilitating to the person in question. For
instance, sometimes problems with irritability and morning sluggishness that
may linger late into the day can be a sign of withdrawal symptoms. Drug use also
can cause rashes, acne, sores, and other skin problems that did not exist before.
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Sometimes friends, coworkers, or loved ones may notice changes in speech pat-
terns or in a person’s behavioral pace, such that a person may seem more accel-
erated or retarded in activities or exhibit unusual sleeping patterns. People with
drug problems sometimes let their appearances go, not caring so much about
how they look in public. Changes in appearance may include anything from
grooming to clothing. Sometimes significant weight changes, usually a weight
loss, may be noticeable, as well as changes in fitness level. In addition, some
people who have drug problems experience photosensitivity, so they will be
bothered by light and may compensate by wearing sunglasses indoors or opting
for low lighting in their environment.

However, physical changes are not the only potential signs of a drug problem.
Noticeable changes may be observed in personality, mood, or emotions. Family
members have told me in the past they knew something was wrong because loved
ones seemed like strangers or had changed into completely different people.
Family members reported a variety of negative changes they observed in the ways
their loved ones interacted with other people. Mood changes included being
more hostile, frustrated, anxious, depressed, or even paranoid. Behaviorally, the
person may appear more restless, sneaky, reclusive, or secretive because of these
moods. Emotionally, a person with a drug problem may seem short-tempered or
moody, with emotional lability (extreme and often unexpected mood change)
sometimes present. Frequently, emotions are expressed in unexpected or inap-
propriate ways for a particular situation (i.e., not consistent with the way others
might respond, or perhaps not even consistent with how the person may have
responded in the past before drug use). In other cases, emotional responses may
be quite exaggerated for the situation (e.g., getting really angry about a little
thing) or noticeably underexpressed (such that the person does not seem to care
about something that she or he used to care about). In many instances the
response will seem either too intense or too laid back for the given situation.

A third area of change that loved ones, friends, or coworkers may observe
would be a fundamental change in the person’s day-to-day behavior, or in per-
sonal interests or goals over the long term. To begin with, a change in a person’s
routine may be one possible warning sign of a drug problem. The person may
neglect daily responsibilities or appear to be less reliable than before. The rou-
tine generally changes slowly as a drug problem develops, so it may be difficult
to detect changes immediately. Eventually a person with a drug problem may
neglect various activities that used to be important to her or him, or may reduce
activities with family or friends — for example, no longer wanting to walk the
dog (which used to be a fun and important task for the person), forgetting to cut
the grass or pay the bills, not playing with the children, or perhaps forgetting
where the car is parked and walking home. Behavioral changes may show up as
tardiness or even missing appointments, and these changes may worsen over
time. The person in question may forget to do certain work-related tasks or
assignments, and may fail to show for certain meetings or events, and then try to



Recognizing a Drug Problem 53

cover with vague or unreasonable excuses. Sometimes the person in question
may get defensive if those excuses are questioned or challenged. In more severe
circumstances, people with drug problems may blame others, including those
closest to them, rather than admit to what is really going on. If such a pattern per-
sists, the behavioral changes may result in fundamental changes in the person’s
basic values and overall lifestyle. These fundamental changes in lifestyle often
will be at odds with what may have been important values in the past. One
obvious clue is that the behavior of a person with a drug problem becomes less
predictable over time.

Relationships are another area of interpersonal behavior where loved ones
could notice warnings signs of a drug problem. For example, family members
may notice a significant change in level of intimacy with a partner. As mentioned,
the partner may seem like a stranger, and this stranger syndrome can adversely
affect conversations, joint decision-making activities, and level of interest in cou-
ple or family activities. Partners also may exhibit disinterest in sexual intimacy,
or perhaps even an inability to achieve an erection or have an orgasm. Sometimes
problems with intimacy are perceived as neglect and disinterest; in other
instances partners may argue more. In still other instances, abusive behavior may
result. Most domestic violence can be linked to substance abuse in some form.
A person with a drug problem may abuse loved ones with words, physical vio-
lence, or emotional cruelty, or in extreme cases may abuse someone sexually. This
aggressive behavior affects both partners and children, and abuse in the house-
hold may not always be obvious to a casual observer. Drug-using children also
can exhibit aggressive tendencies, which usually come across as being argumen-
tative or defiant. However, in some cases children can be abusive toward a par-
ent or sibling. Children with drug problems also will opt out of family activities,
and will exhibit many of the overt changes in behavior already discussed. Usu-
ally the changes are most notable in academic performance and in the home life.

Other family and relationship problems may emerge as a result of a drug
problem. Financial problems or even financial mismanagement may be a sign
that something is wrong. If bills are not being paid, money is slipping away inex-
plicably, or bill collectors are calling, then it may be a sign of a drug problem.
Also, certain personal items such as jewelry, appliances, or other items may turn
up missing without explanation (having been either lost or hocked). Financial
problems can be exacerbated if there are other co-occurring conditions, such as
a mental disorder typified by impulsive behavior, or a compulsive gambling
problem.

Sometimes a person with a drug problem will distance him- or herself from
the family by seeking seclusion in a private area of the house (like a basement or
a shed) in order to use drugs. In some cases people with drug problems may
make this location off-limits to other family members, or may insist on time alone
at specific times of the day. Loved ones may discover drug paraphernalia by acci-
dent in those areas of seclusion or in other places frequented by the person.
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When confronted with such evidence, it may be that the person will deny it or
react angrily against “accusations.” The discovery of such items does not neces-
sarily mean the person has a drug problem, but one might be more suspicious if
there was clear intent to hide such behavior.

Friends also may note behavior changes warning of a potential drug problem.
Many times close friendships are adversely affected by the drug problem. The
close friend may seem to drift away with little explanation, or may associate him-
or herself with unknown strangers or even people who seem out of character for
the person. In other cases arguments may ensue, potentially over something quite
trivial. Drug-using friends may be irritable and difficult to be around. Many peo-
ple I've worked with in therapy have reported the loss of at least one significant
friendship because of drug use, and often express regret about that loss after the
fact. In some cases, friends can detect a drug problem before family members do,
simply because family members may be too close to the situation to actually be
aware of what is happening in an objective fashion. Friends also may be more
attuned to the other behavioral changes mentioned earlier in the chapter.

Employers and coworkers also may notice certain behavioral changes that
cause concern. A drug problem contributes to worker unreliability, which is
often easy for coworkers to spot. For instance, a reduction in productivity may
be noticed, with expected work not being completed on time or the quality of
work becoming sloppy. The worker may begin to show a pattern of tardiness or
increased absenteeism. This change in reliability also may include taking long or
excessive breaks or long lunch hours. Coworkers may see unusual behavior from
the person with a drug problem, and may perceive the person as high-strung,
irritable, or argumentative. There also may be indications of irresponsibility with
company property, such as damaged or lost work-related items and equipment,
or perhaps even a misplaced or damaged company vehicle.

Children and adolescents may show similar signs of a problem at school, with
truancy often being the principle sign. Dropping grades and failure of classes are
cause for concern. Aggressiveness also can be a sign of a drug problem among
some children and adolescents. This aggressiveness may result in bullying behav-
ior among peers, which is a widely underreported problem in schools today. Stu-
dents with drug problems may sleep in class. On the other hand, sleeping in class
could also be a sign of a parental drug problem rather than one in the child or
youth in question, so caution needs to be exercised in interpreting this behavior.
Parental drug use can cause significant disruption of sleep patterns for children
due to stress, domestic violence, and the placement of increased family and
sometimes work responsibilities on the child. So it cannot be assumed that stu-
dents who sleep in class are using drugs, and the problem may be as innocent as
late-night phone calls or television viewing (but you can safely assume that some-
thing is not right).

Other changes in activities that might suggest a drug problem include a reduc-
tion in social or recreational activities. Often a person with a drug problem will
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withdraw from social activities with which she or he used to be actively engaged.
Many times this change will be observed as a loss of interest in recreation or the
neglect of a hobby that used to be very important for the person. In certain cases
a person may withdraw from social situations unexpectedly. In other circum-
stances a person may seem like he or she is socializing through “partying a lot,”
which of course may be quite literally true. Changes in interests like these seem
quite pronounced, and may be viewed as a radical shift in personal tastes and
interests regarding social activities and hobbies, when in fact the issue may be
that the time and activities are focused on drug use. However, like all of the signs
mentioned in this section, a change in interests or activities may be related to
many different things, so you cannot simply assume these changes are related to
a drug problem without further evaluation.

Signs of a Drug Problem: What
Professionals May Observe

First, it is worth noting that assessment is the most important thing a therapist
can do while working with someone who may have a drug problem. A thorough,
well-conducted assessment of a person’s behavior is the foundation for the type
and quality of therapy he or she will receive. If the assessment is weak or poorly
conducted, then therapy will be weak as well. With this being said, a professional
should always assess the different life areas previously discussed for significant
changes in behavior and for dysfunctional patterns (including health and appear-
ance; cognitive function; personality, mood, and emotional experiences; family,
friendships, and other social relationships; and finances, school, work, hobbies
and interests, and recreational activities). The professional may have access to
collaborative information from loved ones, friends, or coworkers, which can help
in the assessment process. However, some research has found that professionals
may get a more accurate picture of a drug problem from the drug user rather
than from a family member simply because a great deal of the drug-using behav-
ior is hidden from the family. Assessment tools and methods will be discussed in
much greater detail in Chapter 4.

Besides assessing for the various signs already discussed, the professional may
observe certain behaviors during in-session contact with the person that may
suggest whether a problem is drug related. For example, a person’s reluctance to
discuss drug use with you may suggest the possibility of a drug problem. Usually
reluctance is related to distrust of mental health services or of the significant
amount of power that you may hold over the person you are interviewing. If you
understand the issues around power imbalance in therapeutic relationships and
the importance of establishing an alliance to build trust for the sake of the ther-
apeutic relationship, then you can avoid this potential roadblock to gleaning
information from the client and working toward progress in therapy. However,
if you move forward in the interview without recognizing or acknowledging these
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concerns, then it is likely that the meeting will be frustrating for both you and
the other person. Many people with drug problems are very reluctant to talk
about drug use to a stranger (understandably so, if you consider the potential
legal consequences).

The reluctance to discuss a drug problem also is related to the fear by many
drug users that they will get “the lecture” from you. Many of my drug-using
clients have told me about their reluctance to discuss drug problems openly
because of fears about being judged harshly for their behavior. Several confided
that they had been lectured to by counselors, therapists, and other professionals
in the past and did not care to repeat those experiences (“humiliating,” “judg-
mental,” and “parental” are terms I have heard used to describe past lectures
from health care professionals to my clients). So in response to the lecture, clients
may choose to argue with you or “check out” of the interaction. Since some peo-
ple with drug problems have come to expect the lecture, they may carry out a
preemptive strike of their own, baiting the professional in session in order to
speed up the argument. In this way the client is testing the professional to see
how trustworthy he or she is, and if the lecture ensues (as the client fully expects),
then the interview is, for all practical purposes, over. As a professional, you
should be aware that you will be tested for trustworthiness by the person in the
room with you, and if you fall into the lecture-the-client trap, then you might as
well be lecturing to the wall.

Sometimes clients blame others or circumstances for the problems they are
having rather than blame the drugs. Be aware, however, that this is a common
stereotype, since many people believe that blame is typical of someone not yet
ready to change drug use behavior. However, it is not always the case that peo-
ple will blame if they have a drug problem, and sometimes blaming behavior is
more related to personality than it is to drug abuse. You cannot simply assume
that a person with a suspected drug problem will use excessive amounts of
blame, just like you cannot assume it is a drug problem if the person blames a
great deal. Even though I have seen blaming behavior in some clients with drug
problems, it is not fair to say that blame is a defining characteristic of a drug
problem.

Other things that professionals can look for in session include inappropriate
mood or emotional reactions as well as physical symptoms — pupil dilations or
constrictions; needle tracks or other skin changes, including a yellowish tint
(hepatitis); restlessness, sweating, and other sympathetic nervous system—type
(fight or flight) responses; signs of intoxication, including slurred or incoherent
speech and difficulty with attention, concentration, and other mental processes;
significant bruising or nosebleeds; and emaciation, which may reflect malnutri-
tion and weight loss. Drug testing may provide some data about the person you
are seeing, but what do the data really mean? Toxicology screens can provide
evidence of drug use, but this is not necessarily evidence of drug problems.
Furthermore, these screens are not necessarily infallible. There are sometimes
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false positives, and in other instance some people with drug problems are quite
skilled at getting around such testing in a number of ways.

An additional tip-off to a possible problem is to ask yourself what it is that
brings this person in to see you today. Did the person have an accident of some
kind? Research has found that many household, worksite, and auto accidents are
related to substance abuse. Did the person attempt suicide? The research sug-
gests that substance abuse is a problem for many people who attempt suicide. In
a very real sense, professionals have to piece together the evidence as if they were
psychological detectives, and in many cases the evidence may be indirect, vague,
or circumstantial, which makes it difficult to accurately determine the truth
about the person being interviewed. Ultimately, progress on determining the true
source of a problem will require that the client or patient trust you enough to
share his or her perception of what the problem may be. How to build this trust,
even in a short amount of time, will be discussed in Chapter 3.

[ THINGS TO REMEMBER |
Symptoms That Collaterals May See That
Could Suggest a Drug Problem

* Changes in health or physical appearance

* Changes in cognitive abilities such as memory, decision making, or judgment

* Changes in personality, mood, or emotions, especially emotional extremes

* Changes in behavior, routine, values, or interpersonal relationships

* Loss of interest in hobbies, social events, or recreation that used to be
important to the person

Additional signs that professionals may observe:

* Information provided by others about the client

* Reticence about discussing drug use

* Blaming others or circumstances rather than the drug use for problems
* |Inappropriate moods or emotions in session

* Physical signs related to drug use

* The circumstances behind the visit

* Work or school problems

* |nvolvement in accidents or acts of violence, either as a victim or as a

perpetrator

Remember that these symptoms and signs could also point to other prob-
lems besides drugs, so make sure to get a comprehensive assessment!
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When Collaterals Come for Help First

There are many instances when a family member (collateral) will seek help for a
problem before the person with the drug problem does. Often, however, the
family member will not be forthcoming about the drug problem, or it will not be
otherwise obvious that drug abuse is indirectly involved. Excellent examples of
these types of situations include the family members’ seeking help as victims of
domestic violence or parental neglect, or are injured in accidents.

As a professional, you should be educated on your legal responsibilities for
reporting incidents of domestic violence to civil authorities. These responsibili-
ties can vary widely from state to state, but typically involve an assessment of the
risk of further harm to the person who has been hurt. Again, I want to empha-
size that professionals must be familiar with the processes in their states for pro-
tecting the health and well-being of people from perpetration, and those legal
expectations and your ethical obligations as a professional will guide your
responses (see also the discussion on responding to crises in Chapter 3). There
also are many resources on how to handle victimization through therapy, sup-
port systems, temporary housing, and other important services to ensure the
well-being of victimized clients.

In addition to perpetrated violence, it is critical to remember that victims of
household, worksite, or auto accidents may not have a drug problem, but the
occurrence of the accident may point toward a drug problem in someone else who
is involved. Within family situations, a partner may have caused an accident that
contributed to injury of a family member. Sometimes a tragic situation like this
will allow a brief window of opportunity to identify and intervene upon a drug
problem. It is commonly understood that when a family member is a victim of
abuse, there is the strong possibility of a drug-related problem in the perpetrator.
Under these circumstances, many professionals would know to assess for a drug
problem somewhere in the family system. However, many professionals forget to
consider drug problems as a possibility in the family system when accidents occur.

For example, many professionals may not be aware that child neglect is often
the result of drug abuse by one or both parents. Many children who are injured
or killed due to accidents (e.g., those caused by fires, poisoning, or falls) or even
those admitted to emergency health care because of neglect or as a result of non-
adherence to medical requirements (as with a fatal asthma attack) can be linked
to a family in which one or more parents have a drug problem. Parental neglect
can be caused by many things, including momentary distraction, of course, and
everyone who has been a parent knows there are times when your attention may
be momentarily drawn away from your children. However, the research suggests
that many children who play with matches, fall down stairs, swallow household
chemicals (or heroin, for that matter), get locked in closed cars during an August
heat wave, or experience some other trauma or critical life-threatening events
often are neglected because drug use has interfered with parental monitoring.
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In schools, professionals may witness children acting out in class, under-
achieving, daydreaming, or having other behavioral or scholarship problems.
Remember that attention or concentration problems and restlessness can be
caused by things other than Attention-Deficit/Hyperactivity Disorder (ADHD).
If a child attends school and appears unkempt, disheveled, and poorly clothed
for the circumstances (e.g., underdressed for winter), this too may represent
parental neglect related to drug use. In addition, infants who are born under the
influence of substances provide strong evidence for a maternal drug problem.

As you can see, there are many different symptoms and signs that may point
to a drug problem. However, the difficulty is that these same symptoms and signs
may point of other kinds of problems as well, and may produce a false positive
with regard to a drug problem. It is critical not to confront a person about such
a problem prematurely, but rather to provide an environment where he or she
feels comfortable in disclosing without the fear of being judged harshly.

What family members, friends, coworkers, and professionals must do is piece
together the evidence to see if a pattern emerges among the symptoms and signs
that would suggest a strong likelihood of such a problem. With all this being said,
though, it is up to the person with the problem to admit to having that problem,
and then to do something about it. Collaterals can open the door to awareness
of the drug problem and maybe for the desirability of change, but ultimately the
drug user must walk through that door for something different to happen.

Recognizing the Existence of More Than One Problem

It may not be the end of the story even when a drug problem has been identi-
fied. As you may remember from Chapter 1, a great many people who have drug
problems also have other mental or physical health problems. Some of these
problems may be a result of drug use, but for some people the health problems
may have preceded the drug problems. Regardless of which came first, it is nec-
essary to identify problems that may accompany the drug problems if the client
is going to receive the proper care needed for successful treatment.

There are specific symptoms that family members, friends, coworkers and
professionals can look for to help determine whether there are other problems
besides drug use. Identifying other mental or physical health concerns can help
a person advocate for specialized services for a client or his or her loved one,
friend, or coworker in order to provide for the best care possible. However,
identification of these signs or symptoms only warns there may be another
problem — it does not tell you what the problem may be. If signs of other prob-
lems are noted, you should recommend a comprehensive evaluation by a pro-
fessional trained in this type of assessment (e.g., a clinical psychologist,
psychiatrist, or mental health professional with similar skills) if you do not feel
ready to make that assessment yourself. That way you will know for sure what
your client needs help with.



60 TREATING DRUG PROBLEMS

Rebecca Is Restless!

Rebecca is a |3-year-old student who began to have problems in school
recently. Her teacher is convinced that her falling grades show that something is
wrong, but she is not sure what. She tells you that Rebecca has been increasingly
restless in class, and seems to have difficulty sitting still. In addition, she has
noticed that Rebecca is more irritable and does not want to be around others.
The teacher also has noted that Rebecca has more acne now than she did a few
weeks ago.

So what is wrong with Rebecca? Is she on drugs? Does she have Attention
Deficit Disorder? Was she exposed to alcohol or drugs as a fetus, and now the
symptoms are beginning to be noticeable? Does she exhibit early symptoms of a
major mental disorder? Is she abused or neglected at home? How would you
find out?

Co-occurring Mental Health Symptoms

Psychotic behavior is the most obvious cluster of mental health symptoms to
identify. Psychotic means that the person has a mental disorder that contributes
to sensations or beliefs that are not real. Sensations that are not real are referred
to as hallucinations, and they can be perceived by means of any of the senses. For
example, auditory hallucinations often are perceived as voices or noises that in
reality have not occurred, and sometimes these voices command the person to
do things he or she does not want to do. Visual hallucinations, sometimes expe-
rienced as visions, amount to seeing things that are not real. Hallucinations also
can be tactile (touch related), including the perception of feeling something in
the body that in reality is not happening; or olfactory, which involves smelling
things that are not there. Sometimes people even perceive tastes that are not
really experienced.

Delusions, on the other hand, are persistent beliefs or belief systems that are
not based in reality and often cause the person experiencing them to be anxious
or paranoid. Many of these delusions have a theme (a common thread), which
frequently involves feelings of threat, concerns about being personally targeted
by a conspiracy, obsessive thoughts, or inordinate concerns about ill health. If a
person has both hallucinations and delusions, these experiences tend to feed off
one another and confirm one another’s content. Hallucinations tend to support
the delusional beliefs, and the delusions usually are related to the hallucinations.
However, you can have the experience of one without the experience of the
other, meaning that some people have delusions without hallucinations and some
have hallucinations without delusions.

Although hallucinations and delusions are common symptoms of schizophre-
nia, psychotic mood disorders (depressive or bipolar), and a few other disorders,
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it must be noted that these symptoms can be experienced by anyone under stress.
For example, if you are tired enough, you may believe you saw something run out
in front of your car in the middle of the night when in fact it was simply a shadow.
Or perhaps you think you hear someone calling your name, and when you turn
around, no one is waving to you or even looking your way. Hallucinations can
happen to anyone if the circumstances are right, and sometimes we may even
engage in delusional thinking for brief periods of time. So it is critical not to
determine a diagnosis on the basis of one symptom, but rather on the basis of a
pattern of symptoms.

Psychotic disorders can be effectively treated with medicines if properly diag-
nosed and if the person is referred to appropriate treatment. Antipsychotic med-
ication has been found to control symptoms, and a new generation of atypical
antipsychotic medications has fewer side effects for users. However, after the psy-
chotic symptoms are controlled, it is strongly advised that you include cognitive
behavioral skills training as part of therapy to teach the person to care for him-
or herself appropriately (see Chapter 5). A sizeable percentage of people with
psychotic disorders also misuse drugs, but in relative terms, the occurrence of
psychotic behavior in society is small. When these symptoms occur, the most chal-
lenging task is to try to determine their source — which may be related to a psy-
chotic disorder, but also can be related to drug use, since many substances (such
as methamphetamine and hallucinogens) can cause psychotic symptoms and even
lead to psychotic breaks (referred to as drug-induced psychosis) in clients.

Unlike psychosis, depressive symptoms do commonly occur among people
with drug problems. Depression can include psychotic symptoms, but that tends
to happen very rarely and only in extremely severe cases. Depressive symptoms
that may be observed include dysphoria (sadness), inertia (lack of energy or
movement), suicidal ideations and behavior, psychomotor retardation (sluggish-
ness) or restlessness, anhedonia (not experiencing pleasure, even from things that
may have given great joy in the past), significant weight change (excluding that
from active dieting), problems concentrating or thinking, insomnia or hyper-
somnia (sleeping a lot more than usual), thoughts about death, and dark thoughts
toward the self, including self-denigration. Another key factor to consider is
whether these symptoms are noted to be interfering with a person’s life in a
noticeable way. There are two general types or patterns of depression that are
most commonly observed. One is called Dysthymia. Dysthymia is the kind of
depression in which a person seems to have the blues generally all the time. In
Dysthymia, sometimes the blues become full-blown depression and debilitate
the person, but at other times the person simply seems constantly down in the
dumps, and perhaps irritable and difficult to be around because of his or her
negativity or cynicism. The other type of depressive pattern is called Major
Depression, which is debilitating for a person and tends to be more acute than
Dysthymia. (People with Dysthymia often do experience Major Depression from
time to time, however.)
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Some people have a seasonal pattern to their depression, meaning that the
degree of depression changes throughout the year. The pattern of depression
revolves around the relative amount of sunlight available, so that depression
onset may occur in the fall, worsen in the winter, diminish with the return of
spring, and subside completely in the summer. This type of condition is called
Seasonal Affective Disorder (SAD), and it is much more commonly seen in north-
ern latitudes in this hemisphere (or in far southern latitudes in the southern
hemisphere). Researchers have tracked changes in substance use among people
who have SAD, and have found a profound increase in use during the depres-
sive cycle (winter) for a great many people. Many clients with SAD told me they
were using more during the darker months to self-medicate their symptoms
(recall the discussion about self-medicating in Chapter 1). Professionals should
be aware that a cyclical pattern of substance use that seems to mirror changes in
seasons may suggest underlying SAD, even if this condition has not been previ-
ously diagnosed. This would be especially true for people who live in the north-
ernmost areas of the United States. SAD may be missed if a professional is not
actively looking for a seasonal pattern to drug use.

If a family member notices any of the symptoms previously mentioned in a
loved one, then it may be that the loved one is depressed and should be evalu-
ated by a mental health professional. If a loved one is expressing suicidal
thoughts, or it is discovered that he or she has put his or her affairs in order (has
sold or given away significant amounts of personal property, written a will,
settled debts, etc.), then it would be critical to get help for that person as quickly
as possible. Suicide is a major concern with people who abuse drugs, since a
majority of suicides in the United States are attempted under the influence of
drugs or alcohol.

Mental health professionals are legally bound in many states to assess for pos-
sible harm to self. Because of the high comorbidity of depression and suicidal
behavior with drug use, clinicians working with drug users need to be aware of
the particular laws and procedures for reporting possible harm to self within the
states in which they are practicing. Generally speaking, it is important to assess
all clients with drug problems for possible depression and suicidal ideations, as
well as for a history of suicidal behavior (see Chapter 4 for more details on assess-
ing depression). The treatment of choice for depression is usually a combination
of psychotherapy (like cognitive behavioral therapy or interpersonal therapy —
see Chapter 5) and pharmacotherapy (antidepressants). In addition, another dif-
ficult task is determining which came first, the depression or the drug use.
Depression can be a natural consequence of rebound effects and withdrawal
processes that occur after chronic and acute substance abuse, so it is very com-
monly seen in drug-using clients. However, some clients I have worked with have
told me that they remember being blue or depressed long before they ever
touched a drink or a drug, so depression is not always a consequence but instead
may be an antecedent.
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Another type of mood disorder that commonly co-occurs with drug prob-
lems is Bipolar Affective Disorder. Bipolar disorders include depression as a
symptom (one of two emotional poles — hence, bipolar), but they also include
mania or hypomania, which is a period of high energy and potentially other
problematic and high-energy symptoms. Loved ones may observe symptoms
like sleeplessness (for days on end), irritability, and excitability; extreme be-
havior related to, and obsession with, religiosity, sex, spending, and pleasure
seeking; grandiosity (beliefs of exaggerated self-worth, superhuman power,
strength, etc.); very rapid, constant, and sometimes incoherent speech; poor
judgment; or racing thoughts (as described by the person experiencing them).
Again, a key factor to consider is whether more than one of these symptoms
are occurring at once and whether these symptoms are interfering with the per-
son’s life. A manic episode is frequently followed by a down cycle of depression
and a physical crash, during which the person may sleep a lot and be very
de-energized. Anyone who observes these symptoms in a friend or loved one
should be advised to seek an assessment of the person by a mental health
professional.

However, one difficulty is that many drugs cause behaviors that mimic mania.
In some cases, the person may not be manic per se, but rather may be intoxi-
cated on a stimulant drug. It is up to professionals to determine whether the
symptoms are drug induced or whether there is something more than drug
effects contributing to the behavior. Professionals also need to be aware that the
risks of suicide among people with bipolar disorders are quite high even during
the manic or hypomanic phases (which actually may provide them with the
energy to carry out the act), so care should be taken to assess for suicide risks.
Bipolar disorders are very treatable, by using mood-stabilizing drugs and some-
times antipsychotics to treat the symptoms, and cognitive behavioral skills train-
ing to change dysfunctional coping styles (see Chapter 5).

@ Treating Co-occuring Disorders

For years, psychiatric and drug abuse disorders were not even treated
together. Now we know they commonly co-occur, which means for many years
clients were getting only partial treatment. Even today we are still not sure how
to treat these co-occurring conditions simultaneously in a consistently effective
way with both psychotherapy and pharmacotherapy (see Chapter 5). The next
century is likely to see many advances in both pharmacotherapy and psychother-
apy to treat co-occurring conditions. There are effective methods to treat drug
abuse and to treat other co-occurring psychiatric disorders. The next frontier in
research is to learn how to combine these approaches in a way that can treat
multiple disorders at once!
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Another set of symptoms commonly observed among people with drug prob-
lems revolves around anxiety. Besides observing the more obvious symptoms of
worty and restlessness, loved ones might notice exaggerated and extended fight-
or-flight (sympathetic nervous system) responses, in which the person appears
high-strung, uptight, and on edge; expressions of extreme fearfulness or exag-
gerated concerns about something bad happening to the person or to his or her
family; or panic attacks, in which the loved one feels like he or she may die and
worries that there may be some physical problem (like a heart attack, stroke,
cancer, etc.) even though a medical doctor finds nothing wrong. In addition, the
person may be very afraid of certain objects, experiences, or situations, and may
do everything possible to avoid them. People who have experienced trauma in
the past may sometimes feel like they are reliving the traumatic event, and may
have anxiety and worry resulting from that trauma, including problems with
nightmares while sleeping and possibly flashbacks of the experience while
awake. People with drug problems may be at greater risk for experiencing
trauma, since drug use leaves them vulnerable to victimization and can lead them
into certain situations where violence can occur to them.

There is a wide variety of disorders with anxzety as a principle feature. One
specific one is Generalized Anxiety Disorder, and its major feature typically
involves being constantly worried, with particular themes of worry in specific
areas of the person’s life (e.g., a theme of exaggerated worry about a loved one
getting hurt or sick). Another expression of anxiety is Panic Disorder, which is
typified by multiple panic attacks that sometimes seem to come out of the blue.
Obsessive-Compulsive Disorder is another form of anxiety and is typified by
repetitive behaviors that are debilitating, such as repeated hand washings that
cause skin damage, extreme concern about germs or health, and other extreme
habits that may involve checking and rechecking, obsessive counting, or even rit-
ualistic behavior patterns that are repeated over and over again. Yet another anx-
iety disorder related to the experience of trauma is Posttraumatic Stress Disorder
(PTSD), and it may occur after a person has been confronted with a horrible dis-
aster or an event that threatened death.

Having phobias (fears about objects, experiences, or situations) is a common
experience for people with drug problems. For instance, Social Phobia or anxi-
ety is frequently observed. Some of my clients have told me that their drug use
started as a way to cope with anxiety and fears related to social situations. Peo-
ple with Social Phobia tend to get embarrassed very easily, often are perfection-
ists (which sets them up to judge themselves and others harshly), usually have
performance-related anxiety in social situations, and try to avoid social situations
as much as possible because of concerns about embarrassment and failure.
Agoraphobia also is a commonly experienced disorder among people who have
drug problems. Agoraphobia often leads to an avoidance of places (like an ele-
vator, bridge, or crowded supermarket) where the person may feel trapped.
Because of fears of being trapped, the person often stays at home a great deal
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and will avoid certain places at all costs. Agoraphobia can develop as a result of
Social Phobia and Panic Disorder because the person is afraid of being embar-
rassed in a place where she or he cannot escape public observation.

Professionals should be aware that anxiety often co-occurs with depression,
so it is reasonable that if you determine one is present in a client, you should
assess for the other. Again, one of the challenges of assessing anxiety among
people with drug problems is that many substances can induce anxiety by with-
drawal symptoms, by overwhelming life consequences that may occur because of
drug use, or by long-term neurochemical changes (similar to depression) that
some substances cause in the brain. The client presentation can be complicated
since anxiety tends to increase affer a person quits using the substances, which
means that for some time after a change in drug use, it will be difficult to sort out
whether the anxiety is a result of physiological rebound or an underlying anxiety
disorder.

Finally, benzodiazepines (tranquilizers) are the most commonly abused drugs
by people with anxiety disorders. Even though researchers have found that ben-
zodiazepines actually contribute to making anxiety worse in the long run (even
though they may provide some short-term reductions in anxiety) because of their
rebound effects, many physicians are still routinely prescribing these anxzolytic
drugs to treat anxiety. Anxiety patients often carry spare amounts of these drugs
(called safety signals) in their pockets for security purposes and tend to overuse
and even abuse benzodiazepines in an effort to control anxiety symptoms. Pro-
fessionals who suspect comorbid anxiety with drug abuse also should assess the
client’s use of benzodiazepines, and professionals working with anxiety patients
should routinely assess for abuse of tranquilizers. The treatment of choice for
anxiety disorders is cognitive behavioral therapy (see Chapter 5), which is highly
successful in treating them, and in some cases the use of antidepressant medica-
tions may be helpful to control symptoms.

Sometimes personality disorders may co-occur with drug abuse. There are
three commonly found among people who have drug problems: Antisocial,
Narcissistic, and Borderline Personality Disorders. Antisocial personalities are
defined by lack of concern about rules, disdain for authority, and sometimes utter
lack of regard for the welfare of other people. Antisocial Personality Disorder
often is defined by its behavior, including manipulation of others for personal
gain, cruelty to others (and animals), criminal behavior, and a desire to take risks
and seek thrills. Again, identifying these qualities as a pattern of behavior rather
than a single or isolated incident is important before making a judgment that
your client has this problem. As mentioned in Chapter 1, Antisocial Personality
Disorder is likely overdiagnosed among drug users because drug use often
includes illegal activities to support the drug use behavior.

However, if a person who has a drug problem is consistently breaking rules,
defying authority, manipulating people, and seemingly acting without a heart or
without a conscience toward others, then you may wish to consider whether
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Antisocial Personality Disorder may be co-occurring with the drug use. Many
more men meet criteria for this disorder than women, but there are women who
do meet these criteria. Sometimes borderline (described later in this section)
behavior can be mistaken for antisocial, and certainly there can be overlap
between the two disorders. However, clients with whom I’ve worked who have
borderline features generally have the capacity to care about other people,
whereas people who are antisocial may not have this capacity.

If the client is an adolescent or child and engaging in antisocial behavior, then
comorbid Conduct Disorder should be considered, although such behavior also
may indicate an Oppositional-Defiant Disorder if there is little deviant behavior
but lots of arguing and defying the wishes of authorities such as parents and
teachers. Adult antisocial behavior is difficult to treat but usually involves use of
behavior modification (see Chapter 5) through the use of incentives. Conduct
Disorder and Oppositional-Defiant Disorder can be successfully treated with
behavior modification and by modifying the youth’s environment (e.g., using
multisystemic therapy or the community reinforcement model — see Chapter 5).

In some cases, Narcissistic Personality Disorder can cluster with both drug
abuse and antisocial behavior. People with this disorder typically display
grandiosity, selfishness/self-centeredness, exploitation of others, beliefs about
being gifted and special, arrogance, an excessive preoccupation with self and per-
sonal appearances, and the need to have others affirm how special they are.
Sometimes these qualities are difficult to separate from antisocial behavior, but
key differences center around the criminal behavior and the ability to inflict
physical cruelty found in antisocial behavior. Effective treatment for Narcissistic
Personality Disorder includes cognitive behavioral therapy as well.

Finally, people with Borderline Personality Disorder often use drugs and alco-
hol. Borderline Personality Disorder is defined by acts of self-harm, including
self-mutilation behavior such as cutting, burning, and picking behavior; and by
poor judgment and impulsive acts that may place the person at high risk for
being victimized and for other adverse consequences. Emotional dysregulation
is common among people with this disorder. For example, you may witness emo-
tional lability, over- or underreacting emotionally to certain situations, rage and
out-of-control behavior, and an avoidance of emotional situations or intimacy.
Borderline clients often engage in black-and-white thinking and behave in an all-
or-nothing fashion. They can appear quite competent at one level even when they
are utterly confused, and can appear quite needy one moment and completely
rejecting of social support in the next moment.

As Marsha Linehan (1993) has noted, this personality disorder is typified by
dialectical behavior (extremes, like love-hate, at either end of a particular behav-
ioral spectrum, sometimes within the space of a few moments). Some profes-
sionals have great difficulty working with people who have this disorder. This is
primarily because they do not set personal limits in professional interactions and
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because borderline clients sometimes have very unpredictable behavior, includ-
ing significant numbers of suicidal and parasuicidal acts that keep professionals
always on their toes. The treatment of choice for this disorder is dialectical
behavior therapy (also see Chapter 5).

Professionals working with a suicidal drug client may wish to determine
whether the person meets criteria for Borderline Personality Disorder. Border-
line clients often have a history of suicidal behavior and high utilization of health
and mental health care services. Most people who meet criteria for Borderline
Personality Disorder are women, but not all. As mentioned, some professionals
find it difficult to work with borderline clients without becoming very upset or
cynical. If you cannot work with such a client respectfully, then it is recom-
mended that a referral be made to someone who can (see Chapter 3). Treating
the client with dignity is important if trust and a solid therapeutic alliance are to
develop.

Remember that it is important to assess for suicidality when working with any
client with a history of suicidal and parasuicidal behavior. Not only ideations
should be assessed, but also plans, lethality of plans, means to carry out those
plans, and proximity of means. You would surprised at how often such clients
carry lethal doses of pills, razor blades, or even guns in their purses, pockets, or
backpacks during such an assessment interview with intentions to use these items.
(Please see the extended discussion about suicide assessment in Chapter 3.)

Co-occurring Physical Health Symptoms

Other commonly co-occurring conditions are not necessarily related to mental
health disorders. For example, co-occurring health problems such as chronic
pain or a neurocognitive dysfunction related to a head injury or other insult (both
mentioned previously) can accompany a drug problem. Impulsive behavior by a
person with a drug problem can be a sign of an unrecognized head injury. Even
if a person has an accident and seeks medical attention, he or she may not be
adequately assessed for a head injury. If the injury occurs when the person is
intoxicated, it is difficult to make such an assessment due to the drug or alcohol
impairment. Sometimes the results of such an injury do not become obvious until
much later. Since the risk for falls, auto accidents, victimization, and other
sources of head injuries is elevated for people when intoxicated, and because
many of those accidents may not be adequately cared for (the person may not
even have a memory of the injury or accident), it is critical for professionals to
remember that an undiagnosed head injury could be an explanation for certain
patterns of irrational behavior they may observe.

In addition, pain often is used as an excuse for drug-seeking behavior in
health care clinics, dental offices, emergency departments in hospitals, and other
primary care clinics. T have heard about some people seeking and receiving
unnecessary surgical and dental procedures in order to obtain pain medicines.
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The abuse of prescribed medicines is one of the fastest growing drug problems
in the United States, and a great deal of this behavior is related to pain behavior
(although some of it begins as an attempt to reduce anxiety symptoms, as men-
tioned). Certainly, repeated visits for different ailments or injuries should be
treated with suspicion by physicians, nurses, and dentists, especially if the pres-
entation of the problem does not fit the description of the pain.

When Professionals May Be Impaired

Professionals are certainly not immune to drug problems of their own, which can
be problematic when the professional has direct client contact and is coming to
work impaired. Even if not impaired at work, though, impaired health care work-
ers certainly may not be cognitively sharp during work if abusing drugs during non-
work hours. Here are some tips for identifying colleagues or coworkers who may
be experiencing drug problems. First, signs observed in the workplace, as
described earlier, may include tardiness, long lunches and multiple breaks, absen-
teeism, and a noticeable reduction in the quality and quantity of work. In addition,
health care professionals with access to medications may divert those medicines
for their own use and then cover the diversion by fraudulent records and chart
notes. If chart notes seem odd and there is a pattern to this oddness that points to
one employee, or if a patient seems to be unresponsive to a particular medicine, try
to determine whether the medications are actually being received by the patient.
Diversion is most often done among patients who have been prescribed pain med-
ications. Another sign may be an excessive wasting of medications by an employee,
which may suggest that the medicines are not being wasted at all. In some cases,
health care professionals who have drug problems gravitate toward particular units
or clinics where they have access to the desired drugs — for instance, units (e.g.,
oncology) that treat conditions for which there may be a great amount of pain tend
to be attractive places to work if your goal is to obtain opioid pain medications.

| THINGS TO REMEMBER

Disorders Commonly Co-occurring
With Drug Problems

* Mood disorders, such as depression, Bipolar Disorder, and suicidal behaviors

* Anxiety disorders such as Panic Disorder, PTSD, and phobias such as Social
Phobia and Agoraphobia

* Personality disorders, such as Antisocial, Borderline, and Narcissistic
* Chronic pain related to accidents and medical conditions

¢ ADHD, Conduct Disorder, and Oppositional-Defiant Disorder in youth
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Physicians who have drug problems sometimes use a process called harvest-
ing in order to obtain the medications for their own personal use. Harvesting
occurs when a physician (seemingly innocently) asks a patient to return any
unused pain or other type of mood-altering medications to the physician. The
physician will tell a patient that this is for his or her protection to take away
the threat of accidental use of the medicines by someone in the household. The
physician will offer to dispose of the medicine properly so that it is out of the
household. However, the medicines will likely be used by the physician instead
of being wasted. Patients should understand that since they have paid for (or
their insurance has paid for) those medicines, it is unethical for a physician to ask
for them in the first place, and such a request should warn of a problem.

All of the tips mentioned in this section may serve to aid in the identification
of a drug problem, but please remember that these symptoms and signs are sim-
ply warning flags for some type of problem. Many of them are associated with
several different types of problems, and having a symptom does not necessarily
mean that the problem is related to drugs. A thorough assessment conducted by
a professional is truly the only way to know for certain whether a loved one,
friend, colleague, or client has a drug problem. As mentioned in Chapter 1,
remember that all drug problems are not the same and can vary in presentation,
in severity, and in the way they should be treated. Furthermore, even if the symp-
toms or signs observed are related to a drug problem, there is always the possi-
bility that other, co-occurring problems needing attention may lurk in the
background.

How Attitudes Influence Drug Problems

Certain attitudes associated with drug use can interfere with behavior change
and may be cause for concern. One such attitude is the belief that it’s acceptable
to use drugs to cope with life problems (or, more correctly, zz2stead of coping with
problems). Obviously, using a drug to cope with problems does little to solve
them, and in many cases will make those problems worse. Usually the drug use
represents a way to avoid problems rather than solve them. Using drugs to
cope does not enhance the client’s abilities to respond thoughtfully to problems,
nor does it aid in developing appropriate plans of action. Instead, skillfully
coping with problems requires new, non—drug-using skills in order to avoid
developing new problems.

Another worrisome notion clients may have is the idea of using drugs to com-
pensate for something they feel is missing from their lives. Drugs obviously have
the capacity to induce pleasure, relaxation, and other positive effects, depend-
ing on their chemical compositions. However, drug use cannot fill holes in
people’s lives. Once the effects of the drugs have dissipated, the holes remain.
Working on personal growth and development to fill holes rather than using
drugs to compensate for them makes more sense in the long run.
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Attempts at self-medicating symptoms can be problematic because they often
lead to habitual behavior patterns of drug use even when the drug is not work-
ing to reduce the symptoms (as mentioned in Chapter 1). Beliefs that self-med-
ication is an effective way to treat symptoms are quite powerful and difficult to
change, even when the physical evidence suggests that self-medication is not
working very well. Furthermore, self-medicating with psychoactive substances
often causes other problems, such as new symptoms or exacerbation of old
symptoms through rebound effects, which in turn can complicate the original
disorders and symptoms.

Finally, attitudes about the power of certain drugs (drug myths and positive
expectancies) can cause problems for some people. Usually these myths are com-
pletely false and not supported by research. Other myths may have some kernel
of truth to them, but usually those beliefs do not tell the whole story about drug
effects. Often, beliefs in these myths create misperceptions about the power of
drug use that are difficult for professionals to intervene upon. Usually these
myths proclaim the drug’s ability to make a person more likeable and sociable,
more physically powerful, more intellectually capable, more energetic, and more
sexually potent and attractive.

Clients are not the only ones who can have problematic attitudes that may inter-
fere with changing drug problems. Family members and friends can have prob-
lematic attitudes toward the drug-using loved one or friend as well. The most
potent attitudes are those that influence how a family member acts toward the pet-
son using drugs. In the past, many people believed that it was a good idea to heav-
ily confront a person using drugs to break through his or her denial. However, we
now know that confrontation rarely is helpful and has the potential to actually
make things worse by straining relationships with the person who has a drug prob-
lem. Since good social support is a strong predictor of success in treatment and
recovery, it does not make sense to strain such relationships unnecessarily.

In addition, there is no research that supports the attitude that tough love
helps people with drug problems, and in fact, there are incidences in which
tough-love interventions by family and friends backfire and are followed by
tragic endings. Again, the reason that tough-love interventions can backfire is
related to the importance of solid social support if a person is ultimately going
to succeed in changing a drug problem. Since there are much better strategies
available now for getting a person interested in behavior change (see Chapter 3),
I would not recommend organized interventions to coerce treatment, nor so-
called tough-love approaches in general. Family members and friends certainly
do not want to reinforce drug-using behavior unnecessarily, but they also do not
want to shun the person who will need their help to change (even if the person
doesn’t act like it now, he or she will need the help of family and friends in the
future). Burning bridges is rarely a good idea in life, and this is especially true
when addressing a drug problem in someone you care about.
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POINTS OF CONTROVERSY

Interventions

Interventions have been widely used by families, coworkers, and loved
ones to encourage people with drug problems to go into treatment, but do they
work? An intervention often is directed by a counselor, who coordinates an
effort by participants to share their observations and feelings about the drug use
and to describe negative consequences they are willing to endure if the person
with a drug problem does not seek help. Often these consequences include end-
ing contact with the person if he or she does not get help. However, there is no
research to support that these interventions work well enough to justify their
use. In addition, we do know from research that confrontation and loss of social
support are linked to poorer outcomes in people with drug problems over time,
and often leave the drug user embittered toward treatment professionals. At
best, the research suggests that using an intervention to coerce a loved one or
friend into seeking help is a gamble.

Finally, professionals also can have problematic attitudes that can hurt the
therapeutic process. One problematic attitude is that the person with a drug
problem is uneducated, naive, or in any manner less knowledgeable about his or
her life and his or her drug problem than the professional is. As it is said in
Motivational Interviewing (Miller & Rollnick, 2002, see Chapters 3 and 5), the
client 75 the expert on him- or herself, and professionals can learn a lot by
acknowledging this simple truism. Remembering that professional-client rela-
tionships represent extreme power imbalances, professionals have the capacity
to use their extraordinary power in these relationships for good or for harm. Any-
thing less than a collaborative effort in a therapeutic relationship is likely to end
in failure. Similarly, treating a client with disrespect is certain to destroy the ther-
apeutic relationship, sometimes before a therapeutic alliance has an opportunity
to develop.

Another problematic attitude among professionals is the belief that adoles-
cents and youth should be treated in the same way as adults are treated for a drug
problem. The research is very clear about this: Adolescent substance abuse
appears to be much different than adult substance abuse in a number of ways,
from the beliefs and behaviors of the users to the courses and patterns of their
drug abuse. Most youthful drug users mature out of their drug use behavior nat-
urally, as discussed in Chapter 1. In addition, interventions based on fear are inef-
fective motivators (again, as mentioned in Chapter 1); adolescent problems seem
to be influenced more strongly by their environments than adult problems are;
adolescent brains are still developing, and research suggests that novelty seeking
(sometimes through risk taking) is related to this natural process of brain devel-
opment; and young people do not understand the concepts of powerlessness and
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personal identity in the same way as adults. Adolescents are not little adults, so
it does not make sense to treat them that way.

With this in mind, natural novelty seeking for some adolescents may include
experimentation with drugs, whether we like it or not. It is important not to over-
react to these moments of teen curiosity. How a parent responds to the discov-
ery that his or her child is using drugs may be critical for a credible and continued
parental dialogue with the youth. Thoughtful and respectful responses are
recommended. In an instance like this, it may be useful to examine the youth’s
attitudes with regard to the choice to use drugs to understand whether it is cause
for concern. Was it curiosity, which is typical for the age group? This attitude
does not concern me as a professional. However, if the reason for the drug use
by the youth was associated with one or more of the problematic attitudes dis-
cussed earlier (using the drugs to cope, to be different or whole, or to self-med-
icate something), then further investigation may be warranted to determine
whether a drug problem exists.

Another attitude held by professionals that can be problematic is the idea of
treating all drug problems similarly. The belief in a cookie-cutter approach to treat-
ing drug problems limits the professional’s ability to find creative, individualized
strategies to help clients. This severely limits the ability of a therapist or counselor
to respond effectively in treatment to a person’s drug problem. As was mentioned
in Chapter 1, not all drug problems look the same, therefore they cannot all be
treated in the same way. Using a one-size-fits-all approach to therapy or treatment
will likely hinder the development of a strong therapeutic alliance with a client who
feels like the therapist has no understanding of her or his individuality or autonomy.

Professional Collaboration

Many programs include a variety of professionals who function as an interdisci-
plinary unit, using the strengths of several different disciplines to provide for a
comprehensive treatment experience. Often such interdisciplinary teams include
physicians to provide medical care and, in some cases, pharmacotherapy; nurses
to provide other medical services; psychologists to conduct neuropsychological
and other types of assessment, provide interpretations of those results, and con-
sult with the team regarding psychotherapy; and counselors who lead groups and
conduct individual sessions. A wide variety of counselors and therapists can be
included in the counseling team. For instance, besides drug abuse counselors,
there also can be family, occupational, recreational, physical, and even spiritual
therapists on a treatment team. Professionals from each of these specialties work
together to provide a comprehensive treatment plan for a client (see Chapter 4).

Unfortunately, not every treatment center has access to unlimited resources,
so some of the previously mentioned positions may be absent from the team, or
in some cases a professional may be asked to fulfill more than one role, perhaps
a role outside his or her discipline, because no one else is available to handle it.
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It is highly recommended that the professionals who wear hats other than those
of their own profession seek out some formal training and supetvision in the new
areas. For instance, some college and graduate nursing programs provide train-
ing and clinical supervision in group therapy skills because nurses may be asked
to fill that role in a clinical setting someday. Treatment programs should make
sure, for ethical reasons, that a person asked to perform a specialized role in
treatment is trained effectively for that role, and consumers may want to check
on the qualifications of the treatment staff before a loved one is admitted to such
a program. With that being said, I know that in some areas of the country peo-
ple have few choices regarding treatment, and that choices are often limited by
finances. I also know that many treatment programs are doing the best they can
with very few resources of their own.

In areas that suffer from few resources, treatment professionals should con-
sider pooling their limited resources with other local professionals. In rural areas,
it makes sense to work more closely together, perhaps through professional
organizations at a county or regional level. Continuing education training may
be offered through those organizations in order to help the smaller treatment
facilities where a very few dedicated professionals have to wear multiple hats in
caring for clients. Also, it is worth noting that many resources are available online
(which will be discussed more fully in subsequent chapters).

For example, when assessing for a drug problem, it makes sense to get a com-
prehensive assessment by professionals in different disciplines. Since drug prob-
lems are biological, psychological, and social/environmental, it makes sense to
assess for a drug problem in each of these life domains. Certainly conducting
medical assessment would be useful to identify a drug problem, but so would
psychological, family, vocational, and recreational assessments for how drugs
may be affecting a person in those domains. It makes sense to have profession-
als trained in these specific areas to conduct these specialized assessments, if pos-
sible. Larger treatment facilities with interdisciplinary teams available for such
assessments have an advantage, but smaller facilities can collaborate in conduct-
ing assessments and can share interdisciplinary resources in this way.

On the other hand, sometimes these specialized assessments are conducted
simultaneously in a clinical setting, but professionals miss the opportunity for
sharing this information because they are not talking among themselves. It is
important in such settings that time is provided for consultation or treatment-
team meetings so that such information can be shared freely across the staff. In
some cases, if a professional is concerned about the possibility of a drug prob-
lem, the clues may exist in previous chart notes. In clinics and hospitals, for
example, sometimes medication-seeking patterns can be determined by reading
previous chart notes and determining a pattern of clinical visitation by a patient.
Many times, documentation exists that would suggest that a person may have a
drug problem, but the little bits of evidence are not put together systematically
in a way that clarifies the picture.
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Professional Obligations to Intervene

In some instances, it may seem easier to ignore a suspected drug problem than
to take the time to evaluate it and possibly intervene upon it. Certainly, time
demands on professionals make it difficult to attend to every suspected problem,
especially when there is the sense that such an evaluation or intervention may be
a waste of time. I have seen professionals become jaded while working with peo-
ple who have suspected drug problems. Under these conditions, professionals
may find it easier to dismiss helping clients out of hand because previous expe-
rience has taught them that a drug user may not be interested in receiving help.
However, the research suggests that many people with drug problems are highly
ambivalent about their drug use (Miller & Rollnick, 2002), which means they
often are keenly aware of the downside of their drug use as well as the upside.

What this means, of course, is that drug-using clients are not necessarily
unreachable. In some cases the problem is that people who use drugs feel as if
professionals have reached out to help in disrespectful ways, which diminishes
their desire to accept the help. So, in the eyes of many drug users I've worked
with, what is needed is a fresh approach by health care professionals to offering
help that is less judgmental. This would work to everyone’s advantage. If pro-
fessionals were consistently patient and compassionate in their handling of
people suspected of drug problems, then people with drug problems might be
less likely to act like difficult clients. In turn, working with less difficult clients
would help professionals stay focused on helping them.

In addition, the professional may have had multiple contacts with the client
over a period of weeks, months, and perhaps even years, and because of these
chronic contacts has given up on the idea of helping a chronic utilizer of the sys-
tem who has a drug problem. Over the years, it has been interesting to observe
how easily some professionals give up on a drug-using client, when I suspect they
would not have given up so easily if the same client had cancer instead. Rightly or
wrongly, some people continue to believe deep in their hearts (even if they say oth-
erwise) that having a drug problem is qualitatively different than having another
type of health problem such as cancer. This belief by professionals that drug prob-
lems are different frequently seeps out as an emotional response when the client has
failed to make changes, in spite of an admonition from the professional and in spite
of the evidence that making a change would be helpful to the client.

Some people tend to fall back into a moral perspective on what a drug prob-
lem is (sometimes without even knowing it) when a client does not change or
does not seem to get better, believing that the person is at fault for not changing
the problem. Anger toward a person with a drug problem who is not visibly
changing is common, and blaming the victim may be a response. But how com-
mon is it to feel the same way toward a cancer patient who is not changing his or
her condition? For the one health condition (drug problems), some profession-
als act as if it says something about a person’s character that he or she is not
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changing, while for the other health condition (cancer) the lack of change is
linked to issues beyond the person’s control. If you believe that drug abuse is a
disease, then anger is not a rational response toward someone who is not chang-
ing drug use. If you believe that a drug problem is a reflection of poor skills and
reinforcement history (a behavioral disorder), then anger is not congruent with
the understanding that the person is doing the best he or she can with the skills
he or she currently has. If you are feeling anger about lack of progress, then you
may wish to examine your assumptions about the client and about the cause of
his or her problem.

A major reason that professionals get burned out surrounds circumstances in
which clients do not seem to get better as quickly as hoped (or maybe not at all).
Most professionals, if not all, want their clients to get better and most would give
120% of themselves in order to help a client. Sometimes there are certain
assumptions on the part of professionals about themselves and about their clients
that may cause difficulties. One such assumption is that if clients wanted to get
better, then they would do what we tell them to do. The reality is that, across a
variety of health conditions, compliance rates with professional advice are not
great, so why should we expect it to be different when treating a drug problem?
Asthma patients rarely take their medicines as advised by their physicians, dia-
betic patients often are noncompliant regarding their diets and forget to check
their blood sugar, cardiac patients may not exercise as recommended, and the
person with a sinus infection may not finish his or her course of antibiotics as
requested. Even competent health care professionals sometimes do not act con-
sistently with what they preach. But in spite of this noncompliance with medical
advice, people often do get better and many times maintain positive health
changes over the long term.

Expecting a person with a drug problem to be compliant with professional
recommendations is unrealistic, given what we know about patient compliance
across all health conditions. Does that mean we should give up on providing rec-
ommendations? By no means; but we should become more realistic in our expec-
tations about how closely our clients will follow them. Having unrealistic
expectations of our clients is our problem, not theirs, and we need to moderate
such views so that we do not expect too much from our clients. Lowering our
expectations for compliance will probably reduce the likelihood that we will be
disappointed in our clients. Our clients can pick up on our anger and disap-
pointment in session (just as we can on theirs), and their course of treatment can
be influenced by it, so we have to be careful with our feelings toward them —
especially if those feelings are the result of unrealistic expectations.

Another problem with expecting total compliance is that sometimes we do
not know what is best for the client. We would like to believe that we are wise
sages in our respective professions, but that does not mean we are infallible.
Sometimes we make mistakes when working with clients, and frequently our
clients forgive us for those errors and stick with us. In other cases, we may not
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totally understand the situations of our clients, so that the solutions we offer
them may not fit well with their circumstances. Many times our clients have the
capacity to determine their own courses better than we do, since we have not
walked in their shoes for any length of time. That is why it is a good idea to offer
a range of options for help and recovery, and then allow the clients to choose the
best path for themselves (Miller & Rollnick, 2002). This allows therapists to
avoid disappointment with noncompliance and, in turn, respectfully validate the
autonomy (and intelligence) of clients.

Another assumption that we professionals sometimes make is that we should
be able to help our clients get better, when the reality is that they must help them-
selves. We can show them the door, but ultimately it is the clients who must walk
through it to better health. When a person does not walk through the door, it is
easy to personalize our responsibility for the lack of progress and get frustrated
because we could not help him or her. Long-term frustration in working with
clients can lead to apathy or disillusionment, stepping stones toward what some
have called professional burnout. In my opinion, burnout occurs as a result of
unrealistic expectations by professionals about their own abilities to help others
and of unrealistic expectations for their clients to get better. The truth is that
behavior change is completely up to the client. We can motivate and teach but
we cannot force people to act.

Finally, it is worth noting again that the pervasiveness of drug problems in
American culture contributes to their being taken very personally. Many profes-
sionals have loved ones or friends who have had substance use disorders. Many
of those experiences have no doubt been emotionally charged, and those emo-
tions can crop up in professional situations when cued by encountering a person
with similar problems in daily work. It is important to be aware of our feelings
and biases toward drug problems and to deal with these reactions in such a way
that we do not poison the waters of caring for another person who we do not
know. One rule of thumb is to use that emotional energy to work as hard as you
can to help, but not to allow that energy to interfere with your capacity to care
respectfully for another person. Objectivity is always a difficult thing to main-
tain when caring for people, and complete objectivity is probably unrealistic and
unobtainable. However, personal feelings should not creep into a session, assess-
ment, or intervention and affect our abilities to deliver quality care for a stranger.

Obligations Toward Other Professionals

When professionals suspect that fellow professionals may have drug problems,
they are obligated to speak up. The situation described is complicated by the fact
that careers may be at stake if the person is found to be diverting drugs at work,
forging documentation, or making other types of errors in judgment that may
not be forgiven by a professional board or employer. My recommendation would
be to use treatment options first before punitive options, perhaps using punitive
options as an alternative if the person refuses treatment. Formal punishment, as
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SELF IMPROVEMENT TECHNIQUE

How to Challenge Six Unrealistic
Assumptions About Clients

The following six assumptions that professionals have about clients may
cause distress in the therapeutic relationship if not challenged. After each com-
monly held belief is a realistic way to view the concern. When you notice yourself
holding one of these errant assumptions about your client, follow this exercise to
remind you of the reality of the situation, using the statement of reality to chal-
lenge the related errant expectation. See Chapter 5 for more information on
challenging errant thoughts and assumptions.

Errant assumption # | : Clients and patients with drug problems should want to
change.

Redlity: Clients and patients are ambivalent about drug use and whether to
change it.

Errant assumption #2: High utilizers of the system never change.
Reality: Many do change, but not on our time line, and you cannot predict when.
Errant assumption #3: They should do better or know better.

Redlity: If they are ill or if they have skill deficits, then they are doing the best
they can.

Errant assumption #4: Clients or patients will choose to comply with recom-
mendations.

Redlity: Clients rarely follow professional advice to the letter — for any health
problem.

Errant assumption #5: If they did follow my recommendations, they would get
better.

Redlity: Some do follow our recommendations and do not get better, while some
do not follow our recommendations and do get better

Errant assumption #6: We always know what is best for our clients and patients.

Reality: We do not always know what is best for ourselves, so how can we always
know this for others?

mentioned in Chapter 1, has not been found to be a particularly helpful strategy
to encourage successful behavior change.

Professionals also have to be concerned about client or patient care, and
impaired professionals threaten that care. Health care workers are obligated to
protect their patients, so they are obligated to make a report when they suspect
that a coworker is impaired. If the health care organization and the professional
guild placed priority on treatment before punishment, colleagues would likely
report more frequently, since they would know clearly that they were helping
rather than harming a coworker. However, even if the organization or professional
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body does not see fit to deal with impairment in this fashion, professionals still are
obligated to place patient care above any obligation to protect coworkers. Fortu-
nately, many professional health care organizations understand the value of sug-
gesting treatment instead of punishment when a professional is deemed to be
impaired. Clearly there are circumstances, though, where punishment is neces-
sary and warranted.

When reports of impairment have been made, an investigation is usually
directed by a human-resources official who has been trained in assessing and
making referrals for drug problems. Although sometimes it would be appro-
priate for direct supervisors to be involved in this process, typically they
have not been trained how to conduct such an assessment and referral, and per-
haps may not be objective enough to do such an assessment. Many organiza-
tions have employee assistance programs (EAPs) that are available to help
employees with problems, including those related to drug use. In some cases,
EAP personnel have been trained to conduct such assessments and usually
have the authority and means to make appropriate referrals. Motivational
interviewing would be a useful therapeutic strategy to use in these assessments
(see Chapters 3 and 5), since it would reduce the likelihood of a defensive
reaction by a worker who may be mandated to seek an assessment against her
or his will.

Of course, it would be best if a worker voluntary sought help. However, many

times the threat of punitive measures by the organization or
““If we burn ourselves out guild make the professional very reluctant to admit having a
drug problem or to seek help. Voluntarily seeking help, in
my opinion, should be reinforced rather than punished.
Obviously there are instances in which laws have been bro-
this business.” ken, and that complicates the picture, but clearly more peo-

— JOHN BELUSHI ple would seek help if they were certain they could get it and
not be punished for seeking it.

with drugs or alcohol, we
won’t have long to go in

Professional Referrals

Professionals sometimes have to make choices about whether to treat the person
with a drug problem or whether it would better if someone else treated that per-
son. In some cases, a professional may not provide treatment at all, which makes
referrals to another professional for treatment or therapy necessary. There are
many advantages to referrals if they are made for the right reasons, but there also
can be a few disadvantages.

Referrals should be made if one of the following conditions is present. First, «
referral should be considered if the client would be better served by working with
another therapist than working with you. There are a number of reasons this may
be the case. For one, it may be a matter of fznances. Perhaps the client does not have
the resources available to afford the therapy you offer. Therapists should consider
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[ CLIENT HANDOUT |
Problems Can Be Changed

If you think you may have a drug problem, you may wish to allow your ther-
apist or counselor to do a thorough evaluation. It is certainly better to seek
help early if you do have concerns about your drug use. Most of my clients
have told me that they knew they had drug problems long before they
sought help, and many expressed regret at not having sought help sooner.
We know for certain that changing behavior is easier when you are younger
than when you are older. Old dogs can learn new tricks, but it often takes a
little longer to unlearn the old tricks. There are several reasons for this; for
one, mental flexibility needed for new learning seems to reduce gradually as
people age. Another reason is that habitual behavior is increasingly difficult
to change over time because such behavior often occurs automatically and
sometimes without the awareness needed to stop the behavior before it
starts. Yet another reason is that the effects of chronic drug use seem to
multiply as we age, including negative effects on the body and brain that can
make it more difficult to change behavior in the future.

For some people | have worked with, changing drug use later in life was
really difficult for them because drug use had reduced their ability to think
clearly enough to solve problems and make wise decisions.' Others were
physically battered and just plain tired, which made the resolve to change
difficult in the context of physical discomfort. However, people who decide
to change drug use later in life do have experience on their side. Remember,
it is never too late to change, but changing now will always be easier than
changing later.

Change can take many forms. Some people with drug problems are able
to change habits on their own without professional help and support. If you
think you are one of these people, you should set a goal for yourself to have
a period of trial abstinence for a certain length of time to bring the habitual
behavior under control. Some people | have worked with have set trial
abstinence goals of anywhere from 2 weeks to as long as 6 months. Others
have decided to “never use again,” and as far as | know they have not. A
period of trial abstinence buys you some time to allow your body to heal,
which of course will aid you in your efforts to change your behavior. Some of
you may decide to return to using drugs again, hopefully at a reduced level;
others will decide that abstinence is good. My recommendation is to abstain
if you can, because you will be kinder to your body that way. There are self-
help books available that may be useful to you as you work toward kicking
your habits; one of these is Changing for Good, by J. O. Prochaska, . C.
Norcross, and C. C. DiClemente (New York: Avon Books, 1994). This book
is very helpful for teaching you how to make progress toward behavior
change, based on where you are in the change cycle. It considers your levels
of both motivation and commitment when suggesting scientifically tested
ways to help the change process.
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Others of you may decide that you want support while changing your drug
use. For some, it can be helpful to associate with a self-help group that may or
may not be in the 12-step tradition.” Still others of you may opt for individual
counseling or psychotherapy with an addictions psychologist, counselor, social
worker, or psychiatrist. Some of you may decide that you need formal treat-
ment. One rule of thumb is that it is always a good idea to have at least one
backup plan just in case the original plan that you set for yourself is not working
as well as you would like. So perhaps your Plan A is to stop on your own, but
you might want a Plan B or even Plan C if the other plans fall short. In addition,
some people like the stepped-up care model of changing behavior, in which
you can gradually increase the amount of help you are getting if the previous
level of help was not working for you. An example of a stepped-up care plan
may begin with trying to quit on your own; as the plan evolves over time, you
may wish to add increasing elements of services to ensure your success in
reaching your personal goals for changing your drug use.

! Therapist: Chapter 4 provides information about cognitive assessment that you can
discuss with the client.

2 Therapist: See the Useful Resources box on page 84.

the impact of financial debt after treatment when deciding whether to treat the
person in the first place. It is not ethical to treat a person’s problems only to create
new ones with a large treatment debt. In other cases, third-party reimbursement
might cover more of treatment if it is conducted within another treatment system.
The financial considerations for a client should be considered when deciding
whether a therapist-client match is a good one; and if there is a financial mismatch,
a referral should be made. In addition, location should be considered. Is the client
far from home, and would that client be better served by being matched with serv-
ices closer to where he or she will live after completion of treatment? If the answer
is yes, then a referral to treatment services closer to home should be considered.

A second reason for referral is the determination that you and the client do not
match up well as a therapeutic team. One example of this is the client’s having a
very different worldview than yours, such that your philosophy or model of ther-
apy is not a good match for the client. Perhaps you are working with a very reli-
gious person and you are not religious at all. Maybe the person you are working
with does not believe in the disease model of addictions and you do. Or maybe
there are racial, ethnic, or cultural differences or language barriers between you
and your client that impede the relationship and would make it difficult to
understand each other. Often the level of acculturation (how much a person has
adapted to and accepted the ways of the majority culture) of both therapist and
client is more important than racial-ethnic differences per se in determining the
goodness of fit of a therapist-client relationship.
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Benefits of Therapy

Therapy works extraordinarily well when the therapist and client act as a
team. It can change your life for the better, so | would highly recommend it.
The type of therapy that you should choose depends on your values and
worldview, and you should determine whether a particular style of therapy
fits you and your needs.' You also will want to make sure that you match up
well with your primary therapist (the one who will be directly working with
you most often).

For some people, therapy will begin with a detoxification period. Detoxi-
fication is the period of time where your body begins to heal itself after you
stop using drugs. This period of time can be uncomfortable, because some
people will experience withdrawal symptoms. Detoxification therapy can
occur in two different forms. The first is social detox, in which a person goes
through the detoxification period without the aid of other medicines. Dis-
comfort is treated in other ways, so this is not as scary as it sounds. Social
detox works well if you would like to stay away from drugs completely and
if you have not been a very heavy user of drugs.

If you have been a very heavy user of drugs, you may wish to go through
medical detox, which medicates (or “covers”) your withdrawal symptoms
with other drugs that minimize discomfort. After withdrawal symptoms sub-
side, you will be tapered slowly off of those drugs as well. In either type of
detox, physicians generally will monitor your withdrawal symptoms and pro-
vide an overall checkup on your health. If you have already quit drugs and
have finished the withdrawal period, you may not need detoxification at all,
but for those who have been using for a while it is generally a good idea to
be detoxified safely. After detoxification, your body will slowly but surely
begin to return to normal and your health will return to you. Most people
notice a remarkable difference in their body comfort, appetite, skin and eye
color, energy level, and other areas of health within a few days to a few
weeks of being detoxified.

Psychotherapy usually begins late in the detoxification period or even
after it has been completed. The reason it begins later is to allow your body
some healing before you begin to learn new material. In that way you will
not be unduly distracted from meeting your goals for therapy.

Treatment can make a major difference in your life. The treatment process
often includes components of psychoeducation (learning new information
about changing your behavior) and psychotherapy (learning new skills to
reach your goals and learning new information about yourself). The duration
of these sessions varies and often is completed on an outpatient basis
(although some people may opt for inpatient services if they feel they need
extra structure and support). Psychoeducation and psychotherapy provide
new opportunities to improve your life in very significant ways.




82 TREATING DRUG PROBLEMS

Many clients find a gradual improvement in their physical health as they
move through treatment. Not only does treatment allow for further healing
in the body, but it also teaches new ways to care for yourself physically. This
period of healing and of learning new skills often leads to a marked improve-
ment in appearance. People tend to look healthier at the same time they are
feeling healthier. Some of my clients looked physically younger at the end of
treatment than they did upon intake. In addition, you will begin to notice
improvements in the way you are thinking as your mind clears from the
effects of the drugs. Memory begins to improve and will continue to
improve for some time. The problems with attention and concentration
tend to subside with time for most people. If they do not, it may suggest
that other treatment is required, but at least you will know that the extra
help is needed (when you might not have known it before treatment).

People in treatment often begin to notice improvement in quality-of-life
issues as well. You may begin to notice that you are not as irritable, and that
your patience is returning. You also may notice that your positive emotions
come back if they have been blunted over time, or you may notice that you
are not feeling like you are on an emotional rollercoaster as often. Most
people notice after successful treatment that emotions begin to stabilize.
And if they do not, then it may be a sign that other types of therapy may be
needed, perhaps related to another condition that escaped diagnosis before.

It is worth noting that experiencing a depressed mood may be common
in early recovery from a drug problem. Often, a number of issues con-
tribute to these blues. For one, it may be that personal regrets arise related
to the period of drug use. In other cases, depression may be a result of a
rebound effect from the chemical properties of the drug. Even if this hap-
pens to you, it is important to know there is relief. Many people feel less
depressed over time after changing a drug problem, and new antidepres-
sant drugs and psychotherapy can help relieve the acute symptoms you
may experience. However, many people also experience true joy in recov-
ery, a joy they have not felt in a long time, so mood improvement can be
expected, too.

Related to this joy, people often notice interest in life returning, as well as
renewed interest in the future. Many of my clients have described improve-
ment in their spiritual lives. Personal values, goals, directions, and even iden-
tity become clarified and people often feel a renewal in personal meaning
and purpose. Some people may find or return to spiritual communities, and
others find spirituality through service work and self-improvement. Some of
the great joy | was describing seems related to a re-engaging in the world
that commonly occurs after a drug problem has ended.

For many, these improvements are seen at work, where you will likely
have greater energy and enthusiasm. Some people find they do not have the
same enthusiasm for their jobs as they used to, though, and some change
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jobs or return to school to learn a new trade or profession. Relationships
will likely improve over time with family, partners, children, and friends.
Money problems may begin to subside with less expenditure on drugs.
Obviously, some of the problems will not disappear just because you have
sought treatment. These problems may take time before they can be
resolved, but you will be able to solve them more effectively with a

clear mind.

Perhaps the greatest gift of therapy is the freedom to choose. You will
find that even if you have problems to solve, you will have the ability to
choose your own path again without the ball-and-chain of drug use to slow
you down. Most drug users I've worked with have been impressed (after
quitting or changing their use) with how much time they used to spend on
drug use behavior. This time will be returned to you in recovery, and you
will be amazed at what you will be able to do for yourself with that extra
time. You may still make mistakes in your choices, but at least you will not
be piling on the extra mistakes you make when your judgment is impaired
by drugs. Freedom to choose is a gift that most people rediscover after they
change their drug problems.

These benefits tend to multiply for those who are able to maintain their
behavior change for a year or more. The research suggests that people’s
lives become increasingly more stable the longer their drug problems remain
changed. Improvements in health, cognitive abilities, finances, and relation-
ships should continue to be noticed with long-term behavior change. The
research suggests that physical healing may occur for up to 2 years after
stopping the use of substances, so patience is a virtue after treatment. That
patience is likely to be rewarded with remarkable and enjoyable changes in
your life.

So, it is up to you what kinds of goals for drug use change you would like
to set for yourself. | usually recommend abstinence, at least for a trial
period, to allow the maximum amount of healing in the early stages of
change. Some of you may decide to stay abstinent if it works well for you.
However, some of you may decide that abstinence is not for you. Regardless
of your choice of goals, any change will likely result in noticeable improve-
ments in your quality of life, which is why change is good in this instance.
Changing a drug problem not only is possible, but can lead to new and chal-
lenging life adventures that you may never have dreamed about.

Note: The remainder of this book presents many ideas that may be useful to share with
your client, including suggestions for how the client can choose the right services (in
Chapters 3 and 5), how the client can help develop a treatment plan that will serve him
or her well in therapy (Chapter 4), steps the client can take to succeed in reaching his or

her goals after treatment or therapy, and how the client can move forward into a new life
free from drug problems (Chapters 6-8).

! Therapist: Chapter 5 provides details on therapy styles you can discuss with your client.
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USEFUL RESOURCES

National Contact Information for
Support Groups

Cocaine Anonymous (CA) Phone: (310) 559-5833
Web link: http://www.ca.org/
Harm Reduction Coalition East Coast Phone: (212) 213-6376
West Coast Phone: (510) 444-6969

Web link: http://www.harmreduction.org/
links.html

Marijuana Anonymous (MA) Phone: 1-800-766-6779

Web link: http://www.marijuana-
anonymous.org/

Narcotics Anonymous (NA) Phone: (818) 773-9999

Web link: http://www.na.org/
Rational Recovery Phone: (530) 621-2667

Web link: http://www.rational.org/
SMART Recovery Phone: (440) 951-5357

Web link: http://www.smartrecovery.org/
SOS Phone: (323) 666-4295

Web link: http://www.cfiwest.org/sos/
index.htm

Third, a referral should be considered if you find working with the client to be
intolerable for you. Therapists and counselors would like to believe that they are
flexible enough to work with all people, but of course therapists bring their biases,
rules, and limits into the session just like clients do. Sometimes when working with
a client we discover that the client is rubbing us the wrong way or seems to be push-
ing all the buttons that make a relationship uncomfortable. This, of course, can
happen at times even with a client with whom we generally work well; therapeutic
relationships can have their bad days. However, if we as therapists find ourselves
dreading to work with a particular client, it is worth considering a referral. Obvi-
ously it is difficult to mask dread when working in close proximity with someone.

Our dread should be examined closely to see if it can be overcome. Dread
may allow therapists to learn more about their own personal limits or even about
previously unexplored biases. Sometimes this dread can be replaced with a new
resolve to make the client-therapist relationship work. Dread does not mean the
relationship is doomed, but it is a warning sign that it must change. Frequently,
that means the therapist must make the changes.
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However, as with any relationship, the potential for harm should be the prin-
ciple factor in deciding whether a referral should occur. If your sense of dread of
working with the client is harming that client, with no change possible, then the
referral needs to be made. On the other hand, if the client is threatening or harm-
ing you in the relationship, then by all means make a referral. You are therapeu-
tically obligated to model to the client that abuse is not acceptable interpersonal
behavior. In making these types of referrals, care must be taken as to how the
subject is broached. For example, it is important to protect the client when sug-
gesting the referral. You should make it clear that the referral has to do with pro-
tecting the best interests of the client. More importantly, make a point to let the
client know that there is nothing wrong with him or her, but rather that it is your
own limits or expectations that are at issue. Tell the client that it is a mismatch
in values or styles rather than there is something wrong with the client. The
exception, of course, would be if the client is being threatening or abusive. For
those circumstances, you may wish to use the referral as a teachable moment
about appropriate interpersonal behavior.

Fourth, you should consider a collaborative referral for an adjunct therapist
if you meet the needs of the client in most areas, but find that the client would
benefit from specialized treatment in another area. An example of a reason
for this type of referral would be the discovery that your client may need a psy-
chiatric evaluation and perhaps medication management after you have been
working with her or him for a period of time. You are not relinquishing your rela-
tionship with the client, but it may be necessary to bring in an outside expert in
another area of care to help the client reach her or his goals for treatment.

Finally, if you have worked with a client for a significant amount of time
(which may be defined in different ways, depending upon your model) and she
or he is not getting better with your help, then it may be time to consider a refer-
ral. This may be the hardest referral of all, for both therapists and clients. We
therapists would like to believe we can help most people, but certainly we can-
not help everyone. Sometimes it is hard not to be upset when you cannot help a

[ CLIENT HANDOUT |
Referrals Can Help You Change Your Drug Problem

If you are a person with a drug problem, referrals can be very helpful for you
because they allow you to receive appropriate services that fit your needs.
There is no need to take offense at a referral; sometimes therapeutic
matches are not ideal, and in other instances new issues arise during therapy
that were not considered at the start. Sometimes a referral represents a
necessary midcourse correction in treatment. If your therapist is recom-
mending a referral, then it is likely being done to help you help yourself.
Good referrals usually make winners of both clients and therapists.
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particular client. However, the best help you can provide may be to refer the per-
son elsewhere in hopes of a better match. Similarly, the client may have feelings
about the relationship’s ending, and some I have worked with have expressed
that they felt the referral was a punishment for not getting better. Obviously it is
important to be careful and thoughtful about the referral process in these situa-
tions. One strategy that I have used is to set regular goals ahead of time for when
therapy should be jointly reevaluated. The idea that a referral might at some
point be necessary is discussed, with the idea that progress will be evaluated in
a certain number of sessions, at which time you will revisit whether a referral is
optimal. This strategy allows the client time to consider the issues and the possi-
ble change in therapists or counselors that lie ahead, and it also gives the thera-
pist time to examine the therapeutic relationship more closely. In this way, the
idea of referral because of lack of progress is not suddenly sprung upon a client
who may have difficulties adjusting to change.

In spite of the advantages of matching professional skills with the clinical
needs of clients through referrals, there are some disadvantages as well. One dis-
advantage can be the loss of opportunity to help a person. For example, maybe
you as a therapist have decided that the person presenting with a drug problem
may be better served working with a specialist. You make the referral. However,
there may be a lag time between your last contact with the client and the client’s
first appointment with the referral contact. Some research has found that this in-
between time allows for a lapse of services that can discourage help-seeking by
clients. Some clients will not show for the next referral appointment and the
opportunity may be lost. The research suggests it is better to strike while the iron
is hot and make certain to treat the client when he or she is ready to accept help.

Another disadvantage to a referral is that a budding therapeutic alliance is lost
and therapeutic continuity is broken. The client has already (one hopes) devel-
oped a relationship of some sort with you, which will be broken by the referral;
and then you are asking her or him to form a new relationship with another ther-
apist. Some clients find developing new relationships difficult to do and may
drop out of therapy entirely because of this challenge. One solution is to attempt
to pass a client from you to the other therapist in person, meaning that the refer-
ral therapist and you meet together with the client for a brief period to ease the
transition. Another idea might be to physically go with the client to the referral
appointment to make sure it happens and to make sure that the referral turns
out to be a good fit for the client. Referral of clients is a fine art form, to be sure.
Care should be taken not to make referrals too soon, and care should be taken
not to make them too late. Referrals are a complicated process but highly effec-
tive when done well. Part of making them effective is to thoroughly orient the
client to the reason the referral is being made; to take your time helping the client
understand and be comfortable with the process if you can; and to be respectful
and supportive. See Chapter 3 for more information on the dos and don’ts of
referrals.
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An Unexpected Invitation

Jordan was a 24-year-old man who was in early recovery from metham-
phetamine dependence and marijuana abuse. Jordan is a very pleasant but rather
quiet young man. He had done well in outpatient treatment and was about two
months abstinent from drug use when he came in one day to my office. This was
unexpected in and of itself, since he was supposedly working during the day and
was receiving his outpatient services in the evenings. He asked the receptionist if
he could see me, and although he was obviously not on my schedule that day, |
had time. He stepped into my office with a very bright smile on his face, and
proceeded to announce to me that he was on his way to Jerusalem. | was a bit
taken aback by this, and asked what was up with these travel plans. He then
told me that Jerusalem was his home, and that he wanted to go see his temple.
However, he had come by this morning to invite me to come with him as one of
his disciples.

If you were working with Jordan, what else would you want to know
about him at this moment? What would you ask him? What would you do next?
Do you know what laws in your state would apply to such a situation?

Summing Up

There are many signs and symptom that could suggest that a person has a drug
problem. However, many of these signs and symptoms are also markers for other
types of problems that may not be drug related. A professional assessment is
really the only way to determine what kind of problem may be related to the signs
and symptoms being observed. A drug problem can be observed in many dif-
ferent arenas of life, including in the home or in the workplace. The suggested
signs and symptoms in this chapter can help you sort through whether there is
cause for concern and whether you should professionally intervene.

In addition, when clients do ask for help, they may arrive with many other prob-
lems besides those related to drugs. In some cases, you may not be able to address
the problems on your own and may need help. Referrals for care can be very help-
ful for clients when their problems do not match up well with your expertise.

Key Terms

Anxiety disorders. Disorders that involve sensitivity to physiological changes
linked to the sympathetic (fight-or-flight) nervous system and fears related to
those changes.

Anxiolytic drugs. Medications that treat anxiety, usually tranquilizers.

Bipolar Affective Disorder. A class of disorders that features mood swings from
great highs (mania) to great lows (depression).
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Collateral. A clinical term used to denote a significant other to a client or patient.

Conduct Disorder. An adolescent disorder that features deviant and antisocial
behavior.

Depression. A class of mood disorders that feature low energy, sadness, hope-
lessness, and sometimes suicidal behavior.

Deviant behavior. Behavior that is antisocial and violates social norms.

Diversion. Professionals’ taking drugs from patients or clients in the workplace
for their own use.

False positive. A signal that a problem exists when in fact it really does not.

Oppositional-Defiant Disorder. Adolescent disorder featuring defiance toward
authority.

Parasuicidal. Behavior that involves self-harm without necessarily the intent to
die.

Personality disorders. Disorders in which people have problems with social
interactions.

Psychoactive. Substances that have mood- or reality-altering properties.

Referral. A process of sending your client to another professional for care.

Schizophrenia. A debilitating class of mental disorders that involve psychosis.

Suicidal ideations. Thoughts about self-harm or suicide.

Toxicology. The study of the harmful effects of drugs on physiology.

Recommended Reading

If your client would like an additional resource when changing, the following
book (mentioned previously in the Client Handout on pages 79-80) may be help-
tul: Changing for Good, by J. O. Prochaska, J. C. Norcross, and C. C. DiClemente
(New York: Avon Books, 1994). This book is very helpful for teaching a person
how to make progress toward behavior change, based on where he or she is in
the change cycle. It considers the person’s levels of both motivation and com-
mitment when suggesting scientifically tested ways to help the change process.

1. False; 2. False; 3. True; 4. True; 5. True; 6. True; 7. False




CHAPTER 3

Utilizing Optimal
Professional Resources

[TRUTH OR FICTIQN
After reading this chapter, you should be able to answer the following
questions:

I. Professionals should attempt to match clients with service models
that fit their worldviews. True or False?

2. Client resistance is a sure sign of denial about drug use. True or False?

3. Confrontation is effective for increasing motivation to change. True
or False?

4. Developing a plan of action is appropriate when working with a pre-
contemplator. True or False?

5. Clients with suicidal ideations should always be referred elsewhere.
True or False?

6. You always have an ethical obligation to continue to work with
clients who threaten you. True or False?

7. Finances represent a major barrier to many seeking help for a drug
problem. True or False?

Answers on p. 134.

reating drug problems requires a collaborative effort. Clients with drug prob-

lems generally have wide-ranging needs that may require service from several
professionals in order to ensure a positive outcome from therapy or treatment.
Because of these needs, savvy professionals develop resource networks so their
clients have the best options of treatment and services available. In some cases,
quality care may require a referral for services or treatment outside your clinic. A
good referral can be one of the best interventions that a professional can provide
while caring for a client with a drug problem. Developing professional networks
also can be very helpful when dealing with clients amid difficult circumstances,
in order to protect the well-being of both client and professional. This chapter
will provide a review of how to develop healthy professional networks, along with
ideas for how to provide the best available resources to your clients.

89
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Developing a Professional Network

Counselors and therapists find strength in numbers. Developing a professional
network is a way to increase your effectiveness as a provider through collabora-
tion, even if you practice alone or live in a small community. A professional net-
work usually starts as a group of professionals who share an interest in treating
and intervening upon drug problems, and can include people from a wide vari-
ety of clinical settings, many of those mentioned in Chapter 2. Typically the pur-
pose of a network is twofold: to help clients, and to help professionals as they
work with clients. Networking can provide avenues for seeking out therapist
education, client services, and therapist support. Network groups provide
opportunities to consult (seek advice, suggestions, and support) with other
professionals about clients on a regular basis. Therapeutic networks often cross
disciplines, so that counselors, psychologists, social workers, physicians, and
other professionals all interested in treating drug problems can meet and work
with each other.

Many professionals develop their professional networks through group meet-
ings of addiction-treatment professionals that vary in focus. One such forum to
develop relationships with other professionals is at continuing education events.
Continuing education is required for many professional organizations, and these
events allow the opportunity to learn about recent research findings and new
therapeutic techniques, as well as meet and establish new connections with like-
minded professionals. In addition, many larger communities have weekly or
monthly luncheons at which professionals can gather to discuss particular
community issues surrounding treatment, socialize, and perhaps even to listen to
an invited speaker. Membership in community professional treatment organiza-
tions generally facilitates development of a network.

Another way to develop a local professional network is to get involved with a
consultation group. Consultation groups are common in large collaborative clin-
ics and hospitals where multidisciplinary care occurs. Consultation groups are
forums where clients’ care can be jointly discussed by the treatment team, with
the goal of improving care by having all professionals on the same page
with regard to treatment. Generally, consultation groups meet weekly in clinics.
This model for networking has been extended out into the community is some
places, so that professionals from different clinics might participate in a central
consultation group. This arrangement offers the chance for interested profes-
sionals to discuss cases (in a confidential fashion) with other skilled profession-
als. The advantage to these groups is clear: A professional has an opportunity to
receive input from multiple clinically oriented minds into treating clients, which
allows even therapists and counselors in a solo private practice to have a com-
munity of resources available for treatment. A community consultation group
also is a great way to develop a referral system (as discussed in Chapter 2).
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Many times, consultation groups develop around a specific treatment model so
as to include like-minded professionals operating under the same basic premises
about the nature and treatment of a drug problem. This type of network offers an
advantage of being able to make collaborative referrals, if needed, to profession-
als who hold similar views. Members of consultation groups developed in this
manner operate with very similar goals in mind for client care, and these more
homogeneous groups tend to be on the same page about how treatment should
progress. An example might be a consultation group oriented toward the disease
model, or perhaps another toward a cognitive behavioral model (models will be
discussed in Chapter 5). This type of consultation group may feel more support-
ive to you and will potentially provide consistency of care for clients.

However, I also have been part of consultation groups in which members span
the spectrum of models concerning the nature and treatment of drug problems.
This type of consultation group offers the advantage of providing fresh ideas and
suggesting multiple directions for understanding and carrying out treatment.
Diverse-model consultation groups work quite well when their members are
tolerant of other views. In many cases, the care of the client can be enhanced in
such a group if therapy seems to have hit a wall, or if treatment progress is mar-
ginal. If your model of therapy does not seem to be working for a client, a refer-
ral might be made to a consultation-group member operating under a different
treatment model who may have some familiarity with the case.

Consultation groups help clients when they are functioning well. But the true
strength of consultation groups is that they provide social support for the thera-
pist. This support is especially critical when providing services in small commu-
nities, working with difficult cases, or working alone in a practice. Consultation
groups provide fresh perspectives and offer new suggestions for strategies of
intervention. Furthermore, being part of such a group is a great way to avoid
burnout as a therapist. Having a network of other professionals to provide per-
spective is a valuable resource in improving care for people with drug problems.

Many professional networks extend beyond the local community. Although
local networks provide accessible and personalized resources in ways state,
regional, or national networks cannot, there are some advantages to larger net-
works. Many of these larger networks happen within large professional organi-
zations, although some networks occur within governmental entities. In terms of
advantages, a larger network often has greater access to resources, including
access to education about recent research findings and best practices in therapy.
Best practices is a phrase used to delineate which techniques have been scientifi-
cally shown to work. State and federal agencies encourage the use of best prac-
tices in order to offer the best known care for clients with drug problems.

Many larger professional organizations have state, regional, and national spe-
cial interest groups that include like-minded members. These groups offer
resources to their members, often including manuals for treatment, fliers of
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psychoeducation for clients and their families, magazines or journals with the lat-
est in research and information about best practices, and sponsored Internet lists
and Web-based resources. Attending state, regional, and national meetings of
these organizations is a great way to develop a very large network that can be
instantly accessed over the Internet. Some professionals now take full advantage
of Internet access, including engaging in consultation groups online, or down-
loading helpful resources for clients.

Many governmental agencies offer similar types of services to professionals.
For example, states agencies that oversee drug treatment and its providers also
provide Web-based information and support Internet lists. National agencies
have a wide variety of resources available online, with a great number of them
being free of cost for users. Governmental boards that regulate professional
ethics and licenses sometimes have these services as well. The Internet allows net-
working to rise to a new, more global level. The breadth of your professional
network may span the globe if you want it to in this technological age.

Involvement in networks also helps you determine who are the talented,
dependable, and knowledgeable professionals you can count on to treat a drug
problem. Networks allow you see a microcosm of the styles and skills of another
counselor or therapist so you can determine whether you would feel comfortable
referring a client to that professional. Networks also clue you in to the reputations
of other professionals, as well as to their professional orientations (methods and
models). Sometimes information provided by direct contact or word of mouth
within a network can be quite helpful in determining whether a client would be a
good fit with another professional. This information pipeline may extend beyond
the local community, which can aid in an appropriate referral in another geo-
graphic area. Often state, regional, and national organizations and agencies can
provide referral lists and information about professionals in other locales if you
need to refer a client who is moving away or lives elsewhere. In some instances
these lists include information about the model orientation of the professional (if
you are interested in determining how well he or she will match up with the client).

Highly organized and experienced professionals keep all the information they
learn from networking over the years until they have developed substantial data-
bases to help their clients. Many skilled therapists keep this information on file,
in their personal digital assistant (PDA), or on the computer. Many have handy
card files of names, model orientations, and contact information on their desks.
Since many network groups cross disciplines, networking provides wise profes-
sionals with numerous contacts who can provide a wide range of services to
clients. The savvy professional even keeps the names of those skilled individuals
who operate from different orientations just in case a referral is needed for a
client who requires a different approach to treating a drug problem. Over the
course of years, networking provides a substantial and growing number of
resources that the best professionals are able use over and over again in match-
ing services to clients.
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Matching Clients to Therapists

As mentioned in Chapter |, matching the needs of a client to an appropriate
therapist is crucial for treatment success. If you are a consumer of treatment
(namely, a person with a drug problem or a family member of that person),
you should carefully consider whether the particular treatment center or
professional of interest will match up well with your worldview, cultural val-
ues, goals and needs for therapy, model for understanding a drug problem,
and methods for treating that problem. Ask many questions of service
providers to determine whether a good match exists, just as if you were
buying a house or seeking a physician for important surgery. The research
suggests that a strong therapeutic alliance (the ability to work together as a
team) between client and therapist is essential for a positive outcome in
treating a drug problem.

The following are specific questions that you may wish to ask before say-
ing yes to treatment:

I. What is the therapeutic model that the professional operates under, and
how does that model determine the course of treatment?

2. What exactly should the you expect as therapy unfolds — that is, what
input would you as a client have in the development and implementation
of your treatment?

3. How often would you meet with the therapist, and for how long during
each session; and, more generally, what would be the expected duration
of treatment or therapy?

4. How would your confidentiality be protected while you were in therapy?

5. How much would treatment cost, what would be included, and how
would payment for therapy be expected to be completed?

In addition, before going for help, you should compile a list of individual-
ized questions that account for your own special needs, writing them down
so they can be easily remembered and taking notes on how the therapist
answers each question. It is important for you to remember how important
this decision may be for your health. You wouldn’t necessarily buy the first
house you see, or have your surgery at the first hospital you pass. Check out
several treatment programs or therapists to ensure that you are making the
best selection for your needs.

Remember, too, that treatment is a business enterprise, and because of
this many treatment centers are concerned about the bottom line. Some
treatment centers provide high-quality programs, but in other instances the
concern about economics overrides concern about client care. This is not a
knock on the treatment industry, because the balancing act among economic
solvency, profit, and quality of services is true across all other types of health
care as well. As a matter of self-protection, try to judge for yourself whether
the program you are contemplating has your best interests at heart.
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Matching Clients to Therapists

The Client Handout on page 93 gives some suggestions for potential clients who
haven’t yet settled on a therapist or counselor. Professionals should make simi-
lar considerations when referring a client for other services. As mentioned in
Chapter 2, balancing quality care with economics is important to ensure a good
match for the client. In addition, make sure that you as a professional are con-
sidering other client needs when trying to determine such a match. Frequently,
professionals and clients do not agree on what constitutes the best match for a
client. In other instances, therapist and client may not agree on the best course
of action for reaching client goals, or may even disagree on goals with regard to
treatment or therapy. In such situations, professionals can be tempted to over-
rule what the client would like to see happen. Remembering the power imbal-
ances in therapy, the importance of the therapeutic alliance, and the inability of
professionals to actually change a client’s behavior, it makes little sense to over-
rule the client in such disagreements. Instead, we can and should make our rec-
ommendations to clients, but ultimately we need to determine referral matches
based upon the clients’ wishes and goals rather than our own. To develop a
match at odds with a client’s wishes or needs invites hard feelings on the part of
the client and may ultimately delay his or her progress. The client is not likely to
comply with such a referral if it does not have his or her interests in mind.

If you are very uncomfortable with a match that is provided, one strategy is to
develop a backup plan to offer the client in the event that the match he or she
desires does not work out. Here is an example. Suppose you as a therapist have
worked with a client who is not getting better with your help. You believe
strongly that the client needs to be matched with a therapist who will demand
abstinence in the client as a precondition for therapy. The client insists that he
or she wants a therapist who will not demand abstinence immediately upon entry
into the program. What do you do?

Obviously you feel very strongly, but so does the client. Also obviously, the
client will not seek further help if he or she is mismatched (by his or her stan-
dards) with a therapist who demands abstinence as a precondition to therapy. In
this instance, I would recommend holding your opinions as best you can, and
focusing on developing ways to help the client determine whether his or her
choice is working well. You might say, “I want to make sure this will be the best
match for you. So how will you know if it is working well?” The client responds,
and then you might ask, “How will you know if it is zoz working well for you?”
After the client responds, you may wish to suggest developing a backup referral
if the first match does not work for the client. This strategy takes care to balance
several competing interests in therapy. First, it addresses your concerns as a ther-
apist about the choice of therapy or treatment for the client. Second, it acknowl-
edges that the client is the expert on his or her life, which keeps the alliance
intact. Third, if the first choice for treatment or therapy does not work, and you
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have given the client a personal yardstick for measuring success by asking how
he or she will know if it is not working well, then this strategy provides for a
backup plan of action so that the client has options. In one diplomatic move, you
as a therapist have affirmed a client’s right to choose her or his own therapeutic
path, preserved the client’s interest in therapy, and yet protected the client just
in case the best choice was not made.

The example presented also illustrates another important concept in match-
ing the client to another professional, which is that the client should be an equal
partner in making treatment decisions if at all possible to protect the therapeu-
tic alliance, including decisions about match and referral. I say “if at all possible”
because there are some circumstances in which court-ordered treatment may not
allow for such participation. However, in my opinion, court-ordered therapy
might work better if it did allow for more direct client participation. Many clients
have told me about lying and complying to get through such programs. Obvi-
ously such behavior limits what will be learned in court-ordered therapy. So, in
general, if it is possible, matching works best when it is a collaborative effort.

Finally, when making collaborative matches or referrals for treatment of a co-
occurring physical or mental health disorder, professionals must know what the
best practices are for treating that particular disorder. Treatment professionals
need to stay abreast of research concerning best practices for treating commonly
co-occurring disorders. As a rule, you cannot presuppose that all therapy models
work well to treat a particular disorder. There are clearly best practices that should
be selected in the treatment of specific disorders, and matching a client to the best
practices for treating that disorder is critical for changing a drug problem. (Best
practices for different disorders are reviewed in Chapter 5. It is not necessarily an
exhaustive list, but it does provide some background on what kind of therapy you
may wish to consider when matching a client to enhanced health or mental health
services for co-occurring disorders.) Keeping abreast of the most recent research
is very important when treating a drug problem, because new developments are
being routinely reported that increase your ability to help the person in your office.

Referral Dos and Don’ts

Making a proper referral is an art form, one part of which — the when and why
to make a referral — was discussed in the previous chapter. Another part of that
artistry involves making the referral in an appropriate way. For the sake of sim-
plicity, there are certain dos and don’ts related to making an appropriate refer-
ral. For example, do make referrals in a timely fashion. Our clients often need
help quickly when a referral is necessary. Delay can harm progress. Related to
this, do make sure that you have your client sign a release so that you can talk
with another professional about the client, and do make sure there is little to no
lapse in treatment services between referral to appointment.
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Do thank another professional who has accepted your referral, because show-
ing your appreciation will help develop your professional network. And do
follow up to make sure that the referral led to contact. We have an ethical respon-
sibility to determine whether the client made it to his or her appointment. Many
times this may require the treatment professional to whom the referral was made
to sign a release in order to talk with you.

Do make sure that the client is safe before referring him or her to another pro-
fessional. A client should be stable before such a referral if possible, unless the
goal of the referral is for more intensive care to stabilize the client. Care should
be taken to make sure that the client is not at high risk to harm him- or herself,
or someone else for that matter, between referral and appointment. If the person
is at risk, then the referral should be postponed until that risk has diminished
(again, unless the goal is for stabilization).

Do refer only for services that are necessary for the well-being of the client. I
have witnessed unnecessary referrals for clients. Sometimes professionals overdo
promoting special services that may swamp their clients with trivia. Using the
stepped-up care model to guide whether a referral is overkill, I would advocate a
minimalist approach: Suggest only what you think is absolutely necessary for the
well-being of the client. If circumstances change, then you can add new services,
but too many services may hamper the client’s autonomy. The client does not
need to be overwhelmed by treatment. Being overwhelmed hinders the learning
of new behavior.

Don'’t violate confidentiality during a referral. Be careful not to allow infor-
mation about your client to be accessible to people who have no business with
that information. One way to inadvertently violate confidentiality is to leave a
phone message that may be picked up by a secretary rather than by the profes-
sional for which it was intended. Another way is to informally contact an insur-
ance provider to check on benefits. Yet another way is to discuss the case in
public places. Consider whether the information being shared has the capacity
to find its way to unintended hands, eyes, or ears. If so, then modify the way you
are sharing the information.

Motivating Change

Perhaps the most important consideration for helping a person with a drug prob-
lem is how to motivate that person to take the next step toward change. To begin
with, as mentioned in Chapter 1, motivating behavior change can be affected by
the level of awareness of a drug problem. In addition, motivating behavior
change can be influenced by personal beliefs about the drug problem and about
the solution to that problem.

Effectively enhancing the change-motivation of a person who has a drug prob-
lem is perhaps the most important skill a professional can have. Usually such skill
takes a great deal of experience and training to develop. Enhancing the motivation
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DOS AND DON’TS

* Do refer if the client would be better served by working with another therapist.
* Do refer if you find working with a client to be intolerable.
* Do refer if the client would benefit from specialized adjunct treatment.

* Do refer if you have worked with a client for a significant amount of time and
she or he is not getting better.

* Do make referrals in a timely fashion.

* Do thank another professional who has accepted your referral.

* Do follow up to make sure that the referral led to contact.

* Do make sure that the client is safe between referral and appointment.

* Do refer only for services that are necessary for the well-being of the client.

On the other hand...
* Don't refer if there will be a lengthy lapse between services.

* Don't refer if you think the client may drop out of therapy instead of accept
the change.

* Don’t make referrals too soon or too late.

* Don't violate confidentiality during a referral.

of another person is very similar to two people paddling a canoe: If one person is
doing all the paddling, the canoe goes around in circles. However, if both people
in the canoe are sharing the work and making the necessary strokes to adjust the
course of the canoe, then progress is made. The highly skilled therapist who has
been trained how to effectively motivate change has the advantage of being in the
stern of the canoe. Those skills allow the therapist to very subtly keel the canoe of
motivation so that the course can be adjusted without the client in the bow being
aware of the subtle changes in movement.

Motivation can be misunderstood if a professional has a preconceived notion
of what motivation should look like. Sometimes defining and recognizing moti-
vation to change is tricky. The definition of #zotivation tends to vary across treat-
ment models (see Chapter 5). For example, motivation to change may mean a
desire to become abstinent in one model, whereas it may mean a desire to be safe
within another model. So it is possible that the same client can be deemed
motivated within the latter model while being considered unmotivated in the
former. Because of this, it may be more important to determine a client’s level of
motivation as it relates to her or his goals for therapy rather than by our own
understanding of the term. This, of course, may cause us as therapists or coun-
selors some discomfort, since our definition of motivated may not fit with the
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client’s view. Ultimately, giving the benefit of the doubt may help the client, as
you will see.

The importance of giving this benefit of the doubt is illustrated by the
research. For example, one very interesting body of research concerning therapy
found that therapists treat clients differently depending upon what they know
about the clients’ motivations. If a therapist believes that the client is motivated,
then the therapist actually does better therapy with the client than if she or he
believes the client is unmotivated. Clients benefit when therapists believe they
are motivated to change and may be harmed when therapists do not believe
they are motivated. From my perspective, we as professionals have an ethical
obligation to evaluate motivation on the client’s terms rather than our own
because the research suggests that our own perceptions of motivation have the
capacity to hinder a client’s progress. When in doubrt, it is better to assume
the client is motivated to change a drug problem.

One way to overcome our own biases about motivation to change is to con-
sider change as a continuum, not just as an either-or proposition. Behavior
change can happen in a wide variety of ways, perhaps in ways that may not even
occur to us. I have worked with some clients who solved their problems in very
creative ways that would not have occurred to me. Sometimes those pathways to
change varied from what I had recommended, but ultimately worked well for
the client in a manner that surprised me. Since changing a drug problem can hap-
pen in multiple ways, as illustrated in Chapter 1, it also is safe to assume that
motivation can occur in different ways. The fact that clients

are not motivated to change in the way you think they
should be does not mean that they are not motivated to
change in another way. Our task as professionals is to help
determines what you do. the client find a path toward behavior change that interests
Attitude determines how the client. This interest in the path sparks the motivation
necessary to change the drug problem.

There are several different ways to encourage motivation
—LOUHOLTZ  to change behavior that may be useful to a professional. Just

“Ability is what you're capa-
ble of doing. Motivation

well you do it.”

as with matching the client to the appropriate referral, it
pays to match the client to the appropriate style for encouraging motivation. The
following section discusses different strategies to encourage motivation in clients
in work and under different conditions.

Motivational Strategies

There are several strategies, derived from the different components of the
biopsychosocial model, for encouraging motivation to change a drug problem.
The first method that works with some people is to present data about changes
in health. Using health care professionals to identify and intervene upon drug
problems can be highly effective, but there is evidence that many professionals
are missing drug problems in patients when they present for services. In one
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recent study conducted by the National Center on Addiction and Substance
Abuse at Columbia University, 90% of primary care physicians failed to diag-
nose a drug problem when it existed in an adult patient and 41% of pediatricians
missed a drug problem when it existed in an adolescent patient.

Medical professionals have the advantage of laboratory measures that can be
used as data to be presented to the client. The key, though, is to present the data
without being perceived as judgmental, condescending, or lecturing the client.
The client will likely be looking for the lecture, as mentioned before, so medical
professionals have to be extra careful to avoid that trap. One strategy for pre-
senting medical data is to do so by highlighting how the client’s lab values com-
pare to national norms, and to explain what the lab values mean. I would then
leave it up to the client to initiate a discussion about what the values mean to him
or her, and what he or she would like to do when confronted by these health
data. Answering questions is permissible as long as the answer is not followed by
a lecture. For example, making suggestions to the patient is okay if you do it like
this: “With other people who have had similar labs, I have recommended they
do (blank).” In that way, the professional is not telling the patient what to do
directly, but providing advice nevertheless. When we present recommendations
in this way, the client is not threatened.

Strategies from operant psychology also can be very effective in helping to
shape motivation. A therapist using this strategy will give full attention to any
client statements that show motivation or movement toward behavior change,
while ignoring client statements that work against motivation or change (or state-
ments that may be considered unmotivated). This strategy may work well with
people who are less able to reflect on behavior change in a rational fashion.
Operant strategies also are quite successful when a well-developed therapeutic
alliance has been established and the client values your attention (finds it reward-
ing) in session and abhors your neglect. The power of this strategy is to use atten-
tion and praise to shape the behavior. Care must be taken not to be obvious in
what you are doing, however.

In some cases, motivation may be encouraged by the use of commitment
strategies (Linehan, 1993). Three very effective strategies, foot-in-the-door, door-
in-the-face, and devil’s advocate, are described in great detail in Linehan’s book.
To begin with, door-in-the-face and foot-in-the-door are techniques used by
salespeople. As a therapist, when using door-in-the-face, you ask the client for an
outrageously large commitment with the goal of negotiating for a smaller com-
mitment. When you start big, clients feel they have won when you settle for less.
In reality, clients will likely agree to do what you as a professional wanted all
along. Everyone is happy. Foot-in-the-door is the opposite approach, in which
you start small and try to negotiate for more. Many times you use these two
strategies together: start big, go to small, and then try for more again.

Here is an example of how to use this with a client who has a drug problem.
Suppose this client is beginning to show some signs of acknowledging a drug
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problem and you want to see what he is willing to do about it. In your mind, get-
ting this client into therapy for any length of time would be fabulous, but you
want to test how far the client may be willing to go. You may decide to use these
two strategies together. First, you may recommend to the client that he seek
treatment for no less than 6 months (arbitrarily chosen for this example). The
client, who is not committed to such a course, tells you, “That’s impossible. I
can’t do that.” You respond by saying, “Well, I think six months would be good.
Okay, if you won’t go for six months, then how about three months?” If the client
balks, you negotiate downward again. If your client agrees, then you might
choose to try for more. In effect, by using foot-in-the-door and door-in-the-face
together, you are negotiating commitment with the client.

The other strategy, playing the dev:l’s advocate, must be done with great care
because it includes irreverence at its heart. In this instance, you are challenging
the client toward motivation by highlighting the difficulties of change. In effect,
you are taking on the argument against change, which forces an ambivalent client
to argue for change. Being the devil’s advocate might include statements by you
such as, “Well, T understand why you would not want to change. You have little
reason for changing your drug use.” Another statement might be, “Well, it would
be incredibly hard to change, so you may be right that change is not for you.”
Part of the skill involved in using the devil’s-advocate strategy is to appear very
serious about what you are saying, rather than irreverent or sarcastic, using both
clinical acumen and a clinical face to achieve this seriousness. The goal of using
this strategy is to light a fire under a client who may be defiant or complacent,
who may thrive on challenges, or who seems to be competitive. Using this skill
effectively requires training and practice, so I would not recommend using it
unless you feel confident in your ability to do it in a very skilled way.

Problem-solving skills also motivate if used effectively (again, see Chapter 5).
One of the techniques of problem solving is to have the client braznstorm solu-
tions to the problem. If your client has acknowledged a problem with drugs, then
this strategy may work to get him or her to change behavior. The first step is
to have your client identify the problem in very specific terms so that it can
be worked on. “Defined in specific terms” means described completely and suc-
cinctly so that it can be solved, so defining drug use as a global problem is not
specific enough. Rather, an example of a specific definition is the following:
“Drugs have caused problems in X, Y, and Z areas of my life because of A, B,
and C behaviors.” When the problem is defined this specifically, it provides a
number of different options for how to change the behavior, which increases the
odds that the client will find one to his or her liking.

After the problem is specifically defined, then you can have the client brain-
storm a variety of solutions for the problem. You may have to suggest a couple
of ideas in the beginning to get the client used to the style of brainstorming. Tell
the client, “All alternatives should be considered, so throw everything that occurs
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to you out on the table, and later we can sort through the alternatives to find the
best options. Don’t worry about how feasible the idea is while brainstorming,
just keep generating the ideas and I'll write down the options as we come up with
them.” Again, these options should be directly linked to the specific problem
as defined. So, as an example, the brainstorming of a solution should be more
specific than “get treatment.” Examples of specific solutions include, “Get anger
management therapy to treat how I lose my temper with my partner while using
drugs,” “Learn to structure my time with non-using friends or activities so I
will not be tempted to use,” or “Seek help for my social anxiety that often trig-
gers my drug use.” Your role as the professional is to suggest specific courses
of action to reach these goals (where to go to get the best help given the solutions
chosen by the client). After the client has brainstormed solutions, the solu-
tions are ranked according to feasibility, likelihood of success, and preferences
of the client.

Problem-solving techniques presume that the person has the cognitive abili-
ties to reason out a course of action to solve the problem. If you have doubts
about this, or if the person has not yet acknowledged a problem with drugs, this
may not work to motivate him or her to seek treatment or change behavior.
However, if you are working with a person who has awareness of a drug problem
and is able to think rationally about his or her circumstances, problem-solving
techniques may work well to motivate him or her to take the next step toward
behavior change.

Other cognitive strategies that may be useful to motivate change include chal-
lenging errant assumptions (see more on cognitive therapy in Chapter 5) and
expectancies related to treatment or therapy. Frequently, clients are not favor-
ably predisposed toward therapy because they have misconceptions about what
may transpire. Sometimes these misconceptions are completely in error and easy
to challenge. However, sometimes these misconceptions have some basis in fact.
The client may have heard a horror story about treatment from a friend, or may
have heard something about the way treatment was 20 years ago when con-
frontation was sometimes fierce in group therapy.

Checking out the assumptions and expectations of clients about treatment can
be very helpful. You may find that the client has some funny ideas about what
will happen in a therapeutic relationship. In order to challenge these thoughts,
you may wish to have the client do some homework to find out more about spe-
cific practices at certain treatment facilities, maybe assign the client to call those
facilities or therapists anonymously and ask if they really do “blank” in therapy,
or have the client read a book on therapy or treatment. The results of that infor-
mal survey can be reviewed and discussed in a later session. Or you may wish to
present your own evidence to challenge the errant assumptions or expectancies
that the client has concerning therapy or treatment in a nonjudgmental and non-
lecturing fashion.
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Challenging assumptions or expectancies works well when a client is aware
of a drug problem but is having difficulty committing to treatment or therapy
because of misinformation. This technique will not work as well if the person is
unaware of a drug problem, or if the assumptions or expectations are true — in
which case, you can use another cognitive therapy technique that can be called
imagining the worst that can happen, which challenges the person to face his or
her worst fears about the dreaded event. Then you ask the client to determine
the probability that the worst possible outcome will actually occur. This provides
some perspective regarding the belief about treatment or therapy that prevents
the client from taking the next step toward behavior change. The best solution,
of course, would be if treatment professionals and therapists would not do things
to scare clients away from seeking services in the first place!

Another approach to encourage motivation to change is both cognitive and
behavioral, and involves setting benchmarks for assessing progress and then
attaching contingencies for stepped-up care if those benchmarks are not reached.
The motivation for change is enhanced by having the client establish points of
reference for determining whether her or his way is working well. If not, then a

Trial Abstinence

You can improve your chances for changing a drug problem by giving your-
self a breather from using drugs for awhile. Trial abstinence involves setting a
goal for not using drugs for a brief period of time, such as one month or two
weeks. Not using drugs for a short time will allow you to regain some con-
trol over your behavior while giving your body some time to heal. You will
be able to make a more reasoned decision about your goals for changing a
drug problem if your mind is clearer.

|. Trial abstinence begins by making an agreement with yourself and your
therapist or counselor not to use drugs for a limited time period.

2. Committing to do this in the presence of another person sometimes
makes it more likely that you will follow through.

3. Decide when you will stop and for how long.

4. Make sure to use your therapist or counselor, your new skills, and any
other support that you have to meet your goal for this period of absti-
nence.

5. Finally, before you start using drugs again, discuss the experience with
your therapist or counselor and decide what your next step toward
behavior change will be.

Trial abstinence may not be easy, but it will be a healthy start toward
overcoming your drug problem.
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new path is established for trying a different way, which is often developed ahead
of time. Usually this works in the form of an agreement between client and ther-
apist as a contract of sorts. For example, say your client has awareness of a drug
problem, but no willingness to seek treatment. In this instance, the client agrees
to try abstinence on her own for a specific period of time. You ask her to iden-
tify specific ways to document that the #4al abstinence is working for her, and
perhaps specific ways to know it is 7ot working, as well; you explain that these
benchmarks are to be used after a certain period of time to identify whether it is
time to try something else. You may even make notes of the answers and the
benchmarks being suggested by the client to assess progress, which constitutes
the contract. Finally, you gain commitment from the client to evaluate the period
of trial abstinence at a specified time in the future to determine whether it is
working, according to her standards. Finally, when that time arrives, progress is
evaluated jointly. If it has worked, fabulous! If the client has not succeeded, the
therapist uses the client’s own contractual benchmarks to suggest a stepped-up
care approach, which may be in the form of some type of therapy or treatment.

Stepped-up care with client-developed benchmarks for assessing progress and
reevaluating change strategies can be quite effective when the person is ready to
change. This strategy also is useful when the change strategy may not succeed in
the estimation of the professional. Rather than leave the client jumping into the
abyss of change without a parachute, it provides a more intensive change option
available if the first plan does not succeed. And it works because it is the client
who determines the benchmarks for whether more intensive change strategies
are needed, and, because of this, he or she is more willing to agree to a different
plan if the previous one falls flat. Obviously, a client has to be motivated to make
some change for this to work. If the client does not have awareness of a drug
problem, this change strategy will not work well. Furthermore, this strategy pre-
supposes a well-developed therapeutic alliance, so it may not be as effective if
used early in a professional relationship.

Many of the strategies discussed presume that a person has some awareness
of a drug problem. But what can you do to motivate someone who has little
awareness of a problem, or who may be very ambivalent about behavior change?
Do not despair, because there are strategies that may work with unaware or
ambivalent clients, too.

Motivational Interviewing

Motivational interviewing was developed by William Miller and Stephen Rollnick
(2002) to address the need for strategies to work with people who had substance-
related problems and were not necessarily ready to change their substance use.
Motivational interviewing operates on basic principles that encourage rapid
development of a therapeutic alliance and that enhance motivation to change
through therapeutic strategies designed to help clients resolve their ambivalence
about change. Its basic principles include expressing empathy for the client by
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Ed the EAP Caseworker

Ed is a 38-year-old EAP caseworker and this Wednesday afternoon is vis-
ited by George, who tells Ed that his wife is tired of his smoking marijuana.
George makes it clear that he does not smoke at work or on the premises, but
admitted that he may smoke too much from time to time on the weekends and
with friends after hours during the week. George tells Ed he just wants to get his
wife off his back and does not know what the big deal is; after all, he works hard
for the family and she should appreciate his efforts rather than complaining
about how he relaxes. However, he promised his wife that he would stop by and
see an EAP representative.

Ed tells George about the options for outpatient treatment; then he reaches
into his files and pulls out schedules of Marijuana Anonymous (MA) and Narcotics
Anonymous (NA), and suggests that George try one or more of these meetings.
At the end of the session, Ed makes an appointment with George next week to
check up on his progress. George quietly takes the appointment card, shakes Ed’s
hand, and briskly walks out of the office. Next week, Ed waits and waits, but
George never shows. Ed is a little mystified by this. . . . Are you?

hearing and validating what the client says to the therapist, and by showing
respectfulness at all times; developing discrepancy by using the words of the client
to highlight contradictory and ambivalent statements about the problem; avoid-
ing arguing with the client for any reason, and at the same time rolling with a
client’s resistance rather than confronting it (remember that resistance is escalated
by confrontation); and supporting the self-efficacy of the client by increasing the
competence and confidence of the client for changing the drug use behavior.
Motivational interviewing focuses on the verbal and nonverbal language of
clients, and uses their own language to allow them to examine their natural
ambivalence about behavior change, including both the positive and negative
aspects of drug use. However, the ambivalence is highlighted in a very strategic
way in order to enhance the client’s motivation to change. Critical components
of motivational interviewing include providing feedback to a client about what
she or he tells you about her or his drug use, leaving the responsibility for change
with the client, providing advice when appropriate and asked for by the client,
providing a menu of options when she or he is ready for behavior change, express-
ing empathy for her or his situation, and supporting her or his self-efficacy to
carry out a plan for behavior change. For example, providing feedback to a client
usually means repeating or rephrasing the client’s words in a skillful way to
enhance motivation, rather than telling the client in an unsolicited fashion what
you think about his or her situation. Even if your opinion is requested, care is
taken to avoid falling into a role of being the expert; often it’s best to defer back
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to the client’s best judgment about the situation (with the therapist saying, e.g.,
“Well, T am not the expert on your situation; what do you think?”). Leaving the
responsibility for change to the client is simply acknowledging the powerlessness
of a therapist to make a client do anything without his or her consent. Accepting
this powerlessness is liberating to a therapist and allows the process to be viewed
less personally if it does not go according to what the therapist would like to see
happen.

Note that there is an opportunity to provide advice to the client, but it is con-
tingent upon two things: whether the client is at a point in the change cycle at
which advice would be accepted (i.e., whether he or she is less ambivalent about
and more committed to change), and whether the client would welcome the
advice. If you are uncertain whether the client would like your advice, ask, per-
haps saying something disarming like, “Would you like to hear what others in sit-
uations like yours have done?” Similarly, if a person is ready to develop a plan
for change, it is important to suggest a range of options rather than just one, ask-
ing the client to choose the one that seems to best fit him or her. If you provide
only one or two options, it is easy for the client to dismiss them out of hand.
However, if you provide a menu of options, and ask the client to choose the best
one, it will empower rather than restrict the client. This strategy also allows you
to build in a backup plan if the first choice did not work for the client.

Finally, expressing empathy does not necessarily mean a “touchy-feely”
response to the client. Expressing empathy simply means respecting the client by
listening to what he or she says, regarding the client in high esteem, and taking
very seriously the concerns of the client and his or her stated goals for treatment.
Related to this, it is important to support the competence and confidence of the
client in his or her ability to carry out any plan chosen to change drug use, and
to reinforce motivation to change when it is recognized in session.

To carry out these strategies, motivational interviewing relies on a specific style
of verbal interaction in the session by the professional. The first verbal stylistic
component is to reflect clients’ statements back to them so they can listen to and
sort through their own ambivalence. Such reflective statements by the profes-
sional can mirror or paraphrase clients’ words in a way that enhances motivation
to change, or can be used to illustrate personal ambivalence about drug use
exposed in verbal statements by the client. The second verbal stylistic compo-
nent is the use of open-ended questions in order to avoid yes/no—type answers
that provide little information about the client. One goal of motivational inter-
viewing is to have clients talk themselves into change (rather than our talking
them into change), so obviously we have to get clients talking to us. Open-ended
questions, commonly beginning with the words what or how, encourage the
client to tell us his or her story.

In addition, professionals should use affirmational statements liberally in
order to reinforce movement toward increased motivation and change, as well as



106 TREATING DRUG PROBLEMS

to support self-efficacy. Affirmations use praise and reinforcement to support
movement toward progress, and may include remarks that highlight the client’s
past successes. In addition, summary statements are another useful verbal stylis-
tic component that provide a transition between what the client has told you
about the past and determining where the client wants to go next with his or her
drug use behavior. Summary statements repeat the client’s verbal narrative in
such a way as to illustrate that you have heard and understood what the client
has told you, and then provide a transition in the therapy session by setting up
key questions about what the client may wish to do next. Miller and Rollnick
(2002) provide great detail on these strategies and how to conduct motivational
interviewing in a variety of settings, if you are interested in learning more.

Motivational interviewing can work very well to encourage a client to seek
help or change drug use behavior on his or her own. If the client is considering
treatment, the professional can use motivational interviewing to explore the
ambivalence about treatment and about drug use in an empathetic way while
providing feedback and advice when requested. When the client expresses a
desire to change, the professional can provide a menu of treatment options, and
then support the client’s self-efficacy to seek treatment of the client’s choice. If
the client expresses a desire to change on his or her own, the professional can
again provide a menu of options (strategies) and support the client’s self-efficacy
to carry out his or her plan. Motivational interviewing also can be used as an
adjunct to other treatment strategies, and is a key component of motivational
enhancement therapy (see Chapter 5).

As mentioned, motivational interviewing is only one option for increasing
motivation in clients. There are ways to motivate some clients through assess-
ment and feedback about the assessment, as well as using previously mentioned
cognitive and behavioral strategies. In addition, other therapies that have not
been mentioned here have been developed to increase clients’ motivation, so you
may wish to browse the research literature if you are interested in learning about
other options.

The Transtheoretical Model

A very useful model for understanding a client’s relative level of motivation
to change is called the transtheoretical stages of change model (Prochaska,
DiClemente, & Norcross, 1992). Prochaska and colleagues spent a number of
years researching the common cognitive and behavioral processes that people
use while on the road to health behavior change, and found that they often pass
through similar stages on that journey. Although the model is still theoretical and
research is still being conducted to test its efficacy, I find it quite helpful in con-
ceptualizing clinical cases.

According to the transtheoretical model, people tend to move through
different stages on the road to recovery. The beginning of the journey is the pre-
contemplation stage, which exists prior to awareness of a drug problem. The lack
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of awareness can be due to several factors, as mentioned in Chapter 1. It could
be as simple as the fact that the person has not experienced consequences that
have raised awareness, or as complex as the fact that the client may have per-
ceptual problems that distort reality. In any case, it is important not to automat-
ically assume that precontemplation is being in denial.

Because people in the precontemplation stage do not have awareness of a
drug problem, it does not make sense to treat them the same way as someone
who is aware of problems and asking for help. One of the most common mistakes
that professionals make in working with people with drug problems is assuming
they are aware they need help. This is simply not the case with someone who is
in precontemplation. If you as a professional make this assumption, and begin
discussing treatment alternatives with a person in precontemplation, he or she
will probably look at you like you are from Pluto, and may get angry and seem
resistant.

To motivate a person who is in precontemplation to seek help, you first have
to increase awareness of a drug problem. One strategy is to use motivational
interviewing to get the client talking and telling his or her story, and then to high-
light the contradictions (or discrepancies) inherent in what he or she may tell
you. Another strategy is to use assessment to present objective data to the client,
comparing his or her drug behavior to normative behavior across society (or per-
haps with normative behavior of a population with drug problems). Again, this
has to be done skillfully, disarmingly, and in a motivational interviewing style.
The key to motivating a precontemplator is to use therapy to increase awareness,
but you have to be very careful in how you do this to avoid alienating your client.

Clients who are court-ordered or deferred from prosecution generally are in
precontemplation (although not always!). Other clients who are pressured by
others in their lives to seek help can be in precontemplation (or at least appear
to be, since they are usually angry about being pressured into treatment and may
act defiantly). Adolescents tend to fall into this category. In addition, people in
treatment involuntarily (due to a mental health commitment procedure) or
in treatment for the first time may be precontemplators. Clients in precontem-
plation often say things like, “I don’t have a problem. It’s (fill in the person’s
name) who has the problems. I use drugs — yeah, so what? A lot of people use
drugs. And drugs are not a problem for me!” Professionals often misinterpret
this behavior as problematic, but it is not. In fact, it is normal for people at the
beginning of behavior change to feel this way.

People in precontemplation learn to comply quickly if forced to do so by the
circumstances of treatment. Many of my clients have told me they learned to talk
the talk, so to speak, in order to get through a previous treatment that had been
coerced. Precontemplators often learn to become dishonest because they are not
allowed by the circumstances to be sincere in coerced treatment. An alternative
is to make treatment a safe place for a person in precontemplation to express
doubts about a drug problem, and to discuss the joys of drug use as well as the
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not-so-good things. The client is forced into a corner when coerced into treat-
ment, and tends to lie rather than engage in order to just get by. I would much
rather work with an honest precontemplator who seems unready to change than
with one who complies to get by, because then you have a chance to at least dis-
cuss issues honestly.

The second stage of the transtheoretical model is called contemplation. As
opposed to people in precontemplation, those in contemplation are aware of a
drug problem, but very ambivalent about what to do about it. In the contem-
plation stage, people are caught on the fence, aware of both the joys and sorrows
of drug use. The client may have some awareness of drug-related consequences
that are unpleasant, but these tend to balanced by the pleasant reinforcing prop-
erties and positive outcome expectancies of drug use. One common mistake that
a professional will make with someone in contemplation is to assume that aware-
ness of a drug problem means motivation to change when in fact the client is
quite ambivalent about such change. One minute a client in contemplation may
be discussing the advantages of changing drug use and then the next minute
reflecting on the fun associated with it. If a professional assumes too quickly that
awareness of a problem is the same as committing to change that problem, it can
cause friction.

One concept used by transtheoretical researchers to understand contempla-
tion is the idea of a decisional balance. A graphic representation of a decisional
balance (see Figure 3.1) looks very much like a teeter-totter on which is balanced
the opposing tendencies of an ambivalent client in contemplation, as well as the
reasons for changing (pros in the figure) and against changing (cons in the fig-
ure) drug use. In contemplation, the client’s teeter-totter for motivation to
change is generally in balance (i.e., he or she is sitting on the fence). The goal of
a professional is to resolve the ambivalence in favor of commitment to change.
However, this process is not easy, and the strategies to achieve this end require
great skill.

For a moment, reflect on the meaning of a teeter-totter in balance. Both sides
must be equally matched in weight and pressure. This image represents the bal-
ance between the reasons for changing versus not changing in contemplation —
an accurate representation of how ambivalence results in lack of movement.
Now, what happens if the pressure increases on one side of the teeter-totter? In
order to remain in balance, the other person on the board has to lean farther
backward. This is what generally happens when a therapist argues one side of
the ambivalence about change: The client often will take the opposite side of
the argument. One common mistake on the professional’s part is arguing for
change — which leads to quite a surprise when the client in contemplation
responds by arguing against change. As mentioned previously, it is important that
the client make the argument for change rather than the professional.
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No change Ambivalence Change

No change Ambivalence Change

Figure 3.1: The decisional balance.

Changing the client’s behavior on the teeter-totter is more important than a
therapist’s or counselor’s pressuring the person toward change. Only the client
has the capacity to change the decisional balance. You as a professional can use
motivational interviewing to aid the client in shifting the weight, but ultimately
the client is the only one who can decide whether change is better than no
change. If someone else decides for the client, the client will not be committed
to the plan. The best strategy is for the professional to use motivational inter-
viewing to highlight the ambivalence of the client and to enhance motivation.

At first contact, professionals generally are working with clients in the pre-
contemplation or contemplation stages. However, sometimes clients who come
in for help, referrals, or advice are already preparing — or even taking action —
to change drug use. If a person does resolve her or his ambivalence and begins
to plan how to take steps to change, she or he has entered into the preparation
stage. The preparation stage is typified by less ambivalence about changing drug
use, by more commitment to making changes or seeking help, and by a willing-
ness to plan the next steps toward taking these actions. The preparation stage is
not yet a time of action, but instead is a time of planning and preparing for
action. Preparation is a good time for a professional to provide directions and
suggest advice for a client on what strategies to use to meet her or his goals for
behavior change. Professionals assume the role of guide on the road to changing
a drug problem among clients in the preparation stage. At this stage, clients ask
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for suggestions and directions, and are not liable to react angrily to discussions
about problems and solutions. Professionals often refer to clients in this stage as
being willing to seek and receive help.

Sometimes a client will be taking action to change a drug problem when you
first meet. Your role as a professional is to support these efforts by reinforcing
progress, suggesting course corrections if problems or setbacks are noted as the
client tries to change his or her drug use, and to match the client to services that
will increase his or her ability to reach his or her goals. Motivation is no longer the
most pressing concern if the client is already changing, but supporting self-efficacy
and developing skills are of great concern at this stage. When assessing the client’s
situation, is it important to ask how the client’s action strategies for change are
working, including what is working well and what is not working so well. In the
event of shortcomings, backup plans may be developed and offered, and other
resources and services may be suggested. Additional referrals may be warranted if
there are some roadblocks preventing the client from reaching his or her goals.

Behavior change does not simply end when action is taken. The transtheoreti-
cal stages of change model refers to the period after making successful changes in
drug use behavior as the maintenance stage. Maintenance is a time for sustaining
change over the long term, making successful action steps into long-term, healthy
habits, and working on quality-of-life changes that may be attainable after the client
successfully overcomes a drug problem. Related to this, a client may relapse rather
than maintain changes continuously. Relapse is recognized as a natural part of the
change cycle because it is a very common phenomenon. Since maintenance (and
relapse prevention) are long-term concerns and the result of extensive self-change
efforts, therapy, and treatment, professionals usually do not need to be concerned
about these issues during initial contacts or in early efforts to motivate change.
Maintenance strategies become salient after the person becomes more committed
to long-term change, although addressing relapse early in therapy or treatment is
generally recommended. Action- and maintenance-stage issues, as well as relapse
prevention, are discussed more completely in Chapters 5 and 7.

The professional working with a client for the first time or with a client who
is presenting for therapy prior to changing behavior may wish to consider using
the transtheoretical model to determine where the client is on the motivation and
commitment continua, and also to determine what might be an appropriate way
to encourage movement toward the next stage of change. Related to assessing
motivation, therapists and counselors will want to determine which obstacles are
preventing clients from being more highly motivated to change. In the next sec-
tion, many of these potential obstacles will be described so you can remember to
keep your eyes open for them in session.

Overcoming Client Obstacles

Obstacles that interfere with client motivation and behavior change can arise
from a variety of sources. Some obstacles arise from the behavior of the client,
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but others may arise as a result of interpersonal relationships and environmental
factors outside the session that may be beyond the client’s control. Moreover, not
all obstacles in session are from the client. The professional can sometimes unwit-
tingly place obstacles in the way of client progress.

Resistance to change is one common obstacle. Clients in the precontemplation
or contemplation stages of change may balk at moving toward change as men-
tioned, and because of this may actively resist any efforts that they perceive are
pushing them toward change. If this obstacle arises in session, it alerts you that
you have pushed too much. Motivational interviewing, for instance, has strate-
gies for avoiding such pitfalls by using a type of therapeutic judo (so to speak) to
dodge client resistance. Resistance in a client is generally a sign that our motiva-
tional strategies are not working, so it is time to use a different strategy!

If a client is showing signs of resistance, back off. You can back off in a num-
ber of different ways. If the resistance arises because the client perceives you do
not understand what he or she is saying, then offer an apology, admit to the mis-
understanding, and ask for clarification. If the resistance is apparent because you
used a wrong strategy, and the client backpedals, then try another, less aggres-
sive strategy. If the client goes silent on you, try to summarize what you have
heard and then ask if you have missed anything. If the silence continues, go silent
as well and use nonverbal language to communicate. Sometimes resistance arises
if you misjudge how motivated the client is to change, or how committed a client
is to a particular plan. If the client begins to act with compliance rather than will-
ingness, then you may assume you overestimated the stage of change and levels
of motivation and commitment. If the client is determined by you to be moti-
vated, then the resistance may be related to not accepting the plan of action.
Under this circumstance, it may be helpful to review and reformulate the plan
with more attention to the client’s wishes. If ambivalence about behavior change
in general becomes more apparent, then it is not yet time to develop a plan.
Rather, you will need to step back and work on enhancing motivation some
more. As mentioned in Chapter 1, resistance is a function of therapist behavior
toward the client, so it is up to professionals to take steps to lower client resist-
ance in session.

Denial is another obstacle that many professionals encounter. However, just
like resistance, denial is misunderstood by many professionals. As mentioned in
Chapter 1, denial can be many things besides dishonesty — for example, increas-
ing as a function of trust (or distrust). Professionals who are working with clients
under circumstances in which discussing drug use could be potentially harmful
(or even dangerous) to a client should recognize the awkwardness of the client’s
situation. To begin with, the client may be placed into your care without consent
or under duress, which influences a person’s attitude about therapy or treatment.
In addition, the client may be afraid that any information he or she shares will be
used against him or her (at work, in court, etc.). To top it off, the client likely has
not explored his or her ambivalence about drug use prior to treatment in the
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same way that someone who voluntarily turns for help would. Under these cir-
cumstances, the client may know very little about treatment or therapy, and be
highly suspicious of it.

Professionals will have to honestly address all of these issues and concerns
(and probably much more) in order to gain the trust of clients who are being
assessed and treated under coercive conditions. If information provided to you
is confidential (not provided to others), then tell the client up front that what-
ever is said in the office stays in the office. Then validate the awkward position
the client is in by acknowledging the difficulty of his or her situation. I usually
say something like, “I understand that you aren’t here because you want to be.
Since we have to meet together regardless of whether you want to or not, I'm
wondering if there is something we can work on together that would help you.
So, how can we use this time together in a way that will benefit you?”

If the client is correct in assuming that information provided to you can be
used against him or her, then you have an obligation to tell the client. If your role
as a professional is to represent an agency that has some control or power over
the client, then acknowledge the power imbalance. The client will likely be aware
of this anyway, and the best way to develop trust is to be totally honest about this
with the client. Ask the client if he or she would like to discuss issues related to
drug use under these conditions. If the client is unwilling, then find ways to dis-
cuss drug use in general without discussing the client’s drug use directly. Some-
times I will use a motivational interviewing style, and say things like, “Others I
have met with have talked about enjoying X, Y, and Z about their drug use. At
the same time, they also told me about some less enjoyable things about drug
use, such as A, B, and C.” In this way you are exploring the decisional balance
without the client’s having to share potentially damaging personal information.
Similarly, you may want to discuss a menu of options for change that others have
chosen (again in a motivational interviewing style) by saying something like,
“Others I have talked with who had a drug problem have chosen to do things like
D, E, and F If you had a drug problem, which of those options might you
choose?” In this way, you may be able to develop a plan for a client with some
chance for success (not simply compliance), again without forcing the client to
discuss the drug problem. This is particularly effective if the client does not want
to share personal information and you have an obligation to place him or her in
mandated services. This indirect approach also can gain the trust of clients who
find themselves in a personally awkward situation. Some of these clients may
actually want help but are not at liberty to discuss their situations, so it is not
always safe to assume low motivation under these conditions.

In other situations what appears to be denial may be due to the client’s not hav-
ing experienced many negative consequences. If this is the case, then the profes-
sional can use the decisional balance to explore the good and not-so-good things
about a person’s drug use. Sometimes developing a list of pros (good things) and
cons (not-so-good things) is an effective way to increase the client’s awareness
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about ambivalence toward drug use even if very few consequences are being expe-
rienced. If the client does not seem to have many “not-so-good” items, then you
may wish to work with him or her to develop benchmarks for what would
constitute a problem in his or her mind, and what he or she would do if hat
happened. One way to start this process is to say the following: “It seems like you
feel that using drugs is a good thing for you now. Is there something that might
happen to you related to your drug use in the future that would cause you con-
cern, that might cause you to consider changing your drug use?” The client
answers, and you ask, “If that were to happen to you in the future, what would
you do to help yourself?”

Remember that denial-type behavior can be related to other cognitive and
perceptual problems as well. If you see signs that the person is not tracking well
cognitively or is acting dangerously and impulsively, perhaps showing little com-
mon sense ot judgment, having extreme difficulty maintaining focus, and having
problems with attention and concentration, it may be worth referring the person
for a neuropsychological evaluation. If the person shows symptoms of other men-
tal problems, perhaps even behavior that suggests a possible psychosis or other
severe mental disorder, then he or she may need to be referred for a psychiatric
consult and possible medication management to stabilize before treating the
drug use. Assessing these conditions is described in greater detail in Chapter 4
and treating comorbid disorders is discussed in greater detail in Chapter 5. Any
of these conditions can cause a person to appear as if he or she is in denial, when
in fact a physiological problem may be interfering with the person’s ability to
make accurate judgments about his or her personal situation.

Another obstacle that can hinder motivation or behavior change develops
when the client normalizes his or her behavior by comparing him- or herself with
peers who use drugs. Researchers have found that people who use alcohol tend
to overestimate how much peers are using while underestimating their own use.
By engaging in this flawed social comparison, some people justify their drinking
behavior because it seems that they are using less than their peers. Presumably
this type of social comparison occurs among people who use drugs as well.

Two different strategies can work to remove this particular obstacle. The first
is to have the client monitor his or her drug use behavior between sessions to
gather accurate data on the quantity or variety of drugs being used. Such self
monitoring allows the client, sometimes for the first time, to see exactly how
much and when he or she is using drugs. Often the client is surprised at what and
how much he or she is using, and in some instances, the monitoring alone can be
enough to motivate the person to modify his or her behavior. The second strat-
egy often is used in conjunction with the first. The data gathered by the client
from self-monitoring can be compared to the social norms of a well-matched
comparison group so that the client can get an objective view (perhaps for the
first time) of normative drug use for his or her peers. The skillful professional will
then have the client compare his or her use to the norms for his or her age group,
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so that the client can draw conclusions about how normative his or her drug use
is when compared to that of others. Using self-monitoring together with social
norms strategies may allow the client to experience a moment of pause to con-
sider whether personal drug use is abnormal. Even if the client continues to use
drug-using friends as a comparison group to argue that he or she does not have
a problem, you can show the client that those friends may be using drugs at an
abnormal level when compared to societal norms.

Another common obstacle is zzertia, or lack of energy to initiate movement.
Inertia is a common feature of depression. A person with depression often feels
de-energized and demoralized, and finds it difficult to do anything. People with
depression often have to force themselves to do even the smallest tasks, finding
little enjoyment in those tasks that used to bring about pleasure. People with
depression are literally immobilized because of inertia. To use the language of
physical science, an object at rest remains at rest until another force puts it into
motion (law of inertia). Your role as a professional is to put inactive clients into
motion, and you may wish to assign homework that involves movement and tak-
ing action. Assign them to engage in pleasurable activities (without drug use) that
have slipped out of their daily lives because of inertia (e.g., going to a movie, tak-
ing a long shower or bath, or engaging in a hobby or recreation). You assign them
to do this (or any) activity even if they argue that it will not help. Consider com-
pleting an assignment in session if you think there is a possibility that the client
will not comply. The solution to inertia is to engage the client in activity, or what
some researchers and therapists call bebavioral activation.

Sometimes inertia is related to fear of making a mistake. If so, then perfec-
tionism may need to be addressed. Making a mistake can be reframed as an
opportunity to learn more about how to succeed next time. In other instances,
inertia may be a reaction to past failures and discouragement. Supporting self-
efficacy and reinforcing baby steps toward progress (behavioral researchers call
this strategy reznforcing successive approximations toward the goal) can be effec-
tive in restoring the client’s confidence in succeeding. Other times inertia is
related to sadness and grief. For some clients, grieving may be necessary, but
behavioral activation and socialization assignments should be given in order to
avoid isolation. Inertia also can occur because the person finds little pleasure in
daily life. The professional’s responsibility is to restore this pleasure in creative
ways. Finally, the depressive disorder may have sapped the person of the physi-
cal energy needed to carry out a plan of action. In some instances, antidepres-
sant medication may be needed to jump-start the person’s energy level, but these
medications often take a few weeks to reach a therapeutic dose. Cognitive behav-
‘oral therapy for depression may help while the medication reaches therapeutic
level, and ultimately cognitive behavioral therapy seems to work quite well to
reduce depression relapse over the long term (see Chapter 5).

Another common roadblock to changing a drug problem is social anxiety.
Many people use drugs and alcohol to alleviate anxiety in social situations.
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However, when you take away the drugs and alcohol, the person still has the
social anxiety that needs to be treated. It is worth determining whether your
client fears social situations. Social anxiety can be a tremendous obstacle to
recovery, since many sources of help and support involve social contact and
groups. In some instances social anxiety may have to be treated before a person
is able to seek help, so alleviating the condition may be one way to increase moti-
vation to seek further treatment. In other cases, social anxiety may make treat-
ment out of the question for a client, so using more impersonal strategies for
treating a drug problem may have to be considered. For instance, some therapy
can be conducted online, and many support groups now have groups that meet
online. However, the best solution would be to get the client out into the world
to socialize, so treating the social anxiety is preferred. Treatment for social anx-
iety will be discussed in Chapter 5 as well.

Another common obstacle is dislike of the 12-step philosophy, or of support
groups in general. The use of support groups and the 12-step traditions does not
work well for everyone, as mentioned previously. Some people have worldviews
that do not agree with the basic tenets of 12-step philosophy. Other people are
not comfortable in support groups or in groups in general. Still others have had
negative experiences associated with traditional treatment or while participating
in support groups. Regardless of the reasons, there are many people who do not
fit well into 12-step or other support groups; the research suggest maybe a major-
ity of people with drug problems never find a home in groups like NA.

If the client you are working with expresses these views or concerns, then
you should refer her or him into an alternative type of treatment or group. The
alternatives for traditional treatment usually take the form of individualized
psychotherapy. Some larger cities have harm-reduction treatment centers that
focus on alternative types of treatment, and generally accept anyone into treat-
ment even if he or she is still using substances. If the client has problems with
the 12-step philosophy but not with support groups in general, alternative sup-
port groups such as Rational, Smart Recovery, and SOS are available. There are
even groups (such as Moderation Management) that seek moderation as a goal
rather than abstinence. Finally, some religious organizations, Christian and non-
Christian, have their own programs to help clients with drug problems. Many
of the groups listed previously have online programs just like NA does. See
Chapter 4 for more details on contact information for some of the groups men-
tioned here.

Twenty years ago the dislike of traditional treatment may have presented some
real challenges. Today, however, there are many more treatment alternatives to
which a client can be referred to if she or he would not match well with a tradi-
tional treatment facility. A good referral might be to a psychologist or other ther-
apist who practices cognitive behavioral therapy for individuals. In addition, the
advent of the Internet era allows for new and creative treatment alternatives even
for people in small communities.
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Finally, another obstacle is that some clients will not seek help out of fear that
others will discover that they have drug problems and use that information
against them. One solution is to educate the client about federal confidentiality
laws that protect against disclosure while in treatment, or state laws that protect
client confidentiality in therapy. However, you also should be very honest that
there are ways in which confidentiality can be suspended, or when outside insti-
tutions can access personal health information. For example, make sure to
explain that state confidentiality laws can and will be suspended if the client
expresses thoughts about harming him- or herself or others, and in some states,
if he or she damages property. Additionally, if a client is mandated to services, he
or she should be told that those officials who mandated the treatment may have
access to treatment records and reports. Finally, tell clients that insurance carri-
ers and their representatives also may have the right to access that information.
Clients should be made aware that there are a number of protections in place to
protect them, but also told frankly that some of the protections have limits.

In addition to obstacles brought into the therapy by clients, environmental
and social factors may place pressures on clients that can influence changing a
drug problem. One important factor has to do with famzily and family obligations.
If the client believes that seeking help will interfere with family obligations, she
or he may be less motivated to seek help. Research has found that for women
with substance-related problems, an inability to care for children often prevents
their seeking help. Some treatment facilities recognize this obstacle and provide
child care services, but this option is still quite rare.

Clients from ethnic-minority groups that have relational worldviews with strong
bonds to extended families and prescribed social roles also may have difficulties
seeking help if treatment interferes with family relationships and social roles. Many
therapists and other professionals make the mistake of believing that the value
of treatment should be so evident that the client would be willing to forgo family
obligations for a brief period of time in order to obtain long-term gain. This is a
critical error when working across cultures. For many clients from non-majority
cultures, there is little distinction between self and family, so to talk about separa-
tion is completely unacceptable. Professionals need to consider family obligations
and cultural values when making referrals. The rule of thumb is to make the refer-
ral that is the least intrusive and the most helpful to a person (see Figure 3.2). Mak-
ing such a referral may help motivate a client worried about family responsibilities.

Another potential obstacle is work-related obligations. Fortunately, many out-
patient services are now offered in the evenings for working professionals. These
options diminish, though, when a client works in the evenings or through the
night. Again, it may be that individual psychotherapy would be a reasonable (and
time-flexible) option for clients whose work schedules may preclude attendance
in outpatient groups. Professionals should try to refer the client to services that
do not interfere with work. It is generally unthinkable to ask clients to risk jobs
by going into treatment. The research, as mentioned in Chapter 1, suggests that
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Intrusiveness of Plan Aid that the Plan Provides Client
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A

The best plan is in balance between the level of intrusiveness and the level of benefit the
plan offers to a client. If too intrusive, the plan may not be worth the effort to the client,
even if beneficial.

Figure 3.2: Plans should balance helpfulness vs. intrusiveness for a client.

unemployment is a high risk factor for drug problems, and data suggest that
people who are unemployed have poorer outcomes after treatment. Again,
matching the client with a treatment or therapy option that does not interfere
with a job will likely enhance motivation to seek such services.

For many people, finances may represent the largest obstacle to treatment
services. Although some insurance policies have substantial coverage for such
services, many do not, and many people with drug problems have no coverage
at all. As mentioned previously, professionals need to consider finances when
making referrals. Some communities have publicly funded treatment centers that
may ease financial burdens on cash-strapped clients. If the professional is
working with the client in an effort to minimize the financial burden while max-
imizing the treatment services, then the client is likely to be more motivated to
seek the recommended services. Burdening a drug-using client with heavy debt
is not a particularly effective way to help him or her begin a new way of life.

For others, the main obstacle to seeking help is finding transportation. In
many cases, suggesting services located close to the home or apartment or close
to the client’s workplace can help reduce the burden of getting to and from ther-
apy. This strategy also reduces the burden of getting to therapy for someone who
may have inertia or time limitations because of work. Other strategies that
increase motivation to follow through on a referral include referral to services
located on bus or subway lines. For people in more isolated rural areas, one alter-
native might be to use Internet services as much as possible.

One key factor to enhancing commitment to change is making the plan easy
to follow. Confusion is fairly typical in a client early in therapy or treatment. The
confusion may result from lingering ambivalence about change. In other
instances, the confusion may be the result of cognitive difficulties subsequent to
long-term and heavy drug use. Professionals should develop referral plans that
are easy to follow to overcome such confusion. The plans should be quite spe-
cific and concrete for this very reason. The goal is to make the plan into habit,
so there should be structure and routine built into a good plan, at least in the
beginning stages of behavior change.
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For example, imagine that you are developing a referral plan for your client
to attend NA twice a week as part of a self-change plan. You will want to make
the plan much more specific than simply suggesting the client go to two meet-
ings a week. Instead, the plan should specify that the client attend NA on, say,
Tuesday night at one location (easy access for client) and on Thursday night at
another (also easy access for client), and you should consider writing down this
plan for your client with specific directions on when and where to be. Lowering
the threshold on the difficulty of a plan will make it more likely the plan will be
followed, and making the plan structured, routine, and written down will make
the plan easy to remember. Some professionals may wish to include a follow-up
call to the client to make sure the plan is being implemented, and if it is not, to
determine whether the plan was too complex to follow. Of course, if the plan
is not being followed, it may be that ambivalence about change has overruled
commitment, and the professional may have to return to strategies to enhance
motivation.

Overcoming Therapist Obstacles

Clients are not the only ones who can throw roadblocks into the therapeutic path.
Therapists have the capacity to hinder client progress in a number of ways, and do
so sometimes unwittingly. There are number of bear traps that a professional can
walk into that will alienate a client, some that have been discussed earlier in the
book. One therapeutic turn-off develops when the client perceives that the pro-
fessional is lecturing to him or her about drug use or changing drug use. Another
occurs when the client feels as though the therapist is being condescending, sar-
castic, or ridiculing. These impressions may develop when the client feels like less
than an equal partner in the session, or when the client detects verbal or nonver-
bal signs of arrogance or of distance in the therapeutic process. Finally, another
therapeutic turn-off is a professional’s arguing with the client, or aggressively push-
ing the client toward change. The common element to all of these therapeutic turn-
offs is that the client does not feel validated by the professional, and therefore has
trust in neither the professional nor the therapeutic process.

One solution to preventing these turn-offs in session is to build trust in the
client by treating him or her with dignity and respect. A golden rule in therapy
is to treat your client as you would want to be treated yourself. Building a ther-
apeutic alliance takes some time, but the process can be enhanced if the profes-
sional is truly listening to the client, and responding in such a way in session that
lets the client know that she or he is being heard, loud and clear.

By using the client’s own words when summarizing what you have heard, you
can let the client know she or he is being heard. By showing you understand what
the client is saying to you in your own body language, you show your respect and
interest, and the client will feel that you understand her or his story. By illustrat-
ing that you understand that drug use can be enjoyable as well as troubling for a
client, you develop credibility as an objective resource for the client to draw upon
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Robyn Flies the Coop

Robyn is a 3 1-year-old mother of three who began working with a thera-
pist named Dr. Hart in order to overcome her problem with prescription pain
medication. Things went well in therapy for the first month or so; then, sud-
denly, Robyn did not call or show for her session. Dr. Hart was completely mys-
tified by this turn of events. She attempted to call Robyn several times over the
next few weeks before she finally reached her. Dr. Hart asked Robyn why she
dropped out of therapy, and at first Robyn dodged the question by saying ther-
apy did not seem to be working for her. Dr. Hart then countered by saying she
thought that Robyn had been doing quite well. After this brief exchange, Robyn
also mentioned that a bill for services had come in the mail and that her insur-
ance had covered only about half of the charges. She expressed a great deal of
embarrassment about this situation. Dr. Hart was very surprised to hear this,
since she did not deal with the financial aspects related to the clinic. She sug-
gested that they meet to talk about how they could work around this financial
problem, and she insisted that it should not prevent Robyn from getting the help
she needed. After all, Dr. Hart is kindhearted and wants therapy to succeed for
Robyn, who had been a model client until the bill came in the mail.

when the time is right. The basics to developing the alliance are to listen, learn,
respect, and affirm. Later, if you have done these things well, the time to teach will
present itself.

Professionals also must learn their own personal limits, and share those lim-
its with clients before those clients have done something that crosses those limits.
Each of us has different limitations that we place on relationships, including pro-
fessional relationships. When a professional finds him- or herself angry with a
client, it often is related to limits’ being crossed. The key for a professional is to
be aware of his or her limits in therapeutic situations in order to minimize the risk
of having those limits crossed.

The crossing of limits is really the professional’s problem rather than the
client’s problem. It is, after all, the professional’s limits that are being crossed,
and because of this, it is the professional who responds, often with anger or dis-
comfort toward the client. What a professional should realize is that the client
likely has no idea that he or she has crossed limits in the relationship. How could
a client know a limit has been crossed if she or he has not been told about that
particular limit? Lzmzit violation by a client usually is out of ignorance rather than
out of spite. However, the professional often responds quite humanly to such a
violation as if it were a threat and becomes upset at the client.

Here is an example: You as a professional may value punctuality, and in fact,
may have firm limits against tardiness. The client shows up late, and you make
some judgments (because your limits were crossed) about the client’s level of
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motivation, responsibility, seriousness, and commitment, based on the tardiness,
which may or may not be correct. The evaluation you make is done because you
are upset about your limits’ being crossed, rather than related to any cold, hard
facts. Because of this evaluation, you may treat the person differently in session
(as mentioned earlier in this chapter). Meanwhile, the client is completely obliv-
ious to having crossed the line, but does perceive being kept at a distance by you
in session, and may react accordingly. And the truth is that the client was late
because the bus was late rather than as a result of low motivation to change a
drug problem.

The interesting thing is that no one is wrong to feel as they do in this scenario,
but all the feelings are related to slight misunderstandings of what is really going
on. The truth is that the therapist feels crossed by the client, but the client has
no idea he or she has crossed the therapist. When therapists are aware of such
limits, they should make a point to share them with clients at the beginning of
the therapeutic relationship. People deserve to know the rules of the game before
they play. If you as a therapist value punctuality, you should share that with the
client at first contact, and also set out consequences for those limits” being
crossed. It is important for the client and the therapist to play with the same rule
book in therapy, and the responsibility is the therapist’s to share his or her rules
with the client before those rules are crossed. At the same time, the therapist
acknowledges that his or her limits are just that, personal limits, and that those
limits are not shared by everyone else. However, even though the therapist
acknowledges that limitations vary from person to person, the therapist
also acknowledges that he or she will be a better therapist if those rules are not
crossed in the therapeutic relationship. Most clients will be on board when they
understand they will be treated better by you if limits are not crossed!

There are times when professionals learn of new personal limits by having new
experiences in therapy. The professional may be unaware of a particular limit
until she or he notices her- or himself getting upset, angry, or uncomfortable with
a client for no apparent reason. When this happens to me, I know to step back
and try to determine what is going on with me, and what behavior in the client
triggered such a reaction. Often it is related to recognition of a new limit that
had not been tested before. When this happens, it is important to share this
information with the client. The appropriate way to share this information is to
use “I” language and not “you” language in describing the experience, in order
to accept responsibility for recognizing a new limit and avoid blaming the client
for the experience. Since it is a therapist limit, albeit a new one, it still is impor-
tant to understand it as the therapist’s problem (not the client’s). As the profes-
sional shares the recognition of the new limit, he or she must develop new
strategies for reducing the likelihood of the limit’s being crossed again. A new
contract for therapeutic behavior may need to be established in order to avoid
the client’s crossing the newly recognized limit in the future.
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A professional’s distraction in session represents another obstacle. To be a pro-
fessional is of course to be human, so there will be times when you are distracted.
Maybe you are having one of those days, or maybe there are events outside work
that are preoccupying you. Another possibility is that your client is simply dull
to listen to today and you are reacting to that. Being distracted happens, but
it certainly influences your effectiveness. Clients often notice when you are
distracted and that can influence their progress. There are several effective
responses professionals can have to being distracted. The first, and perhaps best,
solution, is this: If you know before the client shows that you are distracted to
the point of being ineffective, postpone the session. If you are not aware of being
this distracted until in the middle of a session, then it may be best to end that ses-
sion early. You should let the client know that you are ending it for your own
personal reasons rather than ending it because of anything the client has done.
In this way you reduce the likelihood the client will personalize the event.

If you are in the session and notice being distracted, but not to the point of
being ineffectual, then concentrate on the client’s words, and practice summa-
rizing what he or she has said to you. Many times focusing

on what the client says will bring you back into the session.
You also may wish to maintain good eye contact if the ) -
client is comfortable with that behavior. Another way to ~ (0Mes the gift of healing.

regain focus is to turn to a more active task in session. — CATHERINE DE HUECK

“With the gift of listening

Sometimes role-playing or discussing homework assign-
ments can be effective ways to reengage in therapy when you are feeling dis-
tracted. Basically, you want to use the same strategies on yourself that you would
use on your client if you noticed his or her attention waning in the middle of a
session.

As mentioned, sometimes the content of therapy seems irrelevant or dull. If
you notice yourself being distracted, ask yourself why. Maybe the client is not
using time in session well, or perhaps the client is engaging in behavior that has
the effect of putting you to sleep. Observing and identifying this behavior in ses-
sion provides an opportunity, because if the client behaves this way in session,
she or he likely behaves in such a way outside — perhaps contributing to the
same response in others. You can point out your distraction to the client, then
discuss why it has occurred, discussing the relationship between the client’s
actions in session and the natural consequences of disinterest. After this discus-
sion, alternative ways of behaving that may be more socially functional can be
explored together. In this way, a dysfunctional behavior that may push others
away in the real world has been modified in session, all because you noticed
yourself taking a siesta in therapy.

Another potential obstacle to therapy and treatment is lifestyle imbalance on
the part of professionals. As we know, lifestyle imbalance in our clients adversely
affects them. The same, of course, is true for us as well. If our lives are out of
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balance outside session, it will affect our skill level in session. Lifestyle imbalance
can cause fatigue, distraction, mistakes, anger, frustration, and impatience. Those
problems will likely follow us into session. Lifestyle balance, on the other hand,
models healthy living for our clients, and provides them hope for the future and
interest in behavior change. Lifestyle balance allows us to share personal models
for success with our clients so they, too, can seek similar balance after changing
drug problems. Obviously we cannot be on top of the world at every moment,
and many of us are quite busy and find it difficult to maintain balance. On the
other hand, difficult does not imply émzpossible, and our skills depend on our
health. Clients will not want what we offer if it looks distressing to them!

In addition to our own appearances, our office spaces also send a message
about happiness and health. If a client feels uncomfortable in your space, then it
represents an obstacle to treatment. Remember how hard it is to change a habit,
and then multiply that challenge by the difficulty of seeking help in a strange
place. If the strange place looks sterile or lacks warmth and comfort, then seek-
ing help seems even more frightening or distressing to a potential client. Try to
make your clinic a place where clients feel that hope and peace may abide.

Finally, many clinics have significant barriers for entry into treatment that can
discourage clients. Some of my clients have told me they would have sought help
for their drug problems significantly earlier in their lives if treatment centers did
not expect abstinence upon entry. Drug problems are unlike most disorders or
health problems, because a person is often expected to stop the behavior in order
to receive treatment. Cancer patients are not asked to be in remission upon entry
into treatment. Depression patients are not discharged if they are actively
depressed and suicidal in treatment. People with schizophrenia are not told they
have to be nonpsychotic in order to receive services. But many treatment serv-
ices tell people with drug problems they have to stop their behavior (leave it at
the door) before they get services.

The concern, of course, is that it would be difficult to have a treatment cen-
ter if some of the clients wanted abstinence and had stopped using drugs while
others in the same center had not stopped. The traditional answer has been to
include those who are abstinent, and to exclude those who are not willing to be
abstinent. An alternative would be to provide different types or levels of services,
so that people who were seeking abstinence could be among others who were
abstinent in one service unit, whereas others who were still using drugs could
be placed with clients still using drugs in another service unit. In order to remove
this obstacle, treatment centers should consider offering multiple services rather
than excluding people who need help.

Europe has had very successful programs, like the one being suggested, for
years, so this is not a novel or exotic idea. Not everyone will be interested in pro-
viding services to people who are not ready to stop using drugs upon entry into
treatment, but for those who may be interested, the change would likely result
in their receiving a large number of new clients who are not being served by other
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centers. Obviously offering such services would help clients, and potentially
could save many lives. Treatment facilities that offered different levels of services
also would have the competitive advantage of attracting clients who may not be
ready to quit at first, who could be treated in the harm-reduction program ini-
tially (see Chapter 5 for more details). Later in treatment these same clients may
decide for abstinence as a treatment goal. At that time, they can be transferred
to an abstinence-based unit, all in house. Consumers love having choices, so I
am guessing such a treatment facility would be quite popular and profitable.

Preventing and Dealing With Crises

Another type of obstacle to behavior change is the occurrence of a crisis that
threatens to disrupt therapy or threatens the well-being of the client. Frequently,
these crises involve extreme emotional responses or mood problems, such as
explosive anger and suicidal behavior. In other cases, a crisis might involve a legal
situation. The professional will need to respond quickly and effectively to this
type of situation in order to defuse it.

Aggression and Anger

There are some rules that will help you under these circumstances. First, with
regard to aggressive clients, do not place yourself at risk under any circumstances.
For example, if you have a client who is potentially explosive, you may want to
leave the door wide open so the client can leave if he or she wants, and so col-
leagues can gauge your safety and whether they will need to intervene. If you are
working with a person who is threatening you, get out of the situation. The
second rule is related to the first: You do not have to work with someone who
threatens you. You can refer, or if you believe you are imminent danger, call law
enforcement authorities. If the client threatens you, the relationship is broken,
so there is little that can be done to repair it at that point. So, protect yourself
first, and then refer the client for other help later.

Many of our clients are angry, and sometimes that anger comes out in an
uncontrolled fashion. When working with a client who is angry and has a history
of losing control, a professional has to be concerned about the escalation of the
anger and should avoid responses that might cause this. For example, do not
encourage the person to “let it all out” or push the person to express anger in an
uncontrolled rage. Although some therapists believe that catharsis is good for
explosive anger, the research suggests that catharsis, while it certainly may
encourage the client to vent the anger, does not teach the client how to control
the explosiveness of its expression. So encouraging the uncontrolled expression
of anger is not wise, because it will often lead to explosive behavior without res-
olution. You also do not want to argue with the client in a situation in which he
or she is at risk of losing control of behavior. Escalation on your part will result
in escalation on the part of the client. Finally, you will want to avoid physical
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encroachment or contact. Getting too close to or touching the client may be mis-
interpreted as aggressiveness on your part and may result in an attack.

However, the professional often can de-escalate such a situation if he or she
responds appropriately. In addition to avoiding the previously mentioned behav-
iors, the therapist can respond calmly and rationally to the client. Yelling can be
met by a quiet response on your part. As the client gets louder, you respond by
lowering your voice even more, maybe to a whisper. By modeling de-escalation
in your response, the client may de-escalate with his or her own response. The
same can be true for your demeanor and body language. Although it is difficult
to relax when being yelled at, this is a response that will likely relax the client.
The point is not to provoke a more aggressive response and to buy some time for
the client to regain control. After the client regains control, then you will want
to discuss the issues related to the outburst of anger in a therapeutic way, includ-
ing reinforcing what the client did well, and teaching new skills to overcome what
the client did not do well.

One of the first things you want to do with such a client is teach alternative
ways of dealing with the anger before the client gets angry. There are several skill-
ful approaches toward anger management. First, have the client nonitor when
he or she gets angry, and what provokes that anger. This allows you to identify
potential triggers for explosive anger with the client in an effort to have aware-
ness of high-risk situations. Eventually you want to teach the client how to
control behavior in those situations. Second, teach the client to do something dif-
ferent when angry instead of aggressively confronting the cause of the anger.
Some ideas include exercising, walking, leaving the situation, or doing a differ-
ent activity that makes it difficult to remain angry. Third, teach the client relax-
ation skills. This may include progressive muscle relaxation, guided imagery that
leads the client to a quiet and peaceful place in his or her imagination, medita-
tion, and breath-control exercises. Fourth, teach assertiveness skills so that the
client learns to express anger in a controlled fashion. Finally, help the client to
develop an escape plan in case the client feels he or she is losing control of anger.
The escape plan allows the client to determine what he or she will do to disen-
gage from a potentially volatile situation and to rehearse that plan before ever
getting in that situation. This will allow the client to engage the plan automati-
cally when the time becomes necessary to do so. Some of these skills are
described more fully in Chapter 5.

Suicidal Behavior

Working with clients who engage in suicidal and parasuicidal behavior can be
quite stressful for professionals. We care about the health and well-being of our
clients, and it often is personally disturbing when a person we are working with
engages in self-injurious behavior. The most dreaded situation that many mental
health care professionals face is having a client who successfully commits suicide.
Many people who use drugs are depressed, and some are actively suicidal.
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[ THINGS TO REMEMBER
How to Work With Angry and
Aggressive Clients

* Do not place yourself at risk.
* |f being threatened, get out of the situation and seek help if needed.
* Do not encourage venting of anger, which may encourage runaway anger.

* De-escalate the client with rational, quiet, disarming responses (model
de-escalation).

* Do not touch the client.

* Teach the client skills to avoid runaway anger before he or she gets to that
point, and have the client practice those skills under controlled conditions.

However, there are several things you can do to reduce the likelihood that sui-
cide will happen. The best thing you can do, of course, is help the person to stop
using drugs, since many suicides occur while a person is intoxicated.

First, suicidal behaviors include deations, which are thoughts about suicide.
Suicidal ideations can range from fleeting thoughts that may immediately be dis-
missed to total preoccupation with suicide and death in an obsessive fashion.
Second, suicidal behaviors may include a plan or several plans for carrying out
the act of suicide. Included in the plan are ideas about the means of suicide. The
means of suicide can range in lethality (or potential for a deadly outcome).
The plan or plans often have time lines as well. Some plans may happen imme-
diately, and others may be placed well in the future. Finally, suicidal behaviors
may include actual self-harm, which can range from superficial self-mutilation
or self-injurious behavior to death. The outcome of suicidal behavior often is
dependent on the lethality of the act of self-harm, and unfortunately, in many
cases (especially for less lethal attempts), on the person’s being alone and not
being discovered in time. Self-mutilation that is not necessarily a conscious
attempt at killing oneself is referred to as parasuicidal behavior, to differentiate it
from suicidal behavior with the intent to die, but sometimes parasuicidal behav-
ior can lead to death even if the intent was not to die.

This discussion brings us to the function of suicidal behavior. For some peo-
ple, the function of suicidal behavior is to die, but not for everyone. Clearly the
most lethal attempts represent a clear intent to die, especially if done in secrecy.
However, many other times self-harm behavior is found to have a function
besides death after a comprehensive behavioral analysis is completed with a
client. For example, some clients have told me that cutting and burning them-
selves was related to boredom, anger, sadness, shame, uncertainty how to solve
a problem, or even revenge toward someone who had hurt them. Parasuicidal
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behavior is common among people who have Borderline Personality Disorder,
and many people with this disorder also abuse drugs and alcohol. Understand-
ing the function of suicidal and parasuicidal behavior is very important in order
to help the chronically suicidal client reduce suicidality. However, treating chron-
ically suicidal clients effectively takes a great deal of time and is not something
you can do without extensive training (see Chapter 5 for more details).

If you suspect that a client is suicidal, there are certain signs that you can look
for. First, people who are chronically suicidal often have multiple scars from past
events. These scars are sometimes visible on the arms or legs, but clients may try
to cover the scars with long-sleeved shirts or pants. If an opportunity to observe
limbs presents itself, then you may notice scars related to cutting or burning
behavior. If so, ask about them. Second, clients who are actively suicidal often
seem quite withdrawn. The person may sever ties with social support networks,
including families and friends. In some people you look for a pattern wherein a
client who used to be very socially engaged has cut off ties abruptly, and does not
seem to care about those ties any longer. Sometimes there is a complete lack of
concern about the future or about the surrounding world. Third, clients serious
about suicide often put their affairs in order prior to an attempt. This may
include giving away a substantial number of important material items, finalizing
a will, and saying good-bye (in sometimes vague and nonspecific ways) to impor-
tant people. Fourth, people who are serious about suicide often seem preoccu-
pied with death and issues related to dying and death as mentioned.

Professionals should systematically assess for suicidal behavior at first contact
with a client. The first part of the assessment is to find out whether the person
has ever had any suicidal thoughts or thoughts about hurting themselves. It
is fairly common to get a positive response to such a question, so do not be
alarmed. The follow-up question is to ask when was the last time that the person
had those thoughts. You are looking for recent ideations that might be a tip-off
to current suicide risk. For clients who have had suicidal thoughts in the last year
or so, you should ask them how frequently they have such thoughts, and ask
them to rate on a scale of 1 to 10 how seriously they have entertained carrying
out those thoughts in the most recent occurrence. At the same time, you want to
assess for any past suicide attempts or self-injurious behavior, and for a history
of depression and suicidal behavior in other family members. These factors are
associated with increased risks of suicide.

If a person is having suicidal thoughts presently, then you should assess for any
plans that he or she may have for carrying out a suicidal act. One way to be
attuned to clients’ preferred plans is to ask them about 7zeans used in past suicide
attempts or parasuicidal behavior. For example, if a person tells you that he
attempted suicide by swallowing a handful of pills in the past, then you can ask if
that idea has reoccurred to him recently; or if a client tells you she has burned her-
self in the past with a cigarette, you can ask if she has been thinking about doing
that recently. You also want to look for how specific the plan is to determine its
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threat to the well-being of the client. For example, “I want to (hurt myself) but
have not decided how yet” is a lot less scary than “I’'m going to shoot myself in
the head with the loaded gun I have at home.” Make sure that you investigate all
plans that the client may have; do not assume that the one plan the client has
shared is the only plan he or she has. Another thing to consider with regard to a
plan for suicide is the impulsiveness of the client. If the client has a history of
impulsiveness, you should be concerned about the client’s ability to control his or
her behavior. The fear, of course, is that the client may look fine one minute, and
then impulsively act to harm him- or herself the next.

When you ask the client whether she or he has a specific plan or plans for car-
rying out a suicidal or parasuicidal act, you also want to find out the time line for
the plan (or plans). Ask, “Have you decided when you might carry out this plan?
If so, when?” The closer to the present the plan is set to take place, the more
concern it represents. In addition, you want to assess the potential lethality of a
plan. For example, a plan of “swallowing five or six aspirin in the bathroom of
my home while my parents are there” is a lot less scary than a plan to “hang
myself in the closet with my belt when no one is around.” Part of assessing the
lethality includes determining the means, but it also includes determining the
proximity of the event to other people who might be able to intervene (or find
the person). Since relative lethality of various methods of suicide is sometimes
unknown or even runs contrary to popular opinion, it may be helpful to educate
yourself on resources based on research into the relative lethality of means (e.g.,
the Lethality of Suicide Attempt Rating Scales; Berman, Shepherd, & Silverman,
2003; Smith, Conroy, & Ehler, 1984). As an example, swallowing a handful of a
selective serotonin reuptake inhibitor (SSRI) antidepressant medication, such as
Paxil or Prozac, sounds quite dangerous, especially when compared with the
idea of swallowing a handful of Tylenol. However, the truth is that overdosing
on Tylenol is much more dangerous. Furthermore, lethality may depend on the
very specific method being considered by the client: For example, jumping off a
bridge can be extremely lethal, but it depends upon the bridge. Jumping off the
Golden Gate is much different than jumping off a 10-foot-high bridge into a lake
at a nearby park. Assessing lethality is a skill that comes from experience, but it
is an extremely important skill to have when working with people who have
problems with drugs.

In addition, the therapist should ask the client whether she or he has access to
the instrument of harm (e.g., a gun or razor blade). If the instrument is at home,
the therapist should ask the client to call a friend or relative and ask that person
to remove that instrument from the client’s access. If the client is unwilling to do
so, then legal steps may have to be taken to protect him or her (discussed shortly).
The therapist also should ask whether the client has the instrument on him or her
right now (e.g., in a backpack or purse, in the car out in the parking lot, in a
pocket or jacket, etc.). If so, you need to ask the client to give the instrument to
you. The exception to this request might be if the instrument is a loaded firearm,
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in which case you may wish to ask for help from a relative of the client, or get a
security guard on site to ask the client to unload and ultimately hand over the
weapon. Dealing with a loaded firearm is more complicated than dealing with
other means, because of the possibility of accidental discharge of the weapon.

The therapist assures the client that the items will be held in trust (rather than
kept permanently by the therapist or counselor), and that these items will be
turned over to a family member or friend if the client requests it. If the means
involve pills, then the pills should be asked for and kept safe by the therapist for
the client. If the pills are not needed by the client (e.g., an unnecessary medicine
such as Tylenol), or are a necessary medicine (e.g., a prescribed antidepressant),
then the therapist may ask the client to therapeutically dispose of them at a later
time in therapy. If the instrument is a car (intended to be driven into a tree, off
a bridge, etc.), the therapist must intervene and not allow the client to drive
home, and instead have the client call for a ride. When a plan is in place and the
means are available, professionals need to throw up as many roadblocks as pos-
sible to prevent the client from accessing the planned means of harm.

If a client has suicidal ideations and an immediate and potentially lethal plan,
there are certain ethical and legal mandates that must be attended to for the sake
of the client. The ethical mandate is to prevent harm to the client, which makes
a professional responsible for taking steps to prevent the suicidal behavior. The
professional needs to gain a convincing verbal commitment of no harm from the
client if possible. If the client commits to no harm until the next meeting, and you
are convinced that the crisis has de-escalated to the point that an attempt is not
imminent, then a legal intervention may not be necessary; but you should make
arrangements to check in on the client by phone, or have the client check in by
phone. One way to determine whether the contract of no harm is made in good
faith is to assess whether the client is committing to future events, like therapy
for example, after the date the suicide had been planned to take place. You may
wish to arrange to have another session during the current week instead of wait-
ing until next week (if outpatient). If a client with a potentially lethal plan will
not agree to no self-harm, then you should encourage the client to seek inpatient
services voluntarily at an appropriate facility. If the person will not seek volun-
tary admission to such a facility, then you will have legal mandates (they differ
across states — know your state commitment laws) that you will have to follow.

There are some cases in which inpatient admission may be contraindicated.
For example, the function of the suicidal behavior may not be to die, but to
escape or avoid something. The client may have a long history of using inpatient
services to escape or avoid responsibilities or problems. If so, an inpatient admis-
sion may be precisely what the client is angling for, and by admitting the patient
you will reinforce the avoidance or escape behavior. Reinforcing avoidance and
escape behavior can make clients into high utilizers of the system. For clients like
this, there are other therapeutic strategies (e.g., dialectical behavior therapy has
specified strategies to avoid reinforcing this behavior) that are more effective
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than hospitalizing a client, but you must have significant training in those strate-
gies in order to be competent enough to attempt these. I would instead recommend
referring such a client, if possible, after the crisis is de-escalated, to a therapist
who has that type of training and expertise. If you do not have those skills or
access to someone trained in dialectical behavior therapy, then you may have no
choice but to hospitalize the client until the crisis is resolved.

Finally, legal mandates for professionals are different in every state, but it is
likely that you are a mandated reporter of suicidal behavior if you are counsel-
ing a person with a drug problem. When a person has a concrete plan to com-
mit self-harm, you may have to call in the mental health authorities. The
authorities in some states will come to your office and make an assessment of
risk, then possibly refer your client to involuntary care. In some states, law
enforcement officials are involved in the assessment or transport to the commit-
ment center. As a therapist, you warn clients in the beginning of therapy of
instances when confidentiality can be legally broken, and this is one example of
this (as is threatening violence). If you have correctly discussed this possibility in
the beginning of therapy, it will not surprise the client when you respond to your
legal obligations. In fact, it may be that the client is expressing these suicidal
thoughts knowing fully well that you have to report, perhaps representing some
deep desire to live.

Sometimes you can use your legally mandated course of action to leverage a
voluntary admission on the part of a client. If you remind the client that you are
now bound to report the incident if she or he is not willing to seek help, then fre-
quently the client will acquiesce and voluntarily seek help. Your responsibility is
to make certain that the client actually follows through rather than simply feign-
ing compliance. Obviously this outcome is preferred, since it helps to preserve
the therapeutic alliance, whereas an involuntary commitment often harms your
relationship with a client.

Psychiatric Decomposition

Similar to suicidal behavior, a client may face an imminent threat of harm to self
from psychiatric decomposition. Decomposition is a term that often is used to
describe a psychotic break. Again, you as a professional have both ethical and
legal mandates that must be addressed in this situation. Ethically speaking, make
sure that the client is directed to appropriate care that will help to stabilize the
symptoms. Legally speaking, the issue is whether the client has the capacity to
make well-reasoned judgments and decisions about his or her well-being. In
many states, psychotic behavior, if proved, is grounds for involuntary treatment
under the assumption that being psychotic is synonymous with being unable to
care for self. As a professional, it is important you know the laws in your state
about how to respond when a client has experienced a psychotic break, and to
take appropriate action when this occurs. This can be an issue of genuine con-
cern when working with a client who has a drug problem, since many substances
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| THINGS TO REMEMBER !
Assessment and Intervention for Suicide
Make sure to assess. . .

* for risk factors, such as family history, previous attempts, and major depression.
* for suicidal ideations, and determine how recently they have occurred.

* whether the client has one or more concrete plans for suicide.

* the proximity of the planned suicide event or events to the present moment.
* the lethality of the means of suicide being considered.

* the accessibility of the means.

* whether the client has those means readily available, including whether the
means are with him or her in session.

Intervene by. . .
* obtaining the instruments of suicide from the client if possible.

* using collaterals to obtain instruments at home, and checking on the client
regularly.

* obtaining a convincing contract of no harm.
* encouraging voluntary admission if the client is not safe.

* calling appropriate authorities if the client is unwilling to seek voluntary
admission.

can cause psychosis under certain conditions (although it is rare). A more likely
event would be that a client who decomposes may have a co-occurring mood dis-
order or schizophrenia.

Sometimes clients decompose emotionally. For lack of a better way to say it,
clients may simply lose it in session, without necessarily being psychotic, but in
a way that may seem disabling and out of control. Sometimes these events are
cued by discussing an extremely troubling or painful event in a client’s past, such
as abuse. Usually this reaction is a result of the client’s being overexposed to the
event. The client may feel overwhelmed by the intensity of exposure to an emo-
tional event in session, and react by freezing or weeping uncontrollably or by a
similarly extreme reaction (sometimes unexpected rage). My recommendation is
to avoid intense emotional experiences in early therapy or treatment altogether,
because research suggests that discussing or resolving traumatic events in treat-
ment is not necessary for initial recovery. Discussing such volatile issues with a
client should be saved, if at all possible, for after he or she has long-term stabil-
ity with regard to changing drug use, and it should be done under the supervi-
sion of someone who has been trained in an empirically validated therapy for
that particular issue (see Chapter 5 for more details).
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Another crisis that can occur on abstinence-based units is that a client will use
drugs on site during a session or in treatment. There are legal complications
involved, since the use of most psychoactive drugs is illegal, and many therapists
and care centers are concerned about liability and legal issues related to such
behavior on their premises. If a unit is abstinence based, it is important to make
the ground rules clear at intake (see Chapter 4). Since many clients are intoxi-
cated upon admission, it is worth reiterating the ground rules for no use of sub-
stances during therapy or treatment after the person has cleared from the effects
of the substance, to make certain the client remembers and understands these
rules. If a therapist or a unit has clearly specified this rule and the client shows
comprehension of the rule, then if the rule is violated, the client will not be sur-
prised by the consequences — generally, discharge from treatment. If a therapist
or a client has specified no use as a condition of care, then the consequences
specified for breach of the rule should be enforced as specified in order to be
consistent.

Many therapists also are concerned about whether drug use on an abstinence-
based unit would endanger other clients. Certainly some clients will be tempted
and some may even use if offered the substance by the using client. However, it
really depends on your model of what drug problems are and how to care for
them as to whether there should be concern about danger to other clients under
these circumstances. For example, if you are operating under the assumptions of
the disease model, then the powerlessness of other clients makes them at risk to
succumbing to the temptations of using happening around them. On the other
hand, a cognitive behavioral model may be less concerned about this, since expo-
sure to other people using substances is not viewed as inherently dangerous, and
may allow an opportunity to learn how to refuse drugs. Remember that clients
are the only ones who have the capacity to make choices about whether to use.
Those same choices exist inside and outside treatment, so they will have to learn
to make those choices someday. So, does a client using on the unit affect other
clients? Yes, it probably does. Does a client using on the unit represent a danger
or an opportunity to learn? It really depends upon your model of care as to how
you answer this question, but the research suggests exposure to drug-using cues
may be helpful rather than hurtful. These issues and treatment models will be
discussed more fully in Chapter 5.

Related to this, discharging a client from treatment prematurely can leave
some very sour feelings in that client. Researchers have found that clients who
felt mistreated in therapy or treatment for substance abuse are very reticent
about seeking help again, and some refuse to do so. A discharge for any reason
other than successful completion of therapy or treatment should be used only as
a last resort since it may adversely affect the possibilities for treatment of the
client over the long term. Again, as mentioned previously, one option is to have
more than one model of care available at treatment facilities. If a client on an
abstinence-based unit uses drugs, then that client could be transferred to another



132 TREATING DRUG PROBLEMS

unit where abstinence is not necessarily required (or expected) as a precondition
to receiving care. Smart treatment centers that have more than one unit can make
such a transfer in-house, and the client is protected from a potential loss of con-
tinuity in the care process.

Finally, one of the most difficult types of crises to address is the death of a
client. People with drug problems often lead very risky lives, and the threat of
death may be ever present with such clients. People who use drugs are at risk
from infectious diseases such as hepatitis and AIDS, from suicide and homicide,
and from accidents. The saddest events in my professional career have been asso-
ciated with losing a client. Such losses burden professionals, who may assume
some level of responsibility for the death or may feel a sense of loss in not being
able to meet with the client any more. Be aware that caregivers sometimes need
care themselves, and this is one particular situation in which that may be true.
Do not be shy about seeking help if you feel that the death of a client has
adversely affected your professional or personal life.

If the client was known by other clients on the unit, then fellow clients may
have their own feelings about the death. Clients may need to engage in additional
counseling concerning the death. Professionals should not avoid discussing the
topic, but also should not spend inordinate amounts of time debriefing or even
discussing in group therapy sessions. The professional should check with clients
about their feelings, and the best place to do so is in individual sessions (so as not
to apply peer pressure to the grieving process). However, if clients are not forth-
coming with feelings about the death, professionals should not push the issue.
There is evidence that overexposing people to debriefing after critical events
(such as trauma and death) is not helpful, and can even harm some people.

Risk Management Strategies

Finally, risk management strategies are commonly used during crisis situations.
Litigation has made it necessary for professionals to protect themselves. The best
way to protect yourself is to closely document crises as they unfold. Save mate-
rial evidence related to the event and write very detailed chart notes. Many pro-
fessionals learn over time how to document events very closely and in a timely
fashion during client crises. Chart notes can be written with great detail and also
with sensitivity for protecting the client. Remembering that chart notes can
become a public record, it is usually important to walk a fine line in documen-
tation between protecting yourself as a professional and protecting your client if
someone outside your office were to read the notes (say, under court order or
insurance review). Generally speaking, crises should include much greater doc-
umentation than standard chart notes tend to contain.

In larger organizations, there often are risk management committees or
departments. Usually there are well-defined protocols for how to address and
report a crisis in such organizations. The protocol often specifies contacting a
risk management official, whose role it is to assess the risk to the organization and
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client, early in the process, and to work on protecting those involved at an orga-
nizational level. Obviously, risk management officers are biased toward protect-
ing the organization from a legal threat, so it is important as a professional to
remember your ethical obligation to your client under those circumstances.
Being torn between the obligations to your employer and obligations to your
client can be quite difficult, so many professionals under these circumstances
consult with other trusted professionals in their community networks for advice
and support. Sometimes such a consultation can help to clarify your ethical
obligations under such circumstances.

Summing Up

Developing a professional network helps counselors and therapists provide the
best care possible to clients. Networks not only work to improve the treatment
outcomes of clients, but also can increase the knowledge of therapists and coun-
selors as well as provide for professional support to avoid burnout and poor deci-
sions. Networks can make the process of referring clients much easier as well.

Motivating change requires a good match between clients and therapists. In
addition, motivation can be enhanced if therapists and counselors meet the
clients at their own level with regard to where they are on the change contin-
uum, use the appropriate change strategies for that level of motivation and
commitment, and treat clients with respect and as partners in the therapeutic
process. Clients may present with different roadblocks to progress in therapy
or treatment, but good therapists and counselors help clients anticipate these
roadblocks and develop plans to circumvent them. In addition, therapists and
counselors can throw up roadblocks of their own and should be aware of their
own potential biases or problems that may interfere with the care of others.
Crises may arise in treatment, but can be handled professionally, and if handled
well can benefit the client in the long run. Cool heads prevail under these
circumstances.

Key Terms

Best practices. Therapies that researchers have found to be effective for a disorder.

Chart notes (or progress notes). Notes in a client’s chart that document treat-
ment progress.

Consultation groups. Groups of professionals who gather to discuss cases.

Decomposition. A client’s losing control or becoming psychotic.

Federal confidentiality laws. Laws that protect clients from public disclosure.

Lethality of a suicide plan. The likelihood that a plan will lead to a completed
suicide.

Operant strategies. Techniques that use reinforcement or punishment to shape
behavior.
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Risk management. Organizational procedures used to protect clients, staff, and
the organization itself.

Self-efficacy. Client mastery that shows both competence and confidence to
succeed at reaching a goal or completing a task successfully.

Stepped-up care. Matching the level of intervention to the level of need.
Interventions are raised incrementally if needed.

Social norms. Data about what is normal drug use for peers.

Therapeutic alliance. How well client and therapist get along.

Trial abstinence. An agreed-upon period of time to give abstinence a try.

Recommended Reading

I would recommend the following books if you are interested in finding out more
about how to motivate clients. First, I would highly recommend to anyone inter-
ested in treating drug problems to read Motivational Interviewing, by Miller and
Rollnick (New York: Guilford Press, 2002), which not only can provide the
basics of that therapy, but also includes a great deal of information about what
therapists and counselors can do right (and wrong) while trying to motivate
clients. To get another perspective on how to motivate clients, I also highly rec-
ommend the Handbook of Motivational Counseling, edited by Miles Cox and
Eric Klinger (Hoboken, NJ: John Wiley & Sons, 2004). In addition, there is a
section on motivating clients in Robert Coombs’ book Addiction Recovery Tools
(Thousand Oaks, CA: Sage Press, 2001). The advantage to having this book in
your library is that it teaches you how to use a wide variety of other tools for treat-
ing clients (some mentioned in Chapter 5 of the present text).

To learn more about suicidal behaviors, and about treating borderline clients,
I recommend reading Marsha Linehan’s Cognitive-Behavioral Treatment of
Borderline Personality Disorder (New York: Guilford Press, 1993). Although this
book specifically addresses treating a particular disorder, it also has wonderful
information and treatment suggestions for dealing with clients in crises and
difficult clients.

1. True; 2. False; 3. False; 4. False; 5. False; 6. False; 7. True




CHAPTER 4

Developing an Effective
Treatment Plan

[TRUTH OR FICTIQN
After reading this chapter, you should be able to answer the following
questions:

I. Intake interviews can help to develop the therapeutic alliance. True
or False?

2. Successful treatment plans are collaborative and may evolve over
time. True or False?

3. A well-designed treatment plan will address only client weaknesses
and problems. True or False?

4. Function analyses are used to understand the patterns, goals, and
outcomes of drug use for a client. True or False?

5. Cognitive problems in drug-using clients are easily detected. True or
False?

6. Family involvement may improve the chances for successful treat-
ment if family members are supportive of the client. True or False?

7. Assessment instruments may have cultural biases that overpatholo-
gize ethnic-minority clients. True or False?

Answers on p. 177.

hen a client shows up for treatment, a screening process usually precedes
actual client care. The goal of the screening process is to determine the needs
of the client and compare those needs to the type of care provided at the center.
First, the center determines whether it can adequately treat the person’s physical
symptoms. If a potential client is determined to be too ill to be treated by the facil-
ity, then that person may be referred elsewhere for more intensive medical care.
Second, the center determines whether the potential client matches well with
the therapeutic services provided at the center. Many treatment facilities have
restrictions on who they will take into therapy. Usually these restrictions are
related to available resources, so if a client needs resources not available at that
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particular center, then they may choose to refer the person to another treatment
center that offers those services. For example, some treatment centers cannot
adequately care for people with severe mental disorders, and therefore may refer
to a facility that specializes in treating such disorders.

Third, the center determines during the screening process whether the client
is a threat to self or others. Suicidal behavior should be routinely assessed in a
screening interview. Some care facilities do not have the resources to treat an
actively suicidal client, so if the person expresses suicidal ideations and plans,
then a referral may be made elsewhere. The treatment center also wants to pro-
tect clients and staff from someone who is extremely aggressive and hostile and
may represent a threat to the safety of people in the unit. In some cases, treat-
ment facilities may refer such people elsewhere if the threat cannot be adequately
contained within that facility.

Finally, treatment centers determine whether the client’s financial situation
will allow him or her to enter into the program offered by the treatment center
without hardship. Insurance benefits are checked, after consent has been
obtained, in order to determine whether the treatment costs will excessively bur-
den the client. Information about insurance benefits is generally shared with the
potential client so that he or she can make an informed decision about whether
to engage in therapy, given financial considerations.

Potential clients should know that some insurance carriers require a referral
from a primary care physician for treatment or therapy, require preauthoriza-
tion for treatment prior to a screening, or have a list of preferred treatment
providers from which the client will have to select in order to obtain maximum
insurance benefits. Sometimes remembering this information is difficult when a
person is ready to seek admission into therapy, so it is important for family mem-
bers and referring professionals to remind potential clients to check on insur-
ance benefits before seeking help. Family or friends may wish to aid the client in
contacting the insurer and asking the appropriate questions for determining the
maximum benefits allowed for treating a drug problem (and any restrictions on
reimbursement).

Once a client is screened, determined to be a good match with the type of care
offered, and officially admitted into care, the next important step on the road to
behavior change is to develop a well-constructed treatment plan. Therapists
begin by conducting an in-depth intake interview to gather important biograph-
ical information relevant to treating a person’s drug problem. After the intake,
the therapist uses the information gathered to develop a treatment plan, a writ-
ten plan that guides how treatment will be conducted. Most therapists wait until
the client clears from intoxication and withdrawal symptoms and is medically
stable before conducting an intake interview. This delay allows the client to be
more physically and cognitively capable to provide accurate and complete
answers to questions.
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Intake Interview

Intake interviews are critical for effective therapy. Intake interviews represent the
first formal and prolonged contact that a therapist or counselor has with a client.
As such, the intake often is the first step toward developing a strong therapeutic
alliance. Since the goal of the intake is to gather information, the client does most
of the talking. By default, the therapist does a great deal of respectful listening
with the occasional use of open-ended questions to guide the interview.

Some therapists like to introduce themselves and then break the ice by asking
the client, “What prompted you to seek help at our center?” or a similar type of
question. Somewhere very early in this interview you might briefly interrupt the
process by asking the client if it is okay for you to take notes of what is being
said, in order to remember the details. Usually the client is quite amenable to
allowing you to do this and will understand the value of taking notes. Asking for
permission to take notes validates the rights of the client in the therapeutic
process. The client will appreciate that you respect her or his rights in session by
asking for permission to take notes, and she or he is usually more likely to trust
your motives after your being respectful in this way.

After a person begins talking, use of a motivational interviewing style can be
quite helpful to keep him or her talking so you can glean more information. A
motivational interviewing style gives the client evidence that you are listening
carefully and are genuinely interested in learning more. One motivational inter-
viewing strategy that can be quite helpful is to ask a client about a typical day in
his or her life, and how drug use is a part of such a day. Frequently such a ques-
tion can break the ice while providing a large amount of information about the
client. I like to let the client talk freely about his or her life at first, to hear his or
her story, in order to reduce any nervousness or anxiety the client may have about
therapy. Later, I can go back and ask more detailed questions to fill in the bio-
graphical holes in the interview.

Many treatment centers have standardized intake interview templates that
prompt you to ask about different domains of a person’s life to provide a com-
prehensive psychosocial history. Some of these templates can be quite detailed,
with numerous, very specific questions designed to gather a wide range of infor-
mation. However, using only the intake template risks making the interview seem
quite impersonal to the client. I would recommend a balance between asking the
standardized questions as needed and encouraging the client share her or his
story as it occurs to her or him. This style might be thought of as guided inter-
viewing rather than structured interviewing.

Structured written summaries of intake interviews (see Figure 4.1 as an exam-
ple) are placed into the client’s chart. As you can see by this example, there are
certain areas of information that you will want to investigate with the client dur-
ing the intake. First, you want to document basic identifying information, as well
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Intake Summary
Confidential
CLIENT’S NAME:
DATE SEEN FOR INTAKE:
IF MINOR, PARENT’S NAME:
LEGAL CUSTODY: PHYSICAL CUSTODY:
THERAPIST’S NAME: FILE NUMBER:

SUPERVISOR’S NAME:

l. IDENTIFICATION AND BEHAVIORAL OBSERVATIONS:

Il. PRESENTING PROBLEM AND HISTORY OF PRESENTING PROBLEM:

IIl. -~ SOCIAL AND FAMILY HISTORY:

IV.  MENTAL HEALTH HISTORY OF CLIENT AND FAMILY:

V. MEDICAL HISTORY OF CLIENT AND FAMILY:

VI MENTAL STATUS EXAMINATION:

VIIl.  DIAGNOSTIC IMPRESSION—DSM-IV:

Axis |:

Axis 1:

Axis 11

Axis IV:

Axis V GAF:

Figure 4.1: A condensed example of an intake interview template.

as describe behavioral observations that you make during the intake interview.
Documenting behavioral observations usually includes describing body language
and posture, affect, speech patterns, eye contact, interpersonal interactions with
you, and other information you deem important to developing a roadmap for
treatment.
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Next, document the presenting problem and its history. Sometimes you
retrieve that information rather quickly when asking why the client is seeking
help, then use the motivational interviewing style to encourage the person to tell
the rest of the story. As you document the presenting problem, you will want to
describe how drug use is associating with seeking help, and to identify how drug
use has affected other areas of the client’s life. Record what the client tells you
about personal likes and dislikes about drug use, outcome expectancies related
to drug use, and the client’s perceived function for drug use. In this section of
the intake, develop a clear picture of what drug use means to the client, and how
that drug use has affected her or his life.

In addition, if family involvement appears useful for the client and she or he
consents to their involvement, try to include family members in the intake inter-
view. Using family members during intake interviews may allow you to fill in gaps
of information that the client is not able to provide about consequences of drug
use behavior. However, as mentioned, clients may be better historians than fam-
ily members about their drug use simply because a great deal of the drug use was
hidden from their families. Including family members in an intake interview also
makes them active participants in treatment at the earliest stages. Family partic-
ipation represents a real advantage to clients when clients and their families are
on good terms. Family involvement in treatment planning also can be helpful,
and this is discussed later in this chapter.

Treatment Planning

A successful treatment plan is developed with three important factors in mind.
The first two factors must be balanced. First, a successful treatment plan must be
comprehensive in order to address important variables that will enhance or hin-
der behavior change. Second, a well-devised treatment plan must not be so com-
plicated or overbearing as to overwhelm a client. Therefore, a skillful therapist

DOS AND DON’TS

Developing a Treatment Plan

* Do make the treatment plan comprehensive enough to ensure success.

* Do make the treatment plan a collaborative effort on the part of client and
therapist.

On the other hand . . .

* Don’t make the treatment plan so complex that it overwhelms the client.
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must develop a balanced treatment plan that is comprehensive yet not over-
whelming in order to guide the client on the road to behavior change.

Third, the treatment plan must be a collaborative effort. Effective treatment
planning represents a dialogue between the client and the therapist. The client
tells the therapist about problem areas that need attention but also shares his or
her vision for what goals he or she has for therapy or treatment. At the same time,
the therapist provides feedback on the goals that the client shares, advising the
client on the best approaches toward achieving those goals. The therapist or
counselor also encourages and instills confidence in reaching those goals, which
in turn motivates client commitment to work on the plan. Treatment plans are
signed jointly by the client and therapist or counselor as a symbol of this collab-
orative agreement, and placed in the client’s chart. A copy of the plan should be
given to the client for his or her own use. A signed agreement symbolizes that the
client is a full partner in the treatment plan. Signed plans guarantee there are no
surprises to the client since informed consent is involved. The client also will feel
more heavily invested in the plan and therefore more likely to carry it out.

Many therapists develop an initial treatment plan to cover the very early stages
of therapy (the zntake period). Eventually the initial treatment plan is replaced
by a more comprehensive treatment plan. Although the comprehensive treat-
ment plan is meant to guide the course of therapy, it is not set in stone and can
be modified as treatment progresses. For example, a new problem area may be
identified by either the therapist/counselor or client after the treatment plan has
been developed. However, any revisions to the treatment plan should be devel-
oped collaboratively, noted in the client’s chart, and signed by both parties as a
symbol of consensus for modifying the plan. See Figure 4.2 for a sample of an
evolving treatment-plan document.

A well-designed treatment plan identifies both client strengths and weaknesses
(or problem areas). Identifying strengths in the treatment plan is critical. The
strengths will be an important foundation for the development of new skills nec-
essary to carry out behavior change. All clients have strengths and it is up to the
therapist or counselor to help the client identify those strengths. Strengths also
represent important areas where client self-esteem and self-efficacy to succeed can
be nurtured. Clients may feel a little beaten down when coming to treatment, so
identifying strengths can regenerate a client’s resolve and hope, as well as promote
the personal persistence needed to succeed in changing drug use behavior.

On the other hand, identifying problem areas allows for interventions to be
devised to reduce or remove roadblocks to recovery. In a well-designed treat-
ment plan, a problem area and its specific links with the drug use are identified
and described. After the descriptive portion of the problem area, the treatment
plan prescribes specific courses of action on the part of the client, with therapist
or counselor support, to change the problem behavior. Problems areas may be
biological, environmental, behavioral, cognitive, or emotional domains, or in
some cases may represent complex combinations in more than one of these areas.
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MASTER TREATMENT PLAN:

TARGETED GOALS: PLAN:

PROBLEMS:

Treatment Review Date: Targeted Problems: Progress and Changes in Plan:
SIGNATURE OF CLIENT: DATE:

SIGNATURE OF THERAPIST: DATE:

Figure 4.2: A condensed example of a treatment plan template.

Depending on the type of problem, the therapist or counselor should treat
with empirically validated therapies if they have been developed and tested for
that problem. Enzpirically validated means that researchers have tested the strate-
gies under experimentally controlled conditions to find out whether they really
work to change the targeted problem. Generally speaking, empirically validated
therapies have treatment manuals, which are like cookbooks for conducting pre-
cise and consistent therapy. Treatment manuals developed for a specific prob-
lem tell you exactly what to do (and in what order) when treating that problem.
Using empirically validated strategies ensures that the client is getting the best
care known to treat a specific problem, and using a treatment manual allows for
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the strategies to be done consistently and correctly. A greater discussion on this
topic follows in Chapter 5.

Sometimes there are problems for which no empirically validated strategies
exist. These situations challenge therapists and counselors to develop creative
approaches to addressing unusual problems. On the one hand, it is very impor-
tant to use an empirically validated approach to correct a problem if such an
approach exists, because it makes little sense to reinvent the wheel when a radial
tire may already be available to you. However, if the wheel has not been invented
or tested, therapists and counselors still have to do something.

T was told this story once by a colleague, and T am not entirely sure whether
it really happened. However, it is a good story with a very good point. It seems
that a heart surgeon was in consult group with her residents and medical stu-
dents. They were discussing a patient under their care who had a rare condition,
one for which no known cure or treatment had been established. The surgeon
quizzed her students about what the options for therapy were, to which the stu-
dents responded correctly that there were no known options. The surgeon then
asked her students, “So what should we do?” The students responded by saying
they did not know, because there seemed to be no known options. Without paus-
ing even a moment, the surgeon rose, ended the consultation meeting, and
invited her students to come along. The senior resident on the team asked the
surgeon what she was doing, to which she responded, “We have discussed all
available options and there appear to be none. Now we have to take action
anyway.” The moral of the story, of course, is that health care professionals may
not always have knowledge on their side when caring for people, but they are
obligated to do anything they can to help even if the path toward helping is not
yet known.

Even when the path is unknown, there may be many clues about what may
help. Novel problems may have some similarities to other, more well-known
problems for which empirically validated interventions have been tested and
developed. In such cases, those validated strategies may be modified to treat the
problem at hand. In some instances, you may not have to reinvent the wheel so
much as adjust it so it fits a different cart. In other cases, perhaps someone in
your professional network has worked with a similar problem and can provide
consultation regarding what she or he did, and whether it worked.

My advice is to use empirically validated approaches to treating problems as
much as you can so you can provide the best care available for your client. This
will protect your client, but also may protect you as a professional from litigation.
Using empirically validated strategies also helps instill confidence in your client
that the care she or he receives will be the best available, which of course makes
it more likely that the client will commit to the treatment plan. If there is a unique
or unusual problem for which no known empirically validated strategy has been
developed, then you may have to create a novel and creative approach for inter-
vening upon the problem. In those cases, it is important to share this information
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up front with the client so she or he has informed consent about the experimen-
tal nature of the intervention. Also let her or him know how you arrived at the pro-
posed solution to the problem so that the client does not feel you just conjured
up some strategy up out of the blue.

Prioritizing Items on the Treatment Plan

A well-developed treatment plan also prioritizes the problems to target in ther-
apy. The priority of targets usually is developed with consideration for how crit-
ical behavior change is for the well-being of the client, how much time is available
in therapy to work on the targeted behaviors, and whether it is necessary to
change one problem area before another area can be changed. Developing a
prioritized problem list in a treatment plan can be similar to #7zage, in which
the highest priority items represent those essential for treatment success, the
middle-priority items are important but not necessarily essential, and the lowest
priority items are like icing on the cake if resolved — that is, they are not terri-
bly important but would boost the quality of life for the client. In this way, time
is spent on changes deemed essential first and foremost, then whatever time
remains can be spent targeting less important problem areas. This formula aids
the therapist in determining how to structure therapy in order to efficiently use
limited time and resources.

A logical ranking for targeting problems follows from this triage-like formula.
The most essential problems to target on a treatment plan are those that are life
threatening to the client. The therapist in conjunction with the client determines
those problems that may represent a real threat to the client and develops a plan
to use whatever time is necessary to intervene upon them until the imminent
threat is reduced. Examples of these first-tier types of problems would include
life-threatening health problems or suicidal behavior. When these problems arise
in session, they should take precedent over any other topic. The second tier of
problems needing attention is those that threaten treatment or therapy. Exam-
ples of these problems include financial crises related to insurance coverage, or
behaviors that place the client at risk for leaving treatment prematurely or at risk
for being discharged from treatment. These first two tiers of problems must be
addressed and resolved before any progress can be made in therapy. Risk of
death (Tier 1) or of being distracted during therapy or even leaving treatment
(Tier 2) adversely affects all other life problems, and those other problems can-
not be treated until the first two tiers of problems are resolved.

After the client is safe and committed to treatment, other important problems
may be addressed effectively. For a client with a drug problem, the next priority
is to address problems directly related to drug use behavior. These problems in
the third tier may include consequences of drug use in all the domains that have
been discussed in this book, or may include behaviors that contribute to drug
use. Many of those behaviors that contribute to drug use may be associated with
other health or mental health problems. In such instances, a treatment plan will
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[ THINGS TO REMEMBER |
Prioritizing Problem Lists

Problems can be categorized by their relative threat to client progress,
with more-threatening problems needing attention immediately and less-threat-
ening problems attended to later in treatment/therapy or in aftercare. Quality-
of-life problems may be tackled once the threatening problems have been
resolved. The following is a list of the four tiers of problems that will help you
prioritize the amount of time spent working on them in therapy.

Tier-1 Problems: Life-threatening problems, which must be addressed first.

Tier-2 Problems: Treatment-threatening problems, which should be
addressed second.

Tier-3 Problems: Problems related to drug use and not linked to problems in
Tiers | or 2, which should be addressed third.

Tier-4 Problems: Quality-of-life issues, which are addressed after Tiers 1-3
have been addressed.

need to prescribe help for those co-occurring problems (see Chapter 5). Gener-
ally speaking, treating these problems takes precedent over what I call quality-
of-life problems (the fourth tier), because issues directly related to drug use may
prevent improvement in quality of life. As when one is walking up a staircase and
must logically climb the lower steps before climbing the ones above it, many of
the problems associated with drug use must be tackled before progress can be
made on quality-of-life issues not directly related to drug use.

Finally, addressing these quality-of-life issues is the icing on the cake, and
therefore should be prioritized low on the treatment plan. An example of such
a targeted behavior in the fourth tier might be something like vocational retrain-
ing if the client is already employed but dissatisfied, or perhaps something
related to changing personal values or reaching for dreams. Quality-of-life
changes are more like a wish list: problems that are not critical to address in the
short term but are important long-term goals for the client. Addressing these
types of problems often occurs much later in therapy or perhaps even in after-
care (see Chapter 6). The therapist may suggest resources later in treatment to
reach those goals, but achieving them during the scope of treatment is unlikely.
The hope is that the client can take the lead on tackling these types of problems
since they may represent a slow, long-term personal journey toward change.

You might have noticed that the ranking of these problems moves along three
different continua. The first continuum represents the level of threat to the client,
with threats to life and treatment being the most severe and therefore the most
important to address, and quality-of-life concerns not being necessarily threat-
ening but more desirable to achieve. The second continuum represents the
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| CLIENT HANDOUT |
The Advantage of Treatment Plans

Treatment planning benefits the therapist in developing a road map for helping
the client. However, treatment planning also is meant to benefit you, the
client. People with drug problems who seek help should view the develop-
ment of a treatment plan as an opportunity. First, your active participation is
needed in developing this road map for how your treatment will be con-
ducted. You have a right to have your goals met in therapy or treatment, and
the collaborative development of a treatment plan is one way to ensure that
treatment is relevant for you. Second, treatment planning allows you to edu-
cate your counselor or therapist about yourself. If the therapist knows you in a
more personal way, he or she will be a stronger advocate for your well-being.

Third, treatment plans usually evolve over time, which means your plan is
open to negotiation. Since treatment depends upon your commitment, you
ultimately have the last word in how your treatment progresses. Therapy
and treatment can feel very intimidating if it seems that therapists or coun-
selors hold all the therapeutic cards, but your treatment plan is one way to
ensure you will be an equal partner throughout the therapeutic process.
Finally, you are the expert on your own life; that in and of itself gives you
great power in therapy. Therapists or counselors may be the experts on
change strategies, but they need your expertise on you in order to recom-
mend the appropriate change strategies. Although excellent change plans
developed by competent therapists are very important for your well-being,
so too is the expertise that you bring into therapy about yourself. Success in
treatment and therapy depends upon the skills of your therapist or coun-
selor and your expertise on yourself.

The treatment plans protects you and assures that you are an equal part-
ner in the process. However, being equal partner also brings some responsi-
bilities. For example, it is critical that you level with your therapist or
counselor as you develop a treatment plan. In addition, a treatment plan will
not be effective without your commitment to do your part in implementing
the plan. Finally, you need to be forthcoming on your own sense of progress
while using the plan, and if the plan is not working for you, actively partici-
pate with your therapist to adjust the plan as needed while in treatment.
Treatment plans are helpful road maps for getting to where you want to go,
but they will not do the driving for you. In treatment, your counselor or
therapist is your navigator, using the treatment plan to get you to the right
place — but you are the driver.

ability of clients to work on the problems on their own. Overcoming proble

ms

that threaten the health and well-being of the client require more therapeutic
support (strength in numbers), whereas overcoming quality-of-life issues may
require little to no therapeutic support. Finally, the third continuum represents
the ability of therapists or counselors to help clients reach their goals related to
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these problems during the time they are in therapy. Acute and drug-related prob-
lems are our specialty to treat as professionals, but quality-of-life issues generally
are problems that people have to tackle mostly on their own terms. In a real
sense, getting our clients to a place where they are tackling quality-of-life prob-
lems means that we have taken them about as far as we can in therapy.

The Importance of Assessment in Treatment

Conducting a thorough assessment of your client is a crucial part of effective
therapy and treatment. Therapists will want to learn several important facts
about the clients’ drug use in order to better understand how to treat those
clients effectively. To begin with, you obviously want to know what kinds of
drugs they are using, how much is being used per occasion, when they are being

used, and whether there is a specific pattern to the use. You
“If | could kick the person  also want to know what types of consequences clients have
in the tail that causes me ~ experienced related to drug use. As you gather this infor-
mation, you will want to assess for whether major life events
or changes may have occurred recently that could be related
not sit down for a week.”  to drug use. In addition, you will want to understand what
—_wiLLroGers  kinds of expectancies (both positive and negative) clients

have about drug use, the level of self-efficacy clients have

the most problems | could

about controlling drug use across different situations, their levels of motivation
to change drug use behaviors, and whether they have the skills necessary to
change drug use behaviors and maintain those changes over the long term.

A thorough assessment also will identify problem areas, strengths and sup-
ports clients may have to help them reach treatment goals, and what kinds of
treatment strategies may be the best match for them. In addition, assessment
throughout treatment is truly the only way that you have to document progress
toward treatment goals.

Assessing History and Diagnosis

The intake interview is usually the first assessment that a counselor or therapist
conducts with a client. The intake is usually a semistructured and subjective form
of assessment, meaning that it gathers personal information about the client and
his or her drug use. Assessing the personal history of a drug problem is quite
helpful to understand the context of the drug problem, and to understand how
the client interprets drug use. However, there are other ways to assess drug use
behavior besides gathering autobiographical information.

For example, function analyses are a typical form of assessment conducted by
therapists and counselors. Function analyses are used to determine the relation-
ship of one behavior to another, and to ascertain which behavior patterns may
help the client change behavior and which patterns may hinder progress. Func-
tion analyses are used to understand the patterns, goals, and outcomes of drug
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use for a client, and they can be used to understand behavioral patterns associ-
ated with other problems that may not be linked to drug use at all. Function analy-
ses are conducted early in therapy or treatment to identify problem areas and the
behaviors that contribute to them. In addition, function analyses can be con-
ducted as a matter of course in therapy to fine-tune skills and behavioral responses
for a successful outcome.

Determining the function of the drug use in the client’s life is essential to
understand what behaviors need to be targeted for change in treatment. One
strategy to determine the function of the drug use is to analyze a client’s drug use
during a typical day or typical week. First, you want to ask the client to describe
a typical day (or week) in great detail and how drug use is a part of that day. Next,
have the client tell you what he or she thinks is the goal of the drug use for him
or her at different times when he or she is using during the day. For example,
maybe the client tells you that she uses in the morning to “get going,” but later
in the day to “relax.” Function analyses can be conducted as part of the intake
assessment while you are gathering other biopsychosocial data about your client,
or these analyses can be conducted in a regular therapy session. Understanding
what the client believes about the function (or goals) of the drug use can help
illuminate how to challenge those beliefs and ultimately change the drug use
behavior.

During a function analysis, I also want the client to talk about both the posi-
tive and negative consequences associated with the drug use. I encourage the
client to talk about all the behavior preceding the use of the substance, includ-
ing what he or she was doing, thinking, and feeling in the moments before use
of the drug. Part of this analysis is to ascertain exactly what the client expected
that drug would do for him or her. Then T ask the client to tell me what hap-
pened after the use, and to link the expectations for the use of the drug (before
using) with the actual consequences (after using) to determine whether there are
any discrepancies between the two. By determining the function of the drug use
in this way you are using a strategy known as bebavior chain analysis. You may
want the person to go backward in time from the moment of first drug use and
describe all the steps that preceded the actual use of drugs. This type of chain
analysis is called backward chaining. If you ask the client to start with the first
thing he or she did that day, then talk about successive steps along the way that
eventually lead to drug use, this is referred to as forward chaining.

Determining the function of the drug use in this fashion also allows you to
closely examine the series of events or steps that immediately lead up to drug use
by the client, as well as understand the consequences after drug use. Identifying
each link in the drug use chain allows you gain valuable information about steps
or triggers leading up to the use of drugs. This, in turn, helps you to determine
different intervention points along the way so that the behavior pattern that leads
to drug use behavior can be stopped early in the chain. A behavior chain analy-
sis allows you to determine dysfunctional behavioral patterns that place the client
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at risk for drug use. Since behavior patterns are often habits, a person may not
even be aware of the connection between the links in the behavior chain and the
eventual drug use at the end of the chain.

As you might imagine, function analyses raise awareness of drug problems if
done skillfully. When working with clients who do not believe they have a prob-
lem, using a function analysis can help you increase awareness without increas-
ing resistance by having the client link successive events with drug use verbally.
You may wish to ask a client about a typical day and how drug use enters into
that day, as part of the function analysis. In this instance, though, the function
analysis is being used to engage clients in a thoughtful look at their drug use in
a disarming fashion by using a motivational interviewing style.

As you are discussing drug use with the client in this type of function analy-
sis, you may wish to interject something like this: “Many of my clients have told
me that they have enjoyed using drugs during a typical day for various reasons.
So, what would you say are the good things about using drugs for you during a
typical day?” The client may respond by telling you about what he or she enjoys
about drug use. After the person has finished you may want to follow up by say-
ing, “My clients also have told me that there were some not-so-good things about
using drugs on a typical day. Are there any not-so-good things about using for
you, and if so, what are they?” Notice that the last question is phrased in a way
to minimize the risk of defensiveness on the client. The client is not being placed
in a position such that she or he has to defend drug use, since the behavior is
being normalized by the suggestion that other clients have said this and that. In
addition, asking about the good things about drug use has the effect of increas-
ing the therapeutic alliance since you are acknowledging that not everything
about drug use is aversive for the client; moreover, you are not judging the client
by asking about the “bad” things that happen after drug use, but rather the “not-
so-good things” (which is a softer way to say it).

In addition to intakes and function analyses, diagnostic assessments often are
completed with drug-using clients early in treatment. Diagnostic assessments
are generally conducted for practical purposes, such as to determine whether the
client meets DSM-IV criteria for substance abuse or dependence, and to docu-
ment the need for a specific level of treatment or care to an insurance carrier so
that the services will be reimbursed. Probably the most widely used instrument
for diagnostic purposes is the Structured Clinical Interview for DSM-IV, or SCID
(First, Gibbon, Spitzer, & Williams, 1995). The SCID is a highly structured inter-
view that asks specifically about different criteria necessary to meet specific
DSM-1V diagnoses. Since there are many different such diagnoses, administering
a full SCID can take a great deal of time. However, some professionals, in the
interest of time, opt to administer only selected portions, such as the Substance
Use Disorders section. Administering the SCID requires specialized training
since it is a structured interview, and trainees should be checked for adherence
by a seasoned administrator before being allowed to complete the interview with
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clients. There are computerized versions of the SCID that can be administered
much more quickly, and even a computerized version that clients can complete
themselves. The advantage of computerized SCIDs is that they automatically
provide diagnoses for you in print-out form. However, when the client self-
administers the SCID on a computer, it may prevent the therapist or counselor
from observing and interacting with the client during the assessment. Sometimes
observation of assessment sessions can generally yield a great deal of information
about the client’s behavior. Another potential disadvantage of these software pro-
grams is their price.

There are other diagnostic interviews available as well. For example, there is the
Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, & Ratcliff, 1981)
for adults, which many professionals use; and there is the Diagnostic Interview
Schedule for Children (DISC; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone,
2000) for youth and adolescents. These interview schedules are similar to the SCID
and each is now in its fourth edition. Computerized versions for administration
and scoring have been developed, but these, like the SCID software, can be pricey
for small and solo practices. There are other diagnostic interviews not mentioned
here that may work for you as well.

Diagnostic assessment represents a very powerful tool since these interviews
may pin a label on a client. How therapists use this label can have some poten-
tially important consequences for treatment and, in some cases, for what hap-
pens after treatment. Researchers have found that diagnostic labels can be helpful
if they provide clients with useful information on how to successfully treat their

Good Catch, Carl!

Carl is a highly skilled substance abuse counselor at Starbright Treatment
Center who firmly believes that you can never do too much assessment of
clients. Maria, his newest client, looks very depressed, and he is worried about
her mood and general well-being. Carl discovered through his intake interview
that Maria has been using methamphetamines, so he wonders if the depressive
symptoms may be related to withdrawal or rebound effects. Just to be on the
safe side, he completes a comprehensive diagnostic interview with Maria to
determine whether there may be more to the depression than meets the eye.
He is evaluating whether she may have Major Depression or another type of
mood disorder. In addition, he wants to determine whether the depression pre-
ceded the drug use. As he is conducting the interview, he finds out from Maria
that sometimes she is not depressed at all; in fact, her mood seems to be quite
manic at times, and she seems to cycle between depression and mania. Carl is
certainly glad that he conducted this diagnostic interview, because the depres-
sion he’d been seeing in treatment was only half the story!
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conditions. If the diagnosis allows the client for the first time to understand what
the solution to the problem is, as with a diagnosis of Bipolar Disorder that is
followed by education about how to successfully treat the disorder with a mood
stabilizer, then the diagnostic label is helpful.

However, diagnostic labels also can be harmful if they stigmatize clients or
leave them feeling isolated or without hope. Counselors and therapists have to
be judicious about how they use the diagnostic information. For example, ther-
apists should determine whether sharing diagnostic information with clients will
serve their best interests. In order to make this determination, the therapist must
determine whether the value of sharing the information will outweigh the poten-
tial harm that labeling may do to the client. Personally, I prefer to avoid sharing
diagnoses with a client simply because the potential for harm often is greater than
the helpfulness such a label can provide. As you may remember, many clients do
not find it important to believe that they are addicted or powerless over a drug,
but may find it more important to think of the drug use as a problem that can be
solved. If a client wants to label him- or herself, and feels that labeling is helpful
for solving the problem, that is great. But being labeled by a counselor or thera-
pist is not a necessary or important precondition for changing a drug problem,
and such a label does have the capacity to hinder progress for some clients.
Therefore, I choose to side with caution with regard to diagnostic labels.

As a researcher and therapist, I also do not like the use of colloquial terms
such as addict or junkie. These terms, although potentially helpful for some who
find recovery in self-help programs, are not useful for everyone with a drug prob-
lem, and can be demeaning to some. In fact, some of my clients have been put
off by such labels in treatment, and found them stigmatizing, and therefore
potentially harmful. Besides, such terms are highly pejorative and uncompli-
mentary descriptions of behavior and are not diagnostically accurate terms (i.e.,
are not defined in the DSM-IV). 1 choose not to use these terms with my own
clients for these reasons.

In addition to conducting a diagnostic assessment, performing a thorough
health assessment may provide critical information about the client’s physical
well-being. Some treatment facilities have a physician on site to do such an eval-
uation. Some clients may not have the financial resources to seek out a physical
evaluation on their own, so providing this service as part of treatment may the
only way that such an evaluation will occur. Given the physical stress that drug
use places on the body, conducting a thorough physical examination when a per-
son enters into treatment is recommended. Many clients with drug problems
have not had recent routine physical examinations, so it is imperative to check
up on their health if possible.

A clean bill of health can be a relief for many clients who have not taken care
of themselves physically. On the other hand, sometimes abnormal results in an
examination can motivate some people to change their behavior. For some
clients, however, health concerns are not as important as we would hope they



Developing an Effective Treatment Plan 151

would be. In other cases, the physical examination may reveal a chronic and per-
haps potentially debilitating health condition. Drug abuse often contributes to
risky behaviors, such as sharing unclean needles or having unprotected sex, that
can leave drug users vulnerable to infectious diseases. I have witnessed reactions
of hopelessness in some clients when they received unexpectedly bad news
regarding their health. When some clients are informed that they are positive for
HIV or for hepatitis, they have the tendency to give up in treatment. In those
cases, counselors and therapists must encourage hopefulness in clients, not in a
naive fashion, but in a realistic way that validates the genuine concerns for prog-
nosis but also recognizes significant medical advances. In addition, the research
suggests that medical treatment for such diseases is enhanced if the client ceases
drug abuse. Research evidence suggests that drug use may lower immune func-
tion and may interfere with the active properties of the medicines used to treat
these conditions. Encouraging clients to take care of themselves by remaining
abstinent may buy them time for a medical breakthrough to occur.

If a physical examination is not possible, then a therapist or counselor will
have to assess physical health in an interview format. The therapist can ask spe-
cific questions about health conditions and symptoms in the intake interview,
and then can address specific health concerns through referrals as part of the
treatment plan. It may be that a particular non-life-threatening health problem
cannot be addressed during the course of therapy or treatment, but can be listed
as a quality-of-life problem in the treatment plan to be addressed at a later date.
In that way, the therapist and client can brainstorm ideas about treating the
problem while in therapy and develop a plan of action for addressing the health
concern after therapy is completed.

There also are several brief measures that assess symptoms of drug use to
detect possible drug problems. Usually these brzef screens are used when assess-
ment time is limited; for example, in locations where large numbers of people are
served (medical centers, hospitals, clinics, and sometimes treatment centers), a
full assessment is virtually impossible. These brief measures cannot always reli-
ably determine a drug problem, nor are they comprehensive enough to assign a
diagnosis. However, cut-off scores have been normed on these instruments that
can suggest a high likelihood of drug problems. The best known screening
instrument for drug problems is the Drug Abuse Screening Test (Skinner, 1982).
There also is the CRAFFT (Knight et al., 1999), which is a more recent brief
measure developed specifically to detect potential drug problems in adolescents
and youth.

These screening measures provide the advantage of rapidly assessing for a
drug problem with some accuracy. However, screening instruments can produce
false positives (scores above the cut-off point for individuals who do not have a
drug problem) as well as false negatives (scores below the cut-off point for indi-
viduals who do have a drug problem). Because these measures are prone to
errors, they cannot be used as the only source for determining whether a client
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has a drug problem. Generally, these instruments are useful for detecting possi-
ble problems and identifying when a more comprehensive assessment for a drug
problem is needed. If a client scores above a cut-off point on one of these screen-
ing instruments, I recommend conducting a SCID or other diagnostic interview
to confirm whether a drug problem is indeed present. I also strongly recommend
that treatment facilities use diagnostic interviews rather than screening measures
whenever possible, because diagnostic measures are more accurate and provide
much more clinical information than a screen.

Assessing Substance Use Patterns, Consequences, and Contexts

Diagnostic interviews are useful to determine what kind of problems a client may
have, and whether those problems may be related to drug use. However, diag-
nostic interviews do not provide detailed information about quantity, frequency,
and peak periods of use, nor do they provide great details about the pattern and
consequences of drug use. For obtaining that information, the therapist or coun-
selor may wish to turn to a wide variety of measures available that can be used
for understanding consumption patterns, consequences of those patterns, and
the context for drug use in greater depth.

Some of these measures are part of larger, semistructured interviews adminis-
tered by the therapist. The most commonly used assessments in this category are
a family of instruments developed mainly in the Veterans Administration (VA)
hospital system. The first instrument in this family is known as the Addiction
Severity Index (ASI; McLellan et al., 1985). The ASI assesses for a wide variety of
biographical data, so it has the advantage of potentially being used as part of an
intake interview. The ASI asks about consequences in a wide variety of life
domains, and determines recent and lifetime patterns of drug and alcohol use.
The AST also detects recent and lifetime occurrence of problems in these differ-
ent life domains (e.g., work). Each domain can be scored for the severity of the
problems based upon the responses of the client and the clinical judgment of the
interviewer. The ASI can be administered by computer to provide for rapid inter-
pretation of answers.

In addition to the ASI, there also are other instruments in this family that have
been developed for adolescent clients. These interviews include the Adolescent
Drug Abuse Diagnosis (Friedman & Utada, 1989), the Comprehensive Adolescent
Severity Inventory for Adolescents (Meyers, McLellan, Jaeger, & Pettinati, 1995),
and the Teen Addiction Severity Inventory (Kaminer, Bukstein, & Tarter, 1989), all
of which begin by asking about biographical data. These instruments, like the ASI,
assess recent and lifetime problems in several life domains that are more relevant
for this age group (e.g., school), as well as recent and lifetime occurrences of drug
and alcohol problems. All of these ASI-type interviews can take at least an hour or
more to administer, but they do provide a wealth of information about the client
if you can spare the time. Each of these interviews requires specific training in
order to be able to administer and score the responses appropriately.
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However, since instruments like the ASI do cover a breadth of material, they
are not likely to give you as many details about a specific problem area as you may
want when working with a client. The questions on these interviews are some-
what limited for each domain and sometimes the details are not fully assessed by
the limited questions. For example, consumption-pattern questions on the ASI
ask how many days a person may use or whether the person has problems with
a particular substance, but do not assess how much is used each day and when,
or what a particular pattern of use may be during a typical week.

There are instruments specifically designed to assess recent substance use
patterns, such as the Steady Pattern Chart and Other Drug Use Questionnaire
from the Form 90 (Miller, 1996), as well as an interview style known as a time-
line follow-back interview (e.g., Cervantes, Miller, & Tonigan, 1994). These
interviews provide the advantage of identifying how much is being used per
occasion, as well as determining typical weekly drug use and binge drug events.
The method of asking the questions on these interviews allows the therapist or
counselor to determine very clearly whether there is a specific pattern to a
client’s drug use over time. These measures help a therapist or counselor deter-
mine frequency of use, peak amounts used during typical drug use weeks or
during special occasions (binge events), and total consumption over a specific
period of time.

Several instruments can be used to assess consequences related to drug use.
For example, the Inventory of Drug Using Consequences (InDuC; Miller,
Tonigan, & Longabaugh, 1995) assesses both lifetime and recent drug-related
consequences in a variety of life areas. The InDuC also can determine how fre-
quently the consequences were experienced by a client, and this measure
includes scale scores for particular life domains, such as Interpersonal, Intra-
personal, or Physical Health Consequences. There also are instruments that
measure specific types of consequences. For example, one measure called the
Losses of Significance Self-Report Questionnaire—Revised (LOSS-QR; Blume &
Marlatt, 2000) assesses the frequency and importance of particular losses that
may have been associated with a client’s substance use. For adolescent clients, the
Problem Oriented Screening Instrument for Teenagers (Rahdert, 1991) assesses
consequences that are more specific to that age group. In addition, the Personal
Experience Inventory (PEI; Stinchfield & Winters, 1997) and the Customary
Drinking/Drug Use Record (Brown et al., 1998) also assess consequences for
youthful and adolescent drug users, but include questions that help to determine
consumption patterns as well.

Beyond using measures that assess patterns and consequences of drug use,
therapists and counselors may want to consider assessing other psychosocial fac-
tors that have been shown to be important in predicting successful (or unsuc-
cessful) therapy and treatment outcomes (as discussed in Chapter 1). There are
well-established measures for measuring psychosocial factors such as expectan-
cies, mood and emotions, self-efficacy, the ability to problem solve and use
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coping skills, and motivation to change drug use. There also are clinical
approaches to conducting observational assessments of behavior in session that
do not involve paper-and-pencil assessment tools. Psychosocial assessments pro-
vide useful information about the context of a drug problem and, in some cases,
can help determine the prognosis of clients.

For example, assessing expectancies can tell you a great deal about clients’
beliefs about their drug use. Measures of expectancies can help to identify
those beliefs that may interfere with successful treatment outcomes. Under-
standing a client’s expectancies also can help with developing appropriate
relapse-prevention strategies for use in the treatment plan or in aftercare (see also
Chapter 7). Positive expectancies about substance use may perpetuate it. Fur-
thermore, a client’s positive expectancies about drug use provide clues about
high-risk situations and roadblocks to successful drug-use behavior change after
treatment. There is a wide variety of adult measures of expectancies, many of
which assess positive and negative expectancies simultaneously. Some of these
measures of expectancies are specific to the effects of a single type of substance,
while others assess expectancies across a wide variety of psychoactive substances.
In addition, there are expectancy measures designed specifically for use with
young adults and youth.

Therapists and counselors also may wish to use one of several brief instru-
ments that assess moods and emotions. These measures identify extreme emo-
tional states that place the client at risk for drug use. A couple of the more
well-known assessments include the Profile of Mood States (McNair, Lorr, &
Droppleman, 1992) and the Multiple Affect Adjective Check List (Herron,
Bernstein, & Rosen, 1968), which ask clients about various moods and emotions
that they are experiencing at the moment. Furthermore, examining how the
client socially interacts in therapy and treatment can identify strengths and weak-
nesses in the way a client is able to express emotions. If there are problems with
identifying or expressing emotions, then the therapist or counselor can assess
whether those problems are related to skill deficits.

Assessment of patterns, consequences, expectancies, and the emotional con-
text of drug use can aid the therapist or counselor in conducting a thorough
function analysis of the use of the drugs by the client. You will be able to see the
total picture of the clients’ drug use through their eyes — from the vulnerabili-
ties of emotional experiences to beliefs about the outcomes of drug use to the
consequences of drug use — and then you can link those beliefs and behaviors
with the pattern of drug use described by the clients. A savvy therapist and coun-
selor also will help clients see the big picture of drug use in a disarming fashion.
While conducting these assessments, the therapist or counselor can use reflective
and summary statements to reframe and restate in therapeutically helpful ways
the information that clients have provided in these assessments that will connect
the dots among mood, behavior, expectancies, patterns, and consequences.
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Assessing Client Potential for Behavior Change

To understand whether the client is able to change behavior, you must assess sev-
eral factors, including coping skills, self-efficacy, and motivation to change.
Appropriate use of skills is critical for success after therapy or treatment. If the
client is unable to use the appropriate coping skill at the appropriate time after
treatment, then he or she may not successfully negotiate

risky circumstances without reliance upon drug use. Also,
as mentioned in Chapter 1, self-efficacy is crucial for com-
petently using skills in specific high-risk situations, and for ~ have cannot be solved at the
having the confidence to succeed without drug use under  same level of thinking with

those conditions. Finally, a client’s motivation, as men-
tioned, directly influences her or his ability to learn new
skills or apply old skills when needed, and directly influ-

“The significant problems we

which we created them.”
— ALBERT EINSTEIN

ences the client’s self-efficacy to succeed without drug use.
You also may remember that client motivation dictates what kinds of therapeu-
tic strategies should be used by a therapist in order to successfully match inter-
ventions with stages of change. Because it is essential to understand these client
factors for successful treatment to occur, assessing these variables is a must.

Observational methods in sessions can be used to identify skill deficits or
inappropriately used skills. Observation of skills can be conducted in a more
structured fashion by use of a devised test of skills. One such test is called the
Situational Competence Test (SCT), and using this to assess use of skills in imag-
inal, or simulated, situations in session can yield useful information about the
client’s skill level or use of skills. In the SCT, which was initially developed for
use among people with alcohol problems (Chaney, O’Leary, & Marlatt, 1978),
the therapist describes a problem or stressful situation that could place the client
at high risk for drug use, and then asks the client what she or he would do to
solve the problem if in this situation. What the client says about solving these
problems can provide you with a great deal of information about whether the
client has the ability to skillfully cope without losing control in these high-risk
circumstances.

The SCT is scored in terms of how effectively the client solves the imaginal
problem. In addition, responses are timed to discover how long it takes for the
client to begin to answer (solve the problem) after you have described the prob-
lem, and slower response times for solving a problem have been found by
researchers to be related to poorer outcomes after treatment. Slow responses
likely mean that the client has not considered how to respond skillfully to a
particular situation (i.e., shows inappropriate use of skills) or does not know how
to respond (i.e., shows lack of skills). In any case, a slow response or a poor
response suggests that further skills training may be needed to prepare a client
to cope rapidly and appropriately with crisis situations without resorting to
drug use.
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The SCT has been developed with a predetermined set of specific situations
and questions, but there is nothing that prevents you from developing your own
set of high-risk situations to ask your client about that are specifically adapted to
situations he or she will face after treatment. You may want to develop your own,
tailored SCT by using situations from the treatment-plan problem list (identified
high-risk areas), or develop this tailored test from what you have learned about a
client’s drug use patterns from other assessments. Then, using relevant situations
from a client’s own personal life, you can assess the client’s ability to refrain from
drug use when negotiating high-risk situations she or he will likely encounter.

Another method to assess skills is to observe how the client works with others
in group sessions, how the client interacts with others during nontherapy situa-
tions at your center, or even to observe client interaction with you in and out of
session. Observation of this social behavior provides insight into how the client
may interact with others outside treatment, and whether that style of interaction
is appropriate. Finally, role-playing in session gives you an opportunity to
observe the client in action. For example, you may want a client to role-play with
you in session how he or she will deal with specific relationship problems in
order to observe how the client might interact outside of session. This provides
an opportunity to correct inappropriate or dysfunctional behavior in a safe situ-
ation, as well as practice new skills. In addition, you get to observe the client
under some pressure if the role-play is done realistically, and that will provide
you a great deal of information that can help you help your client.

In addition to assessing skills, you also may want to determine a client’s level
of self-efficacy to use those skills across a wide variety of situations. Conducting
this type of assessment provides clues about the high-risk situations in which the
client believes he or she has little control over her or his drug use. Since assessing
self-efficacy exposes areas where the client may not feel able to cope without drug
use, you can use that information to develop a treatment plan that enhances the
client’s self-efficacy in those areas. The Drug-Taking Confidence Questionnaire
(Sklar, Annis, & Turner, 1997) is probably the most well-known instrument to
assess self-efficacy to avoid drug use in various high-risk situations. This ques-
tionnaire measures relative confidence to avoid drug use across many different
situations in which drug use may be an option.

Understanding your client’s skill level and self-efficacy can help guide you in
planning what needs to be taught and rehearsed in therapy or treatment. Assess-
ing the skills that clients possess and their self-efficacy to use those skills across
a wide variety of situations will be helpful to ascertain a prognosis for a client. If
a client is identified as a high risk for a poor treatment outcome by use of these
assessments, it may be prudent to step up the care and consider adding adjunct
specialized care that increases the client’s ability to succeed.

Finally, when assessing motivation to change drug use, you may wish to use
one of several instruments developed to measure levels of motivation through
the transtheoretical stages of change model. By determining the stage of change



Developing an Effective Treatment Plan 157

of your client, you will be able to match stage-appropriate therapeutic strategies
to help your client make progress. Assessing the client’s motivation to change
will provide you with information about the level of awareness about the drug
problem that your client has, as well as a sense of how ready to change he or she
might be. Some of the more useful assessments of stages of change include
the University of Rhode Island Change Assessment (URICA; DiClemente &
Hughes, 1990), Stages of Change Readiness and Treatment Eagerness Scale
(SOCRATES; Miller & Tonigan, 1996), and the Brief Readiness to Change
Questionnaire (Rollnick, Heather, Gold, & Hall, 1992). These questionnaires
also provide the client another opportunity to examine how she or he feels about
her or his use of drugs, and whether there are reasons to consider behavior
change.

There are other methods to assess readiness to change drug use besides these
paper-and-pencil-type questionnaires. For example, you may want to use what is
called a decisional balance inventory with a client who is early in the change
process. Decisional balance inventories were first developed for treating alcohol
use among adolescents (e.g., Migneault, Pallonen, & Velicer, 1997), but should
work as well when discussing other types of drugs. They allow clients to explore
their ambivalence about changing drug use. These inventories provide coun-
selors and therapists a lot of information about what clients perceive to be the
pros and con of changing their drug problems. Decisional balance inventories are
especially useful when working with a client who is in the contemplation stage
of change.

Another useful assessment of motivation was developed by Stephen Rollnick,
who also helped to develop motivational interviewing. This tool is called Roll-
nick’s Ruler (e.g., Stott, Rollnick, & Pill, 1995) and it assesses motivation by the
use of a rulerlike scale of numbers from 0 to 10. The measure is actually shaped
like a ruler, and the numbers are evenly spaced from left to right. Under each
number is a comment like “not thinking about change” (under 0), “thinking
about change” (under the middle of the ruler), or “am actually changing” (under
the number 10). After explaining the ruler to the client, you can ask him or her to
point to how ready, on this informal scale of 0 to10, he or she is to change drug
use. This will provide you with a rapid assessment of readiness to change. This
ruler works especially well with clients who are in the precontemplation or early
contemplation stage. When a client points to a low number, say, a 2, you can ask,
“What would have to happen in your life for you to point to a 5?” Having the
client establish this benchmark for when to consider behavior change can be used
to motivate change at a later date if he or she is not ready for change at present.

If you are interested in learning more about assessment tools for drug prob-
lems, there are several great resources to find them. I recommend several books
at the end of this chapter that may help. In addition, many assessment tools can
be found on the Internet. The best places to look include Web sites for the
National Institute on Drug Abuse (NIDA; http://www.drugabuse.gov) and
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the Substance Abuse and Mental Health Services Administration (SAMHSA;
http://www.samhsa.gov).

Assessing Cognitive Function

Since both chronic and acute drug use have been associated with cognitive
changes, such as memory problems and executive cognitive function (ECF) deficits
that can cause problems with judgment, planning and problem solving, remem-
bering new information, awareness, abstraction abilities, and self-regulating and
controlling behavior, it is a very good idea to do a comprehensive reuropsycholog-
ical assessment if possible. There are several standardized neuropsychological tests
that assess memory, including verbal and visual/spatial memory, short-term and
long-term memory, recall and recognition memory, and working memory (mem-
ory used for reasoning in the present moment). Most of these tests have manuals
with age-corrected norms. Sometimes the manuals provide specific score profiles
of people who have drug-related memory problems so you can compare those pro-
files to your client’s. Probably the most well-known memory test is the Wechsler
Memory Scale (WMS; Wechsler, 1997), which is now in its third edition.

There also are numerous highly regarded, creative, and sophisticated tests to
assess attention, concentration, and ECF, and these tests usually have manuals
with age-corrected norms and sometimes provide sample test profiles of people
with drug problems to compare with your client’s profile. The WMS, for exam-
ple, has a section that assesses attention and concentration in addition to mem-
ory functions. Another well-known attention and concentration test is the
Symbol-Digit Modalities Test (Smith, 1991). Some of the more well-known meas-
ures of ECF and related cognitive functions include the Wisconsin Card Sorting

Impulsive Ima

Ima is a 27-year-old client who is being treated by you for abusing cocaine
and alcohol. Ima had an auto accident just prior to seeking help with you several
weeks ago; he lost consciousness at the scene momentarily, and was treated in
an emergency department and released. He had been intoxicated when he had
the accident and does not remember much about the incident. Ima seems to be
doing well in therapy sessions, but you hear reports from family members that
he has really poor judgment and is making lots of mistakes at work and at home.
These family members told you that he has not been the same since the acci-
dent, that even his personality is somewhat different and that he acts even more
impulsive than when he was using cocaine. You do not see this behavior at all in
session, and in fact he seems to be saying and doing all the right things. Last
night, Ima forgot to turn off his stove and set off the smoke detector because a
pan got so hot. What is going on with Ima? How would you find out?
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Test (WCST; Heaton, Chelune, Talley, Kay, & Curtiss, 1993), Category Test and
Trail Making Tests (Reitan & Wolfson, 1985), Stroop Test (Stroop, 1935), and
other tests developed by R. M. Ruff that bear his name. There are many newer
ones that may be appropriate to use as well, depending upon the suspected
problem you want to assess. Some of these neuropsychological tests can be self-
administered, either on a computer or by paper and pencil. However, many of
these tests must be administered and results interpreted by a highly trained ther-
apist, usually a clinical psychologist.

Here is a warning of sorts for those who work with people who have drug
problems: Identifying clients who have neuropsychological deficits or problems
is not very easy to do without a comprehensive assessment battery. For instance,
I have worked with clients who appear quite normal in session. However, their
loved ones, friends, and acquaintances reported very different behavior outside
therapy — bizarre and impulsive behavior that I did not necessarily see in session.
People with ECF problems can mask those problems in short-term social inter-
actions and in casual conversations. However, others who observe the person with
ECF deficits over the long term will notice that the person has impaired judg-
ment, which causes strange and often destructive behavior. Many times people
with ECF problems have difficulties negotiating complex situations and may not
be able carry out important life tasks without major problems and difficulties.

The covert nature of some of these cognitive problems is another reason I
would highly recommend that clients with drug problems get a comprehensive
neuropsychological exam to seek out those subtle deficits that are not easily iden-
tified even by highly trained therapists. I begin to suspect such problems in my
clients who are highly motivated to change but are still having problems con-
trolling behavior in order to achieve their goals for therapy, or if they forget
important information needed to change behavior at critical and stressful times.
If you are working with a client who is exceedingly impulsive or perhaps relapses
frequently, and a psychiatric condition has been ruled out, it may be a good idea
to have the client assessed for cognitive problems, including ECF difficulties.

Many treatment professionals may not have adequate resources to obtain
comprehensive neuropsychological evaluations. However, there are some brief
assessments available that can be used to spot-screen for cognitive problems and
that are administered relatively easily and rapidly. The most commonly used cog-
nitive screening assessment is the Mini Mental Status Examination (MMSE;
Folstein, Robins, & Helzer, 1983). The MMSE often is used in clinical settings
to determine whether a person is having difficulties with orientation to the pres-
ent moment and with memory. The MMSE is a screening measure and not
designed to be diagnostic for specific categories or types of cognitive problems.
Moreover, since it is a screening tool, the MMSE is not particularly sensitive to
identifying more subtle cognitive problems, such as ECE. Another cognitive

screening tool that is relatively easy to administer and can be done in about 30
minutes is called the Neurobehavioral Cognitive Status Exam (COGNISTAT;
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Engelhart et al., 1999). This instrument assesses many more areas of cognitive
function than does the MMSE. However, as a screening tool, it too has limits to
what it can tell you. My recommendation is that if a client of yours screens pos-
itive for a cognitive problem on one of these measures, you refer that client for
a comprehensive neuropsychological workup as part of the treatment plan. Note
that sometimes a person will screen positive during detoxification, but will clear
cognitively after that period is finished. You should probably retest after detox
has been completed if the client screens positive while in detox.

Assessing Psychiatric Symptoms

Psychiatric symptoms should be evaluated as a matter of course in treatment,
given the high rates of comorbidity with drug problems. There are many ways to
assess symptoms. The first way to assess psychiatric problems is to administer a
full SCID (meaning assessment of ¢/l DSM-IV diagnostic categories). If you are
using the SCID to diagnose a drug problem, you may wish to consider adminis-
tering other sections of the SCID to determine comorbid psychiatric conditions.
Some people opt to assess for Axis I (severe, non—personality-type) disorders
only. Others prefer also to assess for Cluster B—type Axis II personality disor-
ders (like antisocial and borderline) since many clients with these diagnoses use
drugs. In addition, the SCID does having screening questions that can tell you
whether a person has a certain type of disorder (e.g., anxiety), but will not tell
you what kind of anxiety disorder it may be. If you have the time and the
resources, it is a very good idea to administer the full SCID to your clients.
Another way that professionals assess for psychiatric disorders is to use an
inventory that assesses for personality characteristics. The most famous of
these inventories is the Minnesota Multiphasic Personality Inventory (MMPI),
which is now in its second edition as an instrument. Although the MMPI is actu-
ally a personality inventory, as it names suggests, many professionals will use it
to spot suspected psychiatric disorders, such as depression, Bipolar Disorder,
Schizophrenia, and Anxiety Disorder. The MMPI has several scales to assess
common personality traits, such as depression, mania, psychopathic deviance,
and even alcohol and drug use (Weed, Butcher, McKenna, & Ben-Porath, 1992).
Many treatment centers administer the MMPI as part of standard care to
clients. However, interpreting MMPI results takes a great deal of training.
Computerized administration and scoring versions are available, and the scoring
version can provide a printed-out interpretation of the results to help you under-
stand them. These scoring programs can be quite expensive, though, probably
prohibitively so for small clinics and for counselors in solo practices. In addition,
sometimes the computerized interpretations do not give as much detail as you
might get from an interpretation by a highly trained professional. This comput-
erized option can be helpful, however, if you have the resources to afford this
service and you do not have a trained professional on staff who can interpret

MMPIs for you.
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There also is a similar type of measure called the Millon Clinical Multiaxial
Inventory (MCMI; Millon, 1994), which assesses for psychopathology. Like the
MMPI, the MCMI has several dimension scores, but the dimensions are some-
what different. The MCMI has the advantage of assessing for Axis II disorders
(personality-type disorders), which is not a strength of the MMPI. Again, the
MCMLI, like the MMPI, requires extensive training in order to properly adminis-
ter and score it. There are computerized administration and scoring versions, but
they may be expensive for small agencies and professionals in small practices.

Beyond personality-type inventories, there are measures that assess for
psychopathology by asking about types of symptoms. The most commonly
used instruments for these purposes are the Symptom Checklist—90 (SCL-90;
Derogatis, Lipman, & Covi, 1973) and its cousin, the Brief Symptom Inventory
(BST; Derogatis & Melisaratos, 1983). These two measures take significantly less
time to administer than diagnostic interviews or personality inventories do. How-
ever, symptom inventories do not assess for as many psychiatric dimensions, pre-
cisely because of this brevity. The SCL-90 has 90 questions, as the name implies,
and the BSI is a shortened version of the SCL-90. They assess for psychiatric
symptoms such as anxiety and psychosis, but these assessments cannot produce
a definite diagnosis like the SCID can. Their brevity makes them quite popular
in treatment settings, however, and these measures can be self-administered by
clients and scored very easily by treatment professionals without a great deal of
training. If your resources are limited, these measures can be quite helpful in
identifying symptoms that may indicate a clinically relevant psychiatric problem.

Finally, there are a number of measures that assess symptoms within one spe-
cific diagnostic category (e.g., depression or anxiety, but maybe not both). The
advantage to these instruments is they can tell you rapidly the kinds of symptoms
your client is experiencing now, and can be used at regular intervals to track
changes over time. The disadvantage of these measures is that they do not help
very much with making a definitive diagnosis. A large number of these instru-
ments were developed by Aaron Beck as part of his cognitive therapy protocols
for different disorders (see Chapter 5 for more details). For example, the Beck
Depression Inventory (BDI; now in its second edition) to assess depressive symp-
toms, the Beck Hopelessness Scale (BHS) to assess hopelessness as it relates to
suicide risk and depression, and the Beck Scale for Suicide Ideation were all
developed as part of Cognitive Therapy for Depression (Beck, Rush, Shaw, &
Emery, 1979). The Beck Anxiety Inventory (BAI) was developed to assess symp-
toms as part of the cognitive therapy protocol for treating anxiety disorders
(Beck & Emery, 1995). These measures are designed to be completed by clients
prior to the beginning of each session. Using these measures at regular intervals
can be quite useful for therapists and counselors because they provide docu-
mentation of progress from session to session.

Other therapists and researchers have developed similar questionnaires to
assess symptoms common to other disorders. For example, there are a number
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of measures to assess trauma and PTSD symptoms and others that assess
social anxiety. For PTSD I would recommend using the PTSD Symptom
Scale-Self-Report (PSS-SR; Foa & Tolin, 2000) because of its brevity, and, for
social anxiety, the Social Phobia and Anxiety Inventory (Beidel, Turner, &
Cooley, 1993) because of its established track record.

Assessing Interpersonal Relations

Some of the greatest stressors for people trying to overcome drug problems are
strained interpersonal relationships. Determining and intervening upon rela-
tionship stressors during treatment will help the client negotiate these high-risk
situations successfully after discharge from treatment. Relationship stress has
been found to be an important determinant of relapse for people with drug prob-
lems (see Chapter 7), so assessing the quality of, and behavior within, relation-
ships is recommended in order to address these issues in the treatment plan.

Besides the intake interview, which can help gather information, there are a
number of assessment measures for determining the quality of an important
interpersonal relationship. The questions on these measures generally ask about
things like communication styles, satisfaction in the relationship, joint decision
making, and in some cases, abusive behavior. Two of the most well-known meas-
ures are the Dyadic Adjustment Scale (Spanier, 1976) and the Marital Satisfac-
tion Inventory (Snyder, 1979). Therapists and counselors also may choose to
interview couples together (with the consent of client and partner), and some
therapists may recommend couples therapy (see Chapter 5) as part of the over-
all approach to treatment if deemed appropriate to help the client. Relationship
assessments can yield important information that may be useful when working
with couples.

Assessment as Intervention

Finally, research suggests that assessment can act as an intervention, prompting
some people to change their behavior. Assessment is a powerful tool to increase
self-knowledge and perhaps to promote change during that process. If a client is
not cognitively impaired, then he or she may be swayed to act by new data about
his or her drug use. Assessment provides an opportunity for clients to analyze
their own behavior as they answer the questions. As mentioned in the last chap-
ter, sometimes looking at data about health or other negative consequences can
increase the client’s awareness of drug-related problems, and may make chang-
ing drug use a more attractive option. Assessment may be one way to enhance
client awareness of these consequences.

One very interesting research study used what was called a mzarzjuana check-
up to encourage people in the community to seek an assessment of their mari-
juana use (Stephens, Roffman, & Curtin, 2000). The study was advertised as a
way for marijuana users to get a check-up to make sure their marijuana use was
not causing any unseen problems. When the person arrived at the center, he or
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she would meet with a therapist, who would use motivational interviewing styles
to gather more information about the research subject and his or her marijuana
use. At the end of the first session the client was encouraged to complete a wide-
ranging battery of assessments in many of the areas mentioned eatlier in the
chapter. This study used the model of an earlier study called the drinker’s check-
up (Miller, Sovereign, & Krege, 1988).

After the assessments were completed and scored, the results were presented
in such a way (as mentioned in the last chapter) as to avoid argumentation, lec-
turing, or increasing resistance on the part of research subjects. Results were
compared to peer norms, so that subjects could see whether their scores
were normal or abnormal for their age groups. After the results were presented,
the therapists continued to use motivational interviewing strategies in an effort
to enhance the research subjects’ motivation to change. The results of the study
found that the intervention worked quite well in encouraging less marijuana use
in the check-up condition. Although motivational interviewing was the means
by which the therapy was conducted, the assessment battery was likely part of the
mechanism that increased awareness of the need for changing the marijuana use.

Other research studies have used methods that encourage self-assessment and
impersonal methods of providing feedback about the results of the assessment
to encourage drug use change. In other words, these studies used assessment but
not any therapy per se. Some of these studies have been conducted on Web sites,
which then provide computerized feedback to the respondent immediately after
assessment. Other studies used mailed feedback rather than in-person feedback.
These studies show promise in changing substance use behavior, which suggests
that assessment and feedback on that assessment may be useful for encouraging
behavior change. This, however, should not be a great surprise, given what we
know about behavior. After all, many people with drug problems can and do
change on their own, without therapeutic intervention, when confronted with
the facts about the problem. In those instances of self-change, it is likely that
some type of self-assessment played a role in convincing people that it was time
to do something about their drug problems. Assessment may be a useful inter-
vention for helping those people who will never darken the doors of a treatment
center. Studies like these remind us all how incredibly powerful assessment and
objective feedback can be in helping to treat drug problems.

Problems With Assessment Across Cultures

In spite of the numerous strengths that assessment brings to the treatment of a
drug problem, many measures are culturally limited. Cu/ltural bias of measures may
be one of the most poorly understood concepts in the treatment community.
Researchers have discovered over time that assessment can be culturally biased in a
number of ways, some that are quite obvious and others that are much more sub-
tle. These biases can negatively affect the treatment of minority clients by produc-
ing false information about the clients and their drug problems, which in turn
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adversely affects the development of effective treatment plans. Because of cultural
biases in many measures, including diagnostic interviews, minority clients have been
found to be overpathologized by counselors and therapists. What this means, sim-
ply speaking, is that culturally biased assessment tends to overestimate problems
among minority clients, since minority clients seeking mental health services have
been found to have artificially inflated scores on many mental health measures.

There are a number of ways that assessment becomes culturally biased. First,
most assessment instruments are developed in populations where White Anglos
are the majority, and where the majority American cultural worldview is most
prominent. However, the worldviews in ethnic-minority communities may be quite
different than that of the larger majority culture. Because these worldviews are
quite different, it is not safe to assume that questions can be asked in the same as
they can in majority culture with White Americans. Members of ethnic-minority
communities with little acculturation into the larger majority society may not
understand the content of questions in the same way, and therefore will respond
differently than majority members of the culture might respond. These responses
produce distorted answers to questions. If you then add a language barrier to the
mix — and many assessments are given in English — it complicates the results
even further. If the client’s first language is not English, then the potential for mis-
understanding questions increases dramatically. The net result is that an assessment
measure that may produce accurate information among White Anglos may not
produce accurate information in another population.

Although many questionnaires have been translated into Spanish, those ques-
tionnaires may use a style of Spanish not compatible with the client you are work-
ing with in session. Many Spanish translations use formal instead of slang
Spanish, and often use vocabulary that clients with limited education may not
understand. Some English words simply do not have vocabulary equivalents in
Spanish, so questions may lose part of their meaning as they are translated. As
an example, the idea of “craving” is not well understood in Mexican culture, and
so is not easily translated. In addition, there are many Spanish-speaking groups
in the United States from different places of origin, and because of that there are
many different nuances to the Spanish language being written and spoken in
America. An instrument written for a Mexican-origin population may not be well
understood by your Cuban American client.

And these difficulties don’t even account for all the minority groups in the
United States. Most instruments to assess drug problems have not been trans-
lated into African, Asian, Pacific Islander, American Indian, or Alaskan Native
languages, for example. Sometimes counselors and therapists have opted to use
interpreters when conducting assessments with non-English-speaking clients.
Anyone who has done this before is likely aware of the shortcomings of this
approach. Language problems are encountered when words do not translate
well from one language to the other, so frequently the interpreter has to make a
judgment call on how to ask your question to a client in order for that client to
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understand it. By definition, the interpretation will be different than the original
question, which suggests a high likelihood that the response will not be to
the question you asked in English in the first place. In addition, in many small,
closed communities, an interpreter may know the client or the client’s family,
which could inadvertently lead to reluctance to disclose personal information
because of concerns about shame to family and self.

Finally, measurement across cultures is complicated because behavioral norms
may be different. As an example, some behavior that may be viewed as extremely
dependent or perhaps extremely passive by majority-culture standards may be
normative and even proscribed within some minority communities. To compare
these behaviors apart from their cultural contexts is not going to provide you
with useful information to help your minority client get better. Because of these
measurement difficulties, what is an abnormal score on a measure for a White
Anglo client may not be abnormal at all for a client from a minority community.
You cannot make the assumption that measurement of a particular behavior
across cultures yields the same results. Similarly, what you are measuring may not
be or look the same in another culture. As an example, self-efficacy has been
found to be an important construct in the majority U.S. culture for predicting
successful treatment outcome. However, there is some research that suggests that
self-efficacy is not important in cultures where the construct of self is not impor-
tant. In these cultures, efficacy is a collectivistic construct in which competence
and confidence is thought of in group terms rather than individual terms. So for
a Chinese American client who has acculturated very little into mainstream
American society, it might be more useful to assess for collective efficacy rather
than self-efficacy with regard to changing drug use.

As you probably have guessed, these are very complicated subjects and
researchers still do not have a great handle on how to adequately address meas-
urement concerns across cultures. In the meantime, professionals in clinical set-
tings are left with the challenge of conducting accurate assessment with limited
options among the context of a rapidly changing society. Most of the instruments
available are culturally biased, but since there are few alternatives, professionals
may have to use them anyway. Because we know that they may be flawed in gath-
ering the information wanted, we have to be extra careful in how we interpret
and use the data they provide to us, especially when developing a treatment plan.
A good rule of thumb (although not always true) is to assume that the assessment
may overly pathologize your client, so you may anticipate a higher score than
what may be true in reality. In other instances, like the heart surgeon mentioned
earlier in this chapter, you will be forced to act even though your assessment may
not be entirely accurate. Under these circumstances, it is important to use col-
lateral resources to help you understand the true picture of a minority client’s
behavior, including diagnostic features and drug use. Use of collaterals (or peo-
ple close to the client, such as family members or close friends) to aid in the
development of treatment plans is discussed in the next section.
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@ Assessing and Treating Ethnic-Minority Clients

Assessing and treating ethnic-minority clients can be quite challenging
because traditional practices often do not work very well with them. The prob-
lem is that most therapies and treatments have been developed and tested
among White populations of European descent. There are many ethnic-minority
clients who do not share the majority worldview, so traditional practices in
treatment and therapy may not be meaningful or interesting to them. In addition,
language barriers make it difficult to adequately assess ethnic-minority clients,
which in turn makes it hard to effectively diagnose and treat their drug problems.
Researchers are beginning to understand and respond to these problems, but the
development of new, culturally relevant assessment and treatment methods is
slow. However, developing culturally relevant methods to treat ethnic-minority
clients is critical, since ethnic-minority groups are projected to outnumber White
Americans within the next 50 years. Treatment should look remarkably different
then than it does today, given these radical demographic changes in American
society!

Involving Family and Friends in Treatment

Family and friends can be incredibly helpful resources in treatment if the client
has a good relationship with them. As mentioned in Chapter 1, if the client has
strained relationships with a certain family member or friend, it may not be wise
to include that person if his or her participation threatens the client. In other
instances, the client simply may not want the person to be involved. Therapists
and clients should make certain that the client does want family members and
friends involved prior to a therapist’s or counselor’s contacting them. Ethically
speaking, it is important to respect the wishes of your client with regard to col-
lateral involvement in therapy or treatment. Legally speaking, it is important for
consent to be provided by the client for a therapist or counselor to speak with
collaterals or to involve them in the therapy process.

If the client consents to involvement of family or friends, they can be good
sources for information that can help you devise a thoughtful treatment plan. As
mentioned earlier in this chapter, people with drug problems may have relation-
ship stressors that need to be addressed in order to promote a successful treat-
ment outcome. Being able to gather information from partners or friends about
the nature of these stressors adds another dimension to understanding the source
and treatment for the problems. Sometimes a family member or friend has a dif-
ferent view on the nature of a problem or on the behavior pattern related to a
problem that may help you better understand how to treat it.

Furthermore, if family involvement is important for the client, then family
input and commitment to the treatment plan may help make treatment a success.
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Family involvement may be essential when conducting therapy or treatment with
a minority client. If the family members have aided in the development of a treat-
ment plan by providing helpful information, and understand the rationale
behind the treatment plan, then they are more likely to support treatment as it
unfolds. Again, this should be done only with the consent of the client, but it can
be incredibly helpful to have collateral support for the treatment plan if the client
consents to their active involvement.

Treatment plans are a first step toward getting collaterals interested in treat-
ment. One problem that I have seen while working with some clients is that
although they would like their families involved, their family members feel some-
what excluded by the way treatment works. In many cases, what happens in ther-
apy and treatment is more of a mystery to family and friends than it is to a client.
Family and friends feel left out if not actively invited to participate by therapists
or counselors (when the client assents to such participation), and if not ade-
quately educated about what treatment entails. Family and close friends should
be oriented to treatment in the same way as are clients. Involvement in treatment
planning can be a way to orient family and close friends as well as to gather help-
ful information about the client and his or her world. If collaterals understand
treatment better, then they will be more likely to support it.

As you may remember from Chapter 1, social support predicts successful
treatment outcome. Because of this factor, collaterals who are important allies to
the client in her or his efforts to overcome a drug problem should be strongly
encouraged and welcomed throughout the treatment process. Therapists and
counselors should maintain regular contact with supporters of the client when
appropriate. Obviously, client confidentiality should be protected under these
circumstances, but being friendly, helpful, and respectful to collaterals and keep-
ing them in the treatment loop, so to speak, will ultimately help the client.

Another way to include collaterals is to offer treatment services to them as
well. Many treatment facilities offer such services, which may include family sup-
port groups or even individual therapy for family members of clients. Some treat-
ment centers include family therapists specifically for these purposes. Sometimes
counselors and therapists will refer family members to outside support groups,
which may include Al-Anon or Alateen 12-step programs for family and friends.
Family therapy may include assessment, sometimes using similar measures dis-
cussed earlier for assessing client needs, in order to more adequately help family
members with their needs. In some cases, these assessments may be used to
develop a family treatment plan or an individualized treatment plan for a family
member.

Family therapy in treatment centers occurs in a variety of ways. Some centers
provide opportunities for weekly individual counseling or therapy for partners,
or even couples therapy sessions (see Chapter 5 for more details). Many treat-
ment programs offer group counseling or therapy sessions for family members
that are similar to group sessions for clients. Some of the groups are therapeutic
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in nature, with a goal of behavior change for family members. These groups may
include skills training and rehearsing new skills through role-playing, among
other things, and may even assign homework between sessions in order to
encourage behavior change outside the session. Other groups are meant to be
supportive rather than therapeutic. Treatment centers sometimes sponsor fam-
ily weekends, which may include psychoeducation and therapy events through-
out the day, and sometimes include family recreational events and meals together.
Many facilities offer weekly family-evening programs as well.

One touchy issue in working with families is the idea that family members are
codependent on the drug-using client. There has been a great deal made of this
alleged condition in the popular press and culture, including popular movies and
books. Myths have developed about the behavior patterns of family members of
people with drug problems, and from these myths have been suggestions about
appropriate and inappropriate ways to act toward clients during and after treat-
ment. A multimillion dollar industry has sprung up based on these ideas. How-
ever, researchers have found no support for codependency as a condition or for
a codependent personality or set of behaviors. In addition, worries about family
members’ enabling the loved one to continue using drugs seem secondary to the
importance of social support for successfully changing drug use. There may be
times when the family member covers for the person with a drug problem, or
perhaps reinforces the drug use behavior. But on the other hand, social support
is crucial for a successful outcome to treatment, so it may be that any inadvertent
reinforcement of drug use is more than compensated for by the value that posi-
tive social support has for the client’s well-being.

Related to this is that so-called tough love from family members and friends
is important for the client to succeed, which is another myth (as mentioned in

POINTS OF CONTROVERSY

Codependency

Codependency, which is defined loosely as emotional dependence upon
the person with a drug problem, has received a lot of press in popular culture,
and literally dozens of self-help books have been written on the subject. Some
have gone so far as to suggest that codependency is a chronic and progressive
disease, and that loved ones experience powerlessness and loss of control
related to their attachment to people with drug problems. However, research
has not supported the existence of codependency as a condition, which
prompted Hazelden Treatment Center to state publicly they had found no evi-
dence that such a condition exists, and there is no DSM-IV diagnostic category
for codependency. In spite of the complete lack of any research to support its
existence, there remains a persistent belief in the popular culture that codepen-
dency is a legitimate mental health condition.
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Chapter 1). Tough love is confused with punishing the client for drug use, which
often leads to withdrawal of social support through ultimatums (an “if-you-
don’t-get-help-I’'m-leaving” type of attitude). Withdrawal of social support is not
helpful for a person with a drug problem. There is no research that shows that
leaving a love one ultimately helps him or her. It may help the family member if
that (the end of the relationship) is the goal, but it does not necessarily help the
loved one, and may actually harm his or her chances for help later. If family mem-
bers want to help loved ones, leaving them is not a great idea.

There is a huge difference between ot reinforcing drug use and punishing
drug use. Tough love opts for punishment, using the relationship as a weapon to
coerce compliance, which often means that social support for the client is with-
drawn if the person does not do this or that. However, one need not withdraw
social support in order to avoid reinforcing drug use behavior. Maintaining a
close relationship will be much more important to the client when help is sought
than threatening to shun the client if behavior change does not occur. Shunning
the client often is done out of anger and frustration, which is obvious to every-
one including the client. Withdrawing reinforcement of drug use behavior does
not involve a threat at all, and can be done without the person’s even telling the
client that he or she is doing it simply by changing the way he or she interacts
with the client when the client is using drugs. The family relationship can be used
to encourage change only so long as the relationship exists.

There are a number of important issues to address with clients and their fam-
ily members during therapy that may become issues after treatment is completed.
The first factor that may affect family relationships and treatment success con-
cerns expressed emotion by family members. As you may remember, negative
emotion expressed by family members toward clients may hinder the clients’
recovery. Family members may be angry or hurt over the client’s drug use, and
may express those feelings inappropriately. Those emotional expressions may
take the form of passive-aggressive comments, blame, or even aggressiveness
toward the person with a drug problem. Family members may need to undergo
assertiveness training to reduce the risk of expressed negative emotion. Such a
risk can be determined from assessment of past emotional interactions between
family members and the client, as well as assessment of current angry feelings
in family members toward the client and how those are expressed in therapy ses-
sions. Assertiveness training is discussed more fully in Chapter 5.

A second factor that may affect family relationships and long-term treatment
success is the likelihood that a client may experience depression after changing
drug use. The client’s depressive symptoms may be directly related to rebound
effects after stopping drug use, or to life changes and losses associated with leav-
ing behind drug-using situations or friends. The depressive behavior may show
up as lethargy, inactivity, disinterest in life or in family, sadness, withdrawal from
social events, or changes in sleep patterns (it is not unusual at all to have sleep
problems early in recovery, however, apart from depression). Fortunately,
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professionals now understand that this is a common problem, and many treat-
ment facilities will treat for depression by use of psycho- and pharmacotherapy
(see Chapter 5).

Finally, sometimes for the same reasons that depression may develop, sexual
disinterest by the client often is another posttreatment factor that can affect cou-
ples’ relationships. Sometimes sexual problems occur before the client enters
treatment, but they tend to be blamed on the drug use (probably appropriately
so). However, when these problems persist after treatment, and the loved one no
longer uses drugs, then a partner may tend to personalize the behavior even
though this interpretation usually is not true. Instead, the lack of interest may be
related to drug-rebound effects and sometimes to side effects of prescribed med-
icines (e.g., antidepressants have very high rates for sexual side effects, such as
reduced interest and ability to perform). In other cases, the problems with sexual
relations may occur after therapy. Sometimes these problems are but a symptom
of a larger problem, which generally means that partners are having problems
communicating with each other, or cannot resolve issues of conflict. Many couples
find that once other communication problems and conflicts are resolved, sexual-
ity becomes easier. It may be that couples will want to continue with therapy after
treatment in order to enhance their posttreatment relationship.

Some of my clients also have expressed fears about sexual performance while
not using drugs. Some have confided in me that they had not had sex without
drugs in their systems for so long they were apprehensive about what it might be
like. A few have told me they were not sure if they had ever had sex while clean.
In some cases, clients would avoid sex with partners because of these fears. Cou-
ples should be aware of these potential problems with sexual behavior and of

possible fears related to sex after treatment, and discuss
“All marriages are happy. ~ them openly. Sometimes simply discussing these issues
openly is enough to help clients generate their own solutions
for how to overcome these concerns as a couple. If dis-
cussing these issues seems difficult to facilitate on your own,
the problems.” then seek a couples therapist to aid in this process. There

— SHELLEY WiNTERs  also are now widely publicized pharmacotherapy agents that
may help if sexual performance is hindered by past drug use

It’s trying to live together
afterwards that causes all

or by prescribed medicines, especially for depression. Discuss these options with
a physician, since these medicines have some possible side effects of their own.

Assessing Progress

Treatment plans are effective only if they help clients and families improve. To
be able to determine progress, you need to review treatment plans periodically.
Usually treatment teams will conduct weekly interdisciplinary staff reviews of a
client’s progress, and the staff’s recommendations for improving care will be
documented in the chart. These interdisciplinary staff meetings are quite useful,
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A Word to Family and Friends About
the Advantage of Being Involved

Family members and friends may wonder why it is important for them to
participate in therapy or in treatment. After all, it seems as if the problem all
along has been drug use by the client. However, treatment provides a unique
opportunity for family members and close friends to learn more about how
to effectively help their loved one and friend to succeed. Remember all the
times that you had wished that he or she would stop using drugs? Now he or
she is in treatment, so there is a very good chance that your wish is coming
true, but it is not going to be easy process for anyone involved. Feel good
about participating in the process of treatment, because research suggests
that your participation improves your friend’s or loved one’s chances of
succeeding.

Part of participating in treatment is to educate yourself about drug
problems and their treatments. You will be called upon to be a source of
support by the client after treatment, just as you always have been. Therapy
or treatment may teach you new ways to show your support, ways that
perhaps neither you nor your loved one (or friend) have considered before.
You may learn new ways to encourage and reinforce your loved one’s
efforts toward recovery.

Treatment and therapy also will help you sort out your own feelings
about your friend or loved one and his or her drug use, and therapy will pre-
pare you to express or cope with those feelings in a way that is healthy for
you and the person you care about. Reflecting upon your own thoughts and
feelings may help you decide how to improve your relationship, or perhaps
even how to improve yourself. Times of crises are major opportunities for
personal growth, and therapy may be able to help you in this regard. Your
participation in your loved one’s therapy does not mean that you have a
problem — but you may find along the way that your participation in ther-
apy can be as liberating for you as for your loved one. Many family members
and friends | know who have participated in the therapeutic process because
a loved one or friend entered into treatment for a drug problem have told
me that they felt personally enriched by the experience themselves. It is my
hope that you have a similar experience.

since they offer an opportunity for all important players in treatment to discuss
progress that they see in clients, problems they may have noted that may be
interfering with progress, and options for how to make midcourse corrections
in treatment that may benefit clients. Sometimes these staff meetings also will
discuss family therapy, if those services are offered by the center, and then dis-
cuss the progress, problems, and midcourse corrections in family relationships
as well.
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Progress should be reviewed routinely with the client. Many therapists like to
make a brief review of progress with the client during each session, and perhaps
include a more comprehensive and formal review weekly or perhaps monthly,
depending upon how often therapy occurs with the client. Many professionals
like to use the interdisciplinary reviews as part of the feedback they provide to
their clients, so these regular reviews of progress often occur after the staff
reviews take place. This provides for a large amount of professional feedback
that may benefit the client. During these reviews, I find it very important to men-
tion client successes prominently, as well as any areas that may need more atten-
tion. The client’s self-efficacy has to be considered in these feedback sessions, so
it is important to make them as positive as possible, and to make sure that mid-
course corrections are attainable for the client and that problems mentioned can
be resolved. It has been my experience that it is not useful to confront a client in
therapy with new problems that have no solutions, or to expect too much from
them in areas where they may be at risk for not succeeding.

Assessments that measure changes in symptoms from one session to the next
can be quite helpful in documenting progress on reducing anxiety or depression.
The therapist or counselor can use those data when discussing progress with
other staff, or can even share such data with the client if it is deemed to be use-
ful for the client. T would not share those data in order to confront lack of
progress, however, because that would place a client on the defensive.

You do not need a large treatment facility with a multidisciplinary staff to
review progress with a client. Reviewing progress regularly is highly recom-
mended even if you are in a solo practice. Many clients have lived in environ-
mental situations that provided inconsistent or nonexistent messages about
behavior. Some of our clients’ problems can be directly linked to this historic
lack of feedback on how to behave appropriately with others. The last thing we
want to do as treatment professionals is continue the pattern of inconsistent or
nonexistent feedback about the behavior of our clients. By conducting a regular
review of progress, we are not only providing feedback needed for behavior
change, we are also modeling honesty, consistency, and predictability in social
interactions for our clients.

Documenting progress is also important for determining when to terminate
therapy or treatment. Most therapists want to be able to document diagnosis and
prognosis at discharge. Without documentation throughout treatment, it is dif-
ficult to determine discharge diagnoses or prognoses, and certainly difficult to
justify them. Some insurance companies do not look favorably on discharge sum-
maries that are not justified with documented reviews of progress made through-
out treatment; this may jeopardize third-party reimbursement. In addition, some
clients may need treatment summaries to return to work or to provide to the
court that referred them for treatment; again, reviews of progress throughout
treatment will support what you write in such summaries.
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Some treatment-plan problem lists are written in such a way that progress on
individual items can be documented on the treatment plan itself (please refer
back to Figure 4.2 for an example). These documents include space to write
notes related to the regular reviews of clients’ progress, and also may include
space for notes discussing recommendations for altering the treatment plans in
order to better serve clients’ needs. Providing space for notes on the treatment
plan itself offers the therapist a structured way to document progress, as well as
includes midcourse corrections adjacent to the original treatment plan itself in
order to have these resources together in the chart. Regular progress notes can
be used for recording greater details if space does not allow such details on the
actual treatment-plan document. If an evolving treatment plan is used, then the
therapist or counselor may want to provide copies of adjusted treatment plans
to clients regularly, and then consider having the client sign off on the modifica-
tions as well. Again, the advantage of having the client sign off on modifications
is that it provides some level of participation in and commitment to the revised
treatment plan. A treatment plan signed by both the client and the therapist can
serve as a contract to work collaboratively toward meeting the client’s goals for
treatment.

Finally, the treatment plan must be developed with an eye toward aftercare as
well, and should include relapse-prevention strategies (see Chapter 7) as well as
behavioral strategies the client plans to use to maintain changes after treatment.
These plans for maintaining changes can become a contract for a long-term
recovery plan, again developed collaboratively. Many treatment professionals like
to work during treatment on developing an after-treatment plan to fine-tune over
time. The plan may start as a basic agreement of what the client plans to do while
in treatment to avoid drug problems, then evolve over time into a document that
addresses posttreatment activities. The plan generally means structuring the
client’s time when not in therapy toward outside activities that encourage per-
sonal growth and support behavior change while minimizing opportunities to
use drugs.

Sometimes tme schedules are used to help the client structure his or her week
around these activities that encourage progress toward treatment goals. Figure
4.3 illustrates what a time schedule may look like. As you can see, it looks like
the weekly calendar or day-planner that many people use for work. The goal is
to structure time in such a way as to avoid opportunities to slip back into old
drug-using behavior. The catch is to structure time in such a way that it protects
but does not exhaust the client. A balance has to be made between structure
and overwork in order to prevent fatigue and frustration, which — as has been
mentioned — are potential high-risk triggers for drug use. Note also that
the time schedule in Figure 4.3 includes prompts to encourage adherence to the
schedule, as well as alternative activities that can be used by the client in case of
emergency.
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Day of the week:

Hour of the Activity planned How will you get to Why is this activity
day: this activity? important for you?

6am

Tam

8am

9am

10 am

Il am

12 pm

I pm

1pm

3pm

4pm

5pm

6 pm

Tpm

8pm

9pm

10 pm

Activities | can do if | get stressed or bored that will help me feel better:

Figure 4.3: A sample planner for structuring a client’s time.

The priority is to structure the times when the client is at the highest risk to
use drugs. You can determine these high-risk times from the information the
client has given to you on the consumption-pattern assessments and functional
analyses of drug use. Use this information to determine the client’s high-risk
times to use or overuse drugs. For some, the pattern may be using on break and
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at lunch during work hours; for others it may be using after work. Depending on
the pattern of the client, you should structure that time of greatest risk with
activities that make it difficult to use drugs. The plan for structured activities is
written on the time schedule, which also can be signed (a copy made for the
client and a copy made for the chart) and used as a beginning recovery contract
while the client is still in therapy.

Time can be structured in very creative ways. For some people it will involve
recovery self-help group meetings, if they are comfortable with those groups.
Structuring time may involve interesting and challenging recreational activities
that have not been linked to prior drug use, or perhaps family activities. For some
it might involve attending classes. The point is to develop a weekly plan to struc-
ture a client’s time so he or she is not bored or tempted.

This plan will slowly evolve into an after-treatment plan that is adjusted reg-
ularly. A regular review of how well this plan is working to structure the client’s
time should be made. At the review, the client shares which activities are inter-
esting and engaging for her or him, which activities are not challenging or not
working to meet goals for treatment, and whether the plan is too ambitious or
not ambitious enough. The therapist or counselor reflects upon these reports,
and then may suggest adjustments to the plan based on the recommendations.
Then client and therapist discuss and negotiate potential changes to the contract
and reiterate commitment to the contract by signing the revised document, and
copies are made once again.

Eventually, the contract will require less adjustment over time, and the client
will begin to convert the plan into habit. By the end of treatment, a new contract
for recovery after treatment (the after-treatment plan) will be developed in a sim-
ilar fashion. However, since the plan was developed at the beginning of treat-
ment and adjusted throughout its course, the after-treatment recovery contract
will not be something new to learn and practice just as the client is entering a
new phase of behavior change without treatment support. Instead, the client will
have been practicing the plan for some time, and the plan will have been tried
and tweaked to meet the needs of the client over time. A few adjustments may
be made as treatment ends, but the after-treatment recovery plan will likely be
only slightly different than what the client has been practicing all along. This
process should minimize some of the stress on the client related to ending treat-
ment. An important aspect of the after-treatment plan, just like the treatment
plan, is to make it simple enough to follow so that the client can succeed.

Summing Up

A well-constructed plan is ultimately designed to do the greatest amount of good
with the least amount of intervention. You can tell when you have devised a well-
constructed treatment plan because it makes your job easier and because you can
observe your client succeeding in treatment. A well-constructed treatment plan
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is also a blueprint for deciding the appropriate treatment model and strategies
to use in therapy and how session time is best spent. Using a wide range of assess-
ments helps you determine what to address in the plan and how to address it.
Assessment tools are not without shortcomings, but they can provide a great deal
of information about your client if used appropriately. Family members also can
be great sources of information about the client and, if supportive of the client,
make for tremendous allies in the treatment process. Finally, a well-constructed
treatment plan leads to a well-developed after-treatment plan. Taking the time
necessary to develop a well-constructed treatment plan will pay dividends for
both you and your client.

Key Terms

Affect. Visible mood and emotion.

Aftercare. A treatment modality that comes after and is less intensive than out-
patient or inpatient therapy. The focus is usually on relapse prevention.

Behavior chain analysis. Assessing how one behavior leads to another, which
leads to another, and so on.

Codependency. A notion, which is not scientifically supported, that family mem-
bers become dependent on the problems of drug-using loved ones.

Cultural bias. The concept that assessment is biased, either overtly or covertly,
by the cultural values and language in which it is developed.

Empirically validated. Supported and tested by scientific methods.

Enabling. The idea that family members can unwittingly make it easier for the
client to use drugs because they rescue the client with safety nets.

Function analyses. Determining the goals of behavior within specific contexts.

Intake interview. Usually the first lengthy interview between therapist and client.

Neuropsychological assessment. Assessment of cognitive function and problems.

Passive-aggressive. Usually behind-the-back behavior, such as gossiping about,
complaining about, or blaming others.

Psychosocial history. A systematic biographical assessment.

Treatment plan. A document developed to guide the progress of treatment.

Recommended Reading

First, I would recommend a book called Assessment of Addictive Bebaviors,
edited by Dennis Donovan and Alan Marlatt (New York: Guilford Press, 1988).
This is a very comprehensive book on how to assess for drug problems. A newly
revised edition of this book is due to be released in 2005.

Second, I would recommend the handbook put out by NIDA called Assess-
ing Drug Abuse Among Adolescents and Adults: Standardized Instruments
(Rockville, MD: NIDA, 1994). This handbook can be easily obtained from
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NIDA and has a wide variety of measures assessing psychological predictors of
drug use for both adults and teens.

Third, I recommend two handbooks put out by SAMHSA. The first is called
Screening and Assessment of Alcobol- and Other Drug-Abusing Adolescents
(Rockville, MD: SAMHSA, 1993). This handbook can be easily obtained from
SAMHSA and is specifically geared toward assessing drug problems among
youth. The second one is called Alcohol and Other Drug Screening of Hospitalized
Trauma Patients (Rockville, MD: SAMHSA, 1995). This SAMHSA manual is
good because is provides ways to assess drug abuse among patients hospitalized
for traumatic accidents.

The last three recommended resources are federally produced manuals that
are relatively inexpensive or free.

1. True; 2. True; 3. False; 4. True; 5. False; 6. True; 7. True







CHAPTER 5§

Recovery Tools,
Programs, and Theories

[ TRUTH OR FICTIQN |

After reading this chapter, you should
be able to answer the following questions:

1. Naltrexone is used to make people sick when they use drugs.
True or False?

2. Insomnia among newly recovered drug users can be treated only by
medicines. True or False?

3. Rule-governed behavior may cause clients to feel guilty or resentful.
True or False?

4. Distress-tolerance skills always accompany cue exposure. True or
False?

5. Twelve-step groups were first developed within the philosophy of
the disease model for treating a drug problem. True or False?

6. The most effective treatment for anxiety disorders is the use of
anxiolytic drugs. True or False?

7. Treatment centers in ethnic-minority communities often use different
treatment models than those in suburban communities. True or
False?

Answers on p. 230.

Treating drug problems requires a great deal of skill. Generally other problems
accompany the drug problems, increasing the complexity of treating them. A
therapist or counselor treating a drug problem must have many tools available
in the therapeutic toolbox in order to aid clients in reaching their goals for treat-
ment or therapy. In this chapter, these therapeutic tools will be reviewed, as will
the theoretical models that support their use. In addition, suggestions for empir-
ically validated treatments for other psychological disorders will be discussed.
The therapeutic tools will be described within the context of the biopsycho-
social model in the following sections.

179
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Tools for Motivating Change and Promoting
Commitment

Many suggestions for how to motivate change were made in Chapter 3, so they
will not be repeated here. Those strategies suggested for motivating a person to
seek help also work well for a motivating a person when in treatment. Remem-
ber, even a person who has sought help is not necessarily committed to change
or even completely motivated to follow your suggestions in therapy. There may
be many times during therapy when you have to use motivational strategies to
encourage compliance with a suggested course of action or even with carrying
out the treatment plans. The methods for encouraging motivation to change,
such as using motivational interviewing, and for testing and promoting commit-
ment to change, such as devil’s advocate or foot-in-the-door/door-in-the-face
techniques, can be used throughout therapy to help clients follow treatment
plans. In addition, self-monitoring of behavior (described more fully later in this
chapter) between sessions can potentially increase motivation by increasing
awareness of behavioral patterns and consequences.

Finally, treatment plans can be used to motivate clients to reach their personal
goals for therapy or treatment. Remind the client of what he or she wants from
treatment in order to reinstill a sense of commitment to the plans. However, do so
in a disarming and nonjudgmental fashion so as not to risk a defensive response.
Questions as simple as, “What are your reasons for continuing with treatment?”
or “What do you want from therapy?” may be enough to remind the client of the
reasons she or he committed to this course.

Tools for Treating the Biological/Physiological
Aspects of a Drug Problem

Drug problems take a great toll on the human body, so therapists and counselors
need to be aware of how the physical effects of drug use can be treated. As rec-
ommended in Chapter 4, clients with drug problems should receive physical
examinations by a physician as part of the routine care of treatment, if possible.
Since drug use can adversely affect a client’s diet, it also may be important to
refer the client to a nutritionist who can determine whether there are any dietary
deficits and perhaps develop meal plans to aid the client in restoring her or his
health.

Detoxification, as mentioned in Chapter 2, may involve the use of certain
medications to prevent severe discomfort or even possible medical side effects
related to withdrawal symptoms. These medicines can range from tranquilizers
(often benzodiazepines) and antidepressants to anticonvulsives and antihyper-
tensives, and the medical protocol for detox will depend on the drug or drugs
being abused, the client’s vital signs and other symptoms, and the known risk for
certain withdrawal symptoms associated with the drugs being used. The duration
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of use of these pharmacological agents to control or cover withdrawal symptoms
are determined by monitoring the client’s symptoms, and these medicines are
slowly tapered as the signs of withdrawal dissipate.

In addition, medicines may be prescribed to control cravings. As mentioned
in Chapter 1, cravings can be both physiological and psychological. For physio-
logical cravings, certain medicines have been found to provide some relief for
the cravings associated with certain types of drugs. The most promising drugs,
such as naltrexone and acamprosate, seem useful for deterring cravings for opi-
oid drugs. There is a great deal of research currently being conducted in the
pharmacological treatment of substance abuse, so more craving-reducing drugs
will likely be developed in the coming years. Some research studies have looked
at using these medicines in conjunction with psychotherapy to provide a one-
two punch at treating a drug problem. The idea is that the craving-reducing
drugs help the client remain in treatment during the early stages when with-
drawal discomfort is common so that he or she has an opportunity to learn new
skills for changing behavior in psychotherapy.

Tools for Treating the Psychological Aspects
of a Drug Problem

Many tools have been developed for treating the psychological aspects of a drug
problem. I mentioned some of these tools earlier but did not discuss their use in
great detail. Psychological tools focus principally on helping the client learn how
to take charge of behavior change. Initially, the therapist aids the client in the
process of learning and using these tools in session, but eventually the goal is for
the client to be able to use the tools on his or her own outside session. This repre-
sents a process known as the generalization of the use of skills. Simply put, gener-
alization of skills means the client is able to use the newly learned skills successfully
across a wide variety of life situations outside therapy. Obviously, the generaliza-
tion of treatment skills is critical for successfully overcoming a drug problem.

In the following sections, different types of change strategies that you may
wish to use with your clients will be discussed. The first section will be dedicated
to behavior-modification strategies used to target patterns of behavior related to
drug use. The second section will review cognitive-modification strategies that
can be used to address thoughts and emotions related to drug use. The third sec-
tion will review skills training and psychoeducational strategies you can use to
teach your clients how to behave and respond differently than they have in the
past, with the goal of coping successfully without resorting to drug use.

Behavior-Modification Strategies

Therapy must address the drug habit before a client with a drug problem can
change the behavior. Habit implies a pattern of behavior that may be rote and
automatic. Your role as a counselor or therapist is to increase clients’ awareness
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about these rote and perhaps automatic behaviors by teaching them how to iden-
tify the pattern. After the pattern is identified its components, from the way it is
reinforced to the way a client responds to its particular cues and situations, must
be altered. These behavioral changes can be addressed in therapy by the use of self-
monitoring, shaping and contingency management, cue exposure and response
prevention, and skills training and psychoeducation. Each of these therapeutic
techniques is described in detail here. Skills training and psychoeducation will
be discussed in a later section because these strategies often represent a merging
of both behavioral and cognitive interventions.

Teaching Your Client to Monitor and Change Drug-Use Behavior Chains

To begin with, the therapist or counselor helps the client understand the context,
function, and reinforcement history of his or her drug use behavior. This is done
by use of behavioral analyses, which are helpful for identifying relationships
between different behaviors and situations to the use of drugs. The therapist or
counselor will want to identify how behaviors, thoughts, and emotions link
together (or interact) in the client’s pattern of drug use. As the therapist discusses
the behavior chains leading to drug use with the client, effort is made to identify
each link in the chain and how it leads the client one step closer to using drugs.
At each point in the chain a client learns what he or she can do to stop the for-
ward progress. In the effort to generalize skills learned in treatment, the client first
learns how to intervene upon each link of the chain in session with your guid-
ance, but eventually must be able to use those interventions on her or his own in
the real world.

For example, imagine that your client tells you about the following behavior
chain for her drug use. She tells you that she uses Xanax (alprazolam) right
before her partner arrives home from work. You ask her about that, and discover
that she feels anxious about her partner’s arrival because the partner tends to yell
at her about something immediately upon arrival home. So she looks at the clock
to see what time it is, and at around 5:00 p.m., when her partner gets off work,
she takes her first Xanax, followed by another one when she hears the garage
door opening a bit later, signaling the arrival of the partner. Her behavior chain
includes the links of a behavior (looking at the clock) and of an emotional
response (anxiety about being yelled at), and particular cues (5:00 p.m. and the
garage door’s going up, as well as the partner’s presence) that lead to the use of
Xanax. By raising the awareness of the client to this chain of events, you have
armed her with knowledge that may allow her to circumvent the use of drugs in
this situation, if you teach her how to respond differently at each link in the
chain. For example, changing her behavior (not looking at the clock or not being
available to be yelled at), changing her response to her anxiety, or changing her
beliefs that Xanax somehow manages her anxiety or diminishes the bad feelings
about being yelled at, will allow her many different ways and points of opportu-
nity to respond in other ways rather than using drugs.
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In order to understand the details about these behavior chains, the client will
need to monitor her behavior, including what she does, when and why she may do
it, what she thinks, how she feels, and, eventually, how she can respond differently.
This requires the ability to self-monitor, which you as a therapist will want to
teach to her. Figure 5.1 represents a form that may help your client self-monitor
behavior, thoughts, and emotions. The form presented here is meant only as an
example. You may wish to devise your own form to include the specific items you
wish for your client to track related to his or her individual needs. The goal is to
generate as much information as possible for your client to use in order to under-
stand how his or her behavior patterns lead to drug use, and what the client can
do at each step along the chain to reduce the likelihood that drugs will be used.

Related to the idea of self-monitoring, you may need to educate your client on
identifying how one behavior links to emotional responses and vice versa. Some

Weekly Drug Use Diary

Date and time you What kind of What happened right before you used (the
started using: drug(s)?—(list time situation, your thoughts, and your
you used each type) feelings)?

Day |

Day2

Day3

Day 4

Day5

Day 6

Day7

Other notes about drug use this week (other observations you made):

Figure 5.1: A sample self-monitoring form.
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clients will have difficulty identifying how emotions relate to the behavior, and
may confuse thoughts with emotions. Other clients may have difficulty identify-
ing alternative ways to solve problems or understanding how to respond to a par-
ticular situation in a different way. You may wish to help your client by suggesting
a number of examples of how to respond differently at each particular link in a
chain. Use a motivational interviewing style when suggesting these options. For
example, you may want to suggest to your client that “other people in a situation
similar to yours have found it useful to respond in this way.” In this way you are
presenting options in a disarming way instead of appearing as if you are impos-
ing your own agenda on the client.

Shaping Behavior

Shaping client behavior in session can be a powerful tool to promote behavior
change. Especially in the beginning of therapy, you may want to shape your client’s
behavior by the use of reinforcement and sometimes by use of punishment. Re-
inforcement makes it more likely that the client will repeat a certain behavior in
the future. Generally speaking, client movements toward changing a drug prob-
lem should be rewarded. The rewards may include giving the client more atten-
tion or time in a session, or perhaps giving praise or offering a compliment. The
point is to make sure that you reward (positively reinforce) the client when she or
he is making progress toward changing drug use.

On the other hand, there may be times when you will want to use punish-
ment with a client. Punishment can be misunderstood, since in some cases it is
linked with authoritarian behavior and used in an attempt to control others
rather than with the goal of changing behavior. It goes without saying that the use
of an authoritarian kind of punishment is not a wise idea for developing a ther-
apeutic alliance, and the research suggests it may be harmful for clients. So when
discussing punishment in the context of psychotherapy, I am not talking about
control or harshness.

In therapy, punishment can be accomplished simply by ignoring what the
client is doing or saying (¢herapeutic neglect), or by expressing disapproval about
the behavior. If the therapeutic alliance is well developed, the client will care
about the relationship with the therapist or counselor, and will be dismayed if
you disapprove of or ignore what he or she is doing in session. Another good
example of punishment involves spending time discussing things in session that
the client has been actively trying to avoid. For example, if the client has not com-
pleted his or her homework from the last session, and you see this behavior as
avoidant, then the punishment might be to use the whole session completing the
homework together. You will know whether this use of session time is punishing
to the client if she or he hesitates about complying or complains about the use of
time.

Using reinforcement and punishment with in-session material can do a great
deal to modify your client’s behavior, if done skillfully and respectfully. After
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shaping the behavior in session, the next step is to have your client practice those
in-session behavioral changes outside therapy.

Teaching Your Client How to Shape Personal Behavior
and Seek Alternative Activities

Eventually, you will want to train clients to take charge of shaping their own
behavior as part of generalizing the new behaviors to real-world situations. At the
same time you’re shaping behavior in session, you should be encouraging clients
to find ways to reinforce themselves for changes they are making so that they will
find it rewarding to act differently. At least in the beginning stages of this process,
you may need to suggest specific types of rewards to your clients that represent
alternatives to drug use or drug-using situations.

Since the goal is to change the behavior patterns that contribute to drug use,
it will be important to incorporate new behavior patterns, or activities, into the
life of your client to replace the old. Helping the client develop alternative activ-
ities that do not involve the possibility of drug use is one recommended way of
doing this. Alternative activities simply means that the behavior is new and pro-
vides an alternative to old behavior that may be linked in some way with past drug
use. Alternative activities should be interesting, stimulating, and relevant in order
to fully engage the client — for example, career and vocational training, new-
hobby development, exercise routines or challenging and vigorous recreational
activity, spiritual or traditional cultural practices, or development of new social
support networks and involvement in new social activities. Alternative activities
also structure your client’s time in order to prevent the risk of boredom and fill
up the time voids left when drug-using patterns are extinguished.

Moving From Extrinsic Reinforcement to Intrinsic Reinforcement

Therapists and counselors should remember that permanent change is more
likely to occur if the client finds the new behavior reinforcing inside and outside
session. Although learning a new behavior in therapy relies a great deal upon
reinforcement (e.g., praise or shaping) by you, eventually the client will need to
rely less on your reinforcement and more on his or her own. After all, you will not
be around to encourage the new behaviors in your clients after treatment or ther-
apy has ended.

Part of encouraging a movement from extrinsic (coming from outside) to
intrinsic (arising from within the client) reinforcement is to gradually taper the
amount of reinforcement you do over time. Tapering is referred to as fading, and
fading encourages the client to gradually become less reliant upon your imposed
reinforcement in session. In the beginning of training a new skill, it is important to
heap lots of reinforcement upon your client to encourage progress. But later, when
the new behavior becomes more habitual, fade the amount of reinforcement you
supply and point out to the client how the behavior changes seems to be improv-
ing his or her quality of life. This will encourage the client to seek reinforcement



186 TREATING DRUG PROBLEMS

through increased personal satisfaction and real-world experiences rather than
from you as counselor or therapist. Eventually the client will find personal rea-
sons to maintain those changes over the long term. The movement from reliance
on extrinsic reinforcement to reliance on intrinsic reinforcement validates that
you have done your job well as a therapist or counselor.

Cue Exposure and Response Prevention

Exposure to reduce sensitivity to cues that may trigger cravings or that may even
be linked to a pattern of behavior associated with drug use can be highly effec-
tive. Exposing clients under controlled conditions to the stimuli that trigger spe-
cific drug use behaviors can modify their reactions to those cues. The exposure
technique was first developed in order to treat clients with anxiety, but has a wide
variety of applications now, including with people who have drug problems. In
the case of treating someone with a drug problem, the stimuli (or cues or trig-
gers) being exposed are those that are directly associated with drug use. To effec-
tively expose a client to a cue or trigger, you must require him or her to face the
cue in session to the point of discomfort and stay in the presence of the cue until
the discomfort fades. The discomfort will rise and fall away like an ocean wave,
and when the discomfort falls to zero the cue will no longer trigger an unhealthy
response in the client.

The second part of exposure is what is called response prevention, in which
you as the therapist prevent the client from engaging in the old behavior while
exposing him or her to the drug-using cue or trigger. Exposure to a cue followed

Mason’s Musical Nightmare

Mason is a 34-year-old client who has been trying to overcome a cocaine
problem. A particular Eric Clapton song about his drug of choice has caused him
some grief; for a long time, when he heard this song it triggered cravings to use
the drug. In his first treatment several years ago, his counselor told him to avoid
listening to the song in order to avoid the cravings. However, a few weeks after
treatment was finished he was stuck in gridlock when he heard the song blaring
loudly in the car next to him. He felt the cravings coming on, and later that day
relapsed. However, now he has a therapist who understands how to use cue-
exposure techniques to reduce the power of triggers such as this song. He has
been assigned to listen to the song constantly while in therapy. At the same time,
he has learned to use relaxation techniques, new skills, and relapse-prevention
methods while he is listening to the song in order to practice using these tech-
niques in real life. As the end of treatment approaches, Mason’s nightmare song
seems to have lost its power to trigger cravings, maybe because he has heard it
so many times in a drug-free context.
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by response prevention allows the client to learn how to break the old behavior
pattern by tolerating the cue without responding with drug use. Eventually the
cue no longer links to drug use, which means the cue no longer will trigger a
drug-using response.

There are different ways to use exposure with clients. The first method, called
in vivo exposure, means that you expose the client under real-life conditions. In
vivo exposure allows clients to practice for experiences they will likely face reg-
ularly in the real world under the controlled conditions of therapy. Let me pre-
sent an example of how in vivo exposure would work with a client. Suppose your
client has chronic pain and a history of abusing prescription pain-controlling
medicines. Chronic pain in this instance represents a cue for drug use. You would
most certainly want your client to learn how to confront his or her chronic pain
directly without resorting to use of the pain medicines. In vivo cue exposure to
pain in session would encourage the client to face his or her pain in real life with-
out responding in the old way.

However, some exposure experiences cannot or should not be done in vivo
(or in real life). Sometimes this is because the conditions are difficult to recreate
and in other cases in vivo exposure might be risky for a client. Under these con-
ditions, counselors or therapists may opt for using szaginal exposure to cues or
triggers related to drug use. In imaginal exposure, you expose the client to cues
under simulated rather than real-life conditions. Imaginal exposure might
involve role-playing particular high-risk situations related to drug use during a
session, or having the client imagine being exposed to those situations. The goal
for imaginal exposure remains the same as for in vivo exposure: to lessen the
potency of a cue to trigger a drug use response in your client. Imaginal exposure
targets cues indirectly, whereas the in vivo method targets cues directly.

Cue exposure with clients who have drug problems can be particularly effec-
tive to diminish the power of cues or triggers that will likely be encountered by
clients outside treatment. For example, if the client will be exposed to variety of
drug-related cues or triggers in the home or in the neighborhood, then it will be
important to try to reduce the client’s sensitivity to those cues. In the past, some
treatment professionals have been wary of exposing clients to such cues while in
treatment, worried that their clients might be too weak to resist the temptation.
However, the only way to break the bonds between the cues and the old behav-
ior is to practice new responses when faced with the cues. Therapy is the best and
safest place to do this. Avoiding exposure in therapy of a cue that your client will
likely encounter will not help your client prepare for the moment when she or
he comes face to face with that cue outside treatment or therapy. It makes sense
to reduce the power of the cue during therapy in order to inoculate your client
from its effects. The research suggests that cue exposure is a highly effective tech-
nique for curbing drug use cravings and habits.

In addition, exposure can be varied in terms of its dose. For example, you may
want to start exposure with a mildly uncomfortable cue to begin with, and when
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the client experiences no more cravings or temptations when facing that cue, then
you may wish to move up to a little more uncomfortable trigger. Graduated cue
exposure like this often is referred to as systematic desensitization. With system-
atic desensitization, you begin with less threatening cues, and then after the client
loses temptation to use in the face of such cues, move on to more potent cues that
cause greater levels of temptation. This process requires developing what is called
a hierarchy of cues or triggers, which means that you ask the client to rank-order
cues from least to most powerful in terms of their ability to produce cravings or
temptations. After the client completes the ranking, you start by exposing the
client to the lowest ranked cue until the discomfort subsides permanently, and
slowly work your way up through the hierarchy as the client masters facing the
cues with no experience of craving or desire for drug use. Remember to prevent
the drug-related behavioral responses that have been linked in the past with such
cues as you conduct the exposure. In addition, counselors and therapists need
to make sure that clients succeed in the exposure experience, which is why you
want to start with less threatening cues in the beginning of this type of therapy.
Only after your client has mastered one cue should you move on to the next in
the hierarchy.

Exposure is a highly technical therapeutic skill to master. I would strongly rec-
ommend that new therapists get structured clinical training and supervision when
learning how to conduct this type of behavior-modification technique. However,
learning how to conduct exposure will add a highly effective tool to your thera-
peutic tool chest, so I strongly recommend taking the time to get trained.

Cognitive-Modification Strategies

Therapy also needs to address client beliefs that contribute to drug use behavior
if a client is going to successfully change that behavior. Because of the power of
thoughts and beliefs to influence future behavior, cognitive modification strategies
should be used to address thoughts, perceptions, and emotions related to drug
use. This would include modifying positive expectancies by use of expectancy
challenges; thinking about the natural consequences of drug use behavior before
actually engaging in it; learning how to problem solve and plan ahead; and alter-
ing distorted perceptions and thoughts through the use of other strategies such
as imagery, meditation, urge surfing, and thought stopping, all of which will be
discussed in the following sections.

Expectancy Challenges

Your clients’ positive expectancies about drug use could present a roadblock to
behavior change. It will be crucial to teach your clients how to challenge these
expectancies in a variety of ways. One method involves simply presenting infor-
mation to your clients that may contradict or refute the existing beliefs they have
about the effects of drugs. When doing this, though, you must be very careful not
to lecture or preach. Use a motivational interviewing style in order to present
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these facts in a disarming way. Try not to put the client on the defensive by say-
ing “you” or “your” beliefs, but instead make the presentation more impersonal
by saying “some people believe that drugs have this effect, but the research has
shown that is not true.” You may wish to assign readings to your clients that pre-
sent these facts in an objective and nonjudgmental way, so that the assigned read-
ings, rather than you, are disputing the clients’ views.

Additionally, other types of cognitive-modification strategies can effectively
challenge expectancies. One strategy, called hypothesis testing, teaches your
client to view his or her belief as a hypothesis that needs to be examined rather
than an unquestionable fact. A related modification strategy, called data collec-
tion, teaches your client to gather evidence to support and refute his or her
beliefs about drug use. For example, if your client has a certain belief about drug
use, ask him or her to find a way to test whether that belief is really true. Sometimes
you can do this by having the client walk through past experiences to see whether
those experiences support the belief. Frequently they do not, which is exactly the
point of this exercise. Another way to gather data and test a hypothesis involves
having the client discuss all the evidence in favor of the targeted belief, but then
to turn around and have the client discuss all the evidence that refutes the belief
as well. This strategy allows the client to see both sides of the argument about the
belief to determine its truthfulness. Finally, you may want to ask your client to
determine how frequently what he or she believes to be true actually happens in
real life. In this way, you get the client to see that a belief about drug use may be
partially true, but not always. This is an especially good one to use when address-
ing beliefs about the positive effects of drug use (e.g., the high may be good
sometimes but not all the time).

Examining Consequences

A second important cognitive-modification technique involves examining con-
sequences. One way to do this is to ask your client to examine the consequences
of believing certain things or behaving in a certain way. For example, have your
client examine how her or his beliefs about drug use lead her or him to act in cer-
tain ways. In addition, the therapist or counselor may ask the client to imagine
how her or his behavior would be different if she or he thought differently about
this situation. This exercise can illustrate to the client how her or his behavior is
being governed to a large degree by what she or he believes about drug use, and
that, if the client simply changes the way she or he thinks, then the behavioral
outcomes may become radically different. Some clients find great hope in such
an exercise, as well as a sense that they can liberate themselves simply by chang-
ing their thoughts.

Another helpful exercise asks the client to walk through a behavior chain to
its natural consequences. Many times a client will act without thinking about what
the eventual outcome of such an act might be. For example, a client may tell you
that he wants to visit a friend at the friend’s home. You remember this is one of
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the client’s friends that he used to smoke marijuana with. The behavior itself may
seem very harmless to the client on the sutface, and the perception of risk very
low. You may want to ask the client to walk down this path so that he can see
what eventualities may be ahead — consequences he may not perceive when first
thinking about the visit. By walking down the path (“So what happens after you
step inside your friend’s house?”) and then continuing down it (“Then what may
happen, and what may happen after that. . . ?”), the client may eventually see
that the friend may act in ways that could tempt him to smoke, events that he had
not considered when simply thinking about “stopping by to see my friend.” Hav-
ing the client walk down the full length of the behavior chain allows her or him
to see a likely risky outcome to what initially seemed like an innocent act.

Problem Solving and Planning Ahead

In my experience, one of the most difficult things to learn for clients who have
drug problems is how to effectively solve problems and plan ahead. Therapists
and counselors must not assume that clients have these abilities when entering
into treatment, and may want to assess problem-solving and

planning abilities as a part of therapy. If these abilities are
not apparent, you will want to teach your client how to do
these things. The inability to solve a problem places a per-
opportunities brilliantly son at risk for coping ineffectively, which may lead to drug
disguised as insoluble use as an escape from the problem. As you may remember,
in Chapter 3 I described a strategy for teaching clients how
to problem solve by specifically defining the problem, brain-
— JOHN W. GARDNER  storming solutions, and selecting the most appropriate solu-

“We are continually faced
with a series of great

problems.”

tion to solve the problem. Make sure that your client knows
how to conceptualize and solve problems in this very systematic way.

In addition, train your client to think ahead by setting goals and mapping
strategies for how to reach those goals. Have your clients learn to outline plans
for how to get from the present to where they want to be in the future with regard
to these goals, and what logical sequence of events needs to happen to reach the
goal. Many clients are uncertain how to plan ahead and find it very difficult to
know where and how to start to reach a goal. Teaching your client how to out-
line a plan for reaching a particular goal will be critical. You can use the treat-
ment plan as a model with the client to illustrate how to develop such an outline,
but also use it to teach the client how to systematically and periodically evaluate
progress and make midcourse corrections needed to reach desired long-term
outcomes.

Imagery

Another cognitive-modification technique, called z7zagery, is used primarily to
improve self-efficacy or to relax. Imagery allows the client to imagine situations
in session. Imagery differs from imaginal exposure since the goal of imagery is
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not to be exposed to an uncomfortable situation. In fact, imagery has virtually
the opposite goal, as you will discover. Imagery can be guided in session by a
counselor or therapist, who instructs the client to close his or her eyes, and then
tells the client to concentrate on a particular situation or setting being described
by the counselor or therapist. However, eventually the counselor or therapist will
want to teach the client to guide his or her own imagery, so that the client can
use this tool in real-world situations.

Imagery can be used to effectively increase the client’s self-efficacy. Imagery
used in this manner focuses on imagining situations in which the client is able to
perform a specific task or solve a problem successfully, or negotiate a high-risk
situation without using drugs. This type of imagery allows clients to imagine suc-
ceeding at tasks and experience how that feels, so that they begin to develop con-
fidence in their ability to succeed at these tasks under real-world conditions. The
counselor or therapist reinforces the imagined success, which encourages the client
to use the behavior successfully in real life. Imagery used in this way can be a
great confidence-builder for a client.

Another important use for imagery in session involves teaching your client
how to relax. Imagery can be used to take your client to a quiet and peaceful
place in her or his mind whenever she or he feels stressed. Counselors and ther-
apists teach their clients to create such safe places to which they can return when
they need stress relief . In other situations clients can be taught how to take mini-
vacations by imagining they are in different places, such as in Hawaii on a beach,
or in a place that may have special meaning to them. Developing the imagery may
require imagining sounds, smells, and other sensations beyond merely imagining
a scene. Sometimes the imagery can be done in conjunction with various types
of meditation. Using imagery in this way helps the client develop the ability to
check out of stress in a healthy way, a skill she or he likely will use many times
outside your office.

One particular type of imagery, called urge surfing, is a technique used for dis-
tress tolerance and relapse prevention. Urge surfing encourages the client to
imagine drug cravings like an ocean wave that may swell up but eventually will
subsides This imagery allows clients to see cravings as temporary discomfort
rather than as an insurmountable and intolerable condition. More will be said
about this technique in Chapter 7.

Meditative Practices Including Mindfulness

Meditation can be used effectively as a cognitive-modification technique to aid
in changing drug problems. Meditation generally includes a strong mindfulness
component, which teaches clients how to stay focused on the present moment
rather than worrying about the future or fretting about the past. Meditation
hones concentration skills that may benefit the client greatly in solving problems
and making plans. In addition, the client can use meditation to alter his or her
perception of reality without resorting to chemicals; and because of this change
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of perception, it may allow the client to view problems as not insurmountable or
situations as being not so intolerable as first imagined. Meditation can help clients
place things in perspective, an important skill for people who are changing drug
problems.

Sometimes therapists practice meditation themselves and can instruct clients
on the basics. However, it may be more desirable that the client find a teacher in a
nontherapeutic setting so that the meditation training can continue uninterrupted
after therapy has ended. In some cases a recommendation to attend an intensive
meditation retreat may be a good way to help the client to start learning these

skills.

Thought Stopping

Sometimes the client faces ruminative or obsessive thought processes that hinder
progress. The client may find his or her mind wandering, spinning, or racing out
of control with negative thoughts that are not helpful. Sometimes the thoughts may
be related to regrets or past shortcomings, and in other instances the thoughts
may be related to self-inflicted put-downs or doubts. Counselors and therapists
should teach clients how to stop such destructive thoughts in their tracks.

Teaching thought stopping represents one way to help clients freeze those
harmful thoughts before their toxicity can harm progress. In thought stopping,
the client learns to literally stop the thoughts right then and there in a dramatic
fashion. One way to do so involves saying the word szop! out loud when she or
he notices rumination or obsession in action. Sometimes the client may have to
say stop! in a dramatic way to break the chain of thoughts. Sometimes it will be
sufficient for the client to simply imagine the letters S-T-O-P, or to imagine see-
ing a stop sign or stoplight in his or her mind that breaks the cycle of negative
thoughts. Instruct the client to throw up a cue to stop the cycle of thoughts when
she or he is obsessing or ruminating and to do something different after the stop
has been thrown into place.

An example might be when a client ruminates about a regret she has about
past drug use. You teach her that once she catches herself engaging in this type
of thinking, she must say stop! out loud (if she is at home) and, if the thoughts are
potent, maybe even slam a book down on a table as she does so in order to dis-
tract her from the chain of thoughts. (You can teach her to imagine the S-T-O-P
silently if she is out in public.) After the stop is thrown into place, teach her to
go do something else. So, for instance, she might want to take a walk outside if
she is in the house. The point is to break the thought pattern by whatever means
necessary, including use of distraction, and to engage in a new activity.

Modifying Other Kinds of Thinking Errors

Other kinds of misperceptions and errant beliefs cause trouble for people with
drug problems. Since drug use often involves behavior that would naturally
hinder a person’s ability to think clearly about life circumstances, it likely is no
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Psychological Tools for Changing a
Drug Problem

* Self-monitoring

¢ Shaping and contingency management
* Cue exposure and response prevention
* Expectancy challenges

¢ Hypothesis testing and data collection

* Previewing the natural consequences to the behavior chain
* Problem solving and planning ahead

¢ Imagery

* Meditation

¢ Urge surfing

* Thought stopping

¢ Challenging thinking errors

* Accurate estimation of threat

¢ Assessing the realistic outcome

* Alternative ways of thinking

¢ Skills training

¢ Psychoeducation

¢ Alternative activities

¢ Support groups

surprise that many people with drug problems make errors in the way they inter-
pret reality and their places in it. This kind of distorted thinking can become
habitual and presents a challenge that can interfere with successful treatment
outcomes. Therapists and counselors will likely want to assess for and intervene
upon the following errors in thinking if their clients are engaging in them.

All-or-Nothing Thinking

The first type of thinking error involves engaging in what is called all-or-nothing
thinking but also can be thought of as black-and-white or rigid thinking patterns.
This type of cognitive pattern is problematic because it limits the client’s choice
to only one or two options, both which are generally unpleasant. People with
drug problems in particular may have problems with this type of thinking error
because psychoactive substances can reduce the capacity for abstraction. The
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reduced ability to abstract may cause the client to see fewer options when placed
in situations in which she or he may have to solve problems or make choices. As
you can imagine, all-or-nothing thinking errors, which narrow options in life, can
cause the client to feel trapped in a problem or even to dig in his or her heels
when confronted with change and uncertainty.

As a therapist or counselor, you will need to assess for any evidence that your
client is thinking in this way. The client’s language generally will expose this type
of thinking error: using words and phrases such as all, every, always, never, nothing
ever, no other choice, or only one way is one clue to such an error. Your job as a ther-
apist or counselor is to increase client awareness of the number of choices that are
available. There are different strategies for doing this. As a first strategy, you could
ask your client to consider what other people might see as an option, or how other
people might view the problem or situation. This strategy increases options by
inviting the client to see another point of view. A second strategy encourages the
client to describe what kind of advice he or she would give to a friend in a similar
situation. This strategy has the advantage of taking away the perception of personal
limits by focusing the problem or situation on someone else. If the client provides
new solutions for another person, you can use that information to challenge the
client to consider that those options might work for him or her, too.

Anticipating a Negative or Poor Outcome

A second type of thinking error that can hinder progress is anticipating a nega-
tive outcome. When engaging in this thinking error, people believe that an event
will likely have a lousy outcome most of the time. If something nice does happen
instead, then the person believes it must have been a fluke or else fully expects
the other shoe to fall soon. Anticipating a negative outcome causes a client to be
pessimistic about chances for changing drug use, or may even set the client up
for relapse because of a belief in a poor outcome. This kind of thinking error
commonly occurs with people who are depressed or anxious, disorders that com-
monly co-occur with a drug problem.

Anticipating a negative outcome can be expressed in three different ways.
First, clients may engage in what cognitive therapists call fortunetelling, which
means that they believe they know for certain what the outcome of an event will
be (and it is usually not good). This type of error leads clients toward inertia,
because it seems fruitless to try to cope since the outcome appears to be failure.
You may wish to use the following strategies to modify this type of error. First, you
can ask the client to determine how often he or she has been in the situation in
the past, and then how often the outcome has been negative. Frequently the
client will discover that the odds are not as bad as they anticipate for a poor out-
come, and that in fact the odds may favor a neutral or even positive outcome.
Second, you may wish to challenge the client to tell you how she or he knows the
outcome (the future), then perhaps have the client test the assumption of a poor
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outcome. This may have the effect of challenging him or her to move forward in
spite of the prediction of doom by collecting personal data on a real-life outcome
rather than simply guessing that the future will be unpleasant. Some cognitive
therapists call this hypothesis testing, which means teaching clients to test their
assumptions about outcomes just as scientists do.

Second, the client can expect a negative outcome by engaging in what cogni-
tive therapists call catastrophizing, which means expecting that the worst possible
thing that can happen, will happen. To combat catastrophizing, therapists and
counselors want to ask clients what they imagine is the worst thing that can hap-
pen, in order to get the worst possible outcome on the table. That question should
be followed by, “What is the best possible outcome?” This question allows clients
to view a range of outcomes for perspective, rather than merely focusing on the
negative. Finally, ask the client, “What is the most realistic outcome?” which of
course usually falls somewhere in the middle.

Third, related to catastrophizing, another form of anticipating a negative out-
come is called overestimation of threat, which occurs when clients assume that
the likelihood of a bad outcome is much greater than reality would suggest. In
addition to the questions previously suggested to challenge catastrophizing, you
will want to have the client determine how frequently this anticipated negative
outcome has happened in the past versus when it did not occur. For example, the
client may believe that the probability for a poor outcome in this particular sit-
uation may be somewhere in the neighborhood of 80-90% at first. But if you
challenge the client to consider how many times in the past he or she has been
in the situation, then determine how many times the predicted negative outcome
has occurred in the past, you will likely end up with a much smaller ratio than
80-90% of the time. Frequently the realistic probability dwarfs what the client
initially believes because he or she has exaggerated the threat of the poor out-
come in his or her mind.

Discounting the Positive

A third type of thinking error that may interfere with changing a drug problem
is called discounting the positive. When clients engage in this type of thinking
error, they generally ignore or refute evidence that supports the idea that posi-
tive events or changes are happening to them. Frequently this type of thinking
error can be detected in a client’s language. You as a therapist may point out
something positive to your client in session, but a client engaging in this think-
ing error may respond by saying, “Yes, but. . ..” At other times the client may
have problems accepting a compliment or may express suspicion when one is
given, or may verbally diminish the impact or importance of a positive event.
This behavior may cause the client to discount positive or reinforcing experi-
ences related to drug behavior change, which can adversely influence motivation
and commitment to continue making changes over time.
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To counter this thinking error, ask the client to come up with alternative expla-
nations (other than one discounting the experience) for how he or she could
interpret the compliment or the event. If the client has trouble doing this, ask how
another person might interpret the compliment, the positive outcome, or the re-
inforcer being discounted. Another strategy involves having clients examine the
consequences of believing the way they do (discussed earlier this chapter), and
then following the suggested strategy for altering perceptions in order to alter out-
comes. Finally, the therapist or counselor may want to play the devil’s advocate
if the therapeutic alliance seems strong (see Chapter 3) and agree with the client
that the negative interpretation probably is the correct one, and maybe extend
or exaggerate that negative interpretation to the point that it sounds ridiculous.
In using the devil’s-advocate strategy, you hope that you will nudge an ambivalent
client toward taking the positive side of the argument (since you are taking the
negative side). In effect, by discounting the positive more than your client is, you
may find your client discounting the negative just to spite you!

Emotional Reasoning

Emotional reasoning, a fourth thinking error that may hinder changing a drug
problem, occurs when a person decides something must be true simply because
it feels like it must be true. Emotional reasoning places intuition above evidence,
and the client often uses circular reasoning to perpetuate these types of errors.
Sometimes a client’s language will be a tip-off. For example, your client may
share with you a particular perception or belief she has that seems to come out
of left field, in your opinion. You ask your client why she believes that, and she
responds, “Because, I just know it is true.” This type of reasoning, based more
upon gut feelings rather than real-world information, can cause clients problems
if the misinformation makes them vulnerable to a risky drug use situation, to
making an error in an interpersonal relationship, or to underestimating the risk
involved with behaving in a certain way. Again, hypothesis testing and data col-
lection can be important strategies to get the client to consider whether the ideas
really have some validity. In addition, you may wish to ask the client to consider
alternative interpretations or ways of thinking about the situation by asking how
someone else might interpret the event.

Labels That Trap Clients

Labeling, afifth thinking error that causes problems for someone trying to change
a drug problem, occurs when the client labels him- or herself in a way that stig-
matizes or suggests little hope for change. One example of such a label would be
calling oneself a black sheep. Recall from Chapter 1 that labels can be helpful or
harmful, and that the difference depends on whether the label helps identify
solutions to the problem. Considering oneself a black sheep can help make sense
of past behavior and interpret past relationships with others, but continuing to
think of oneself as a black sheep may lead to continuing to act like a black sheep.
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It would be better if the person would reframe such a label from black sheep to
black sheep no longer. This example illustrates one way a therapist or counselor
can help a client with this type of thinking error, by prompting him or her to
reframe labels in a way that provides for a more positive interpretation of behav-
ior and potentially suggests a more positive outcome in the future. Labeling can
contribute to following /zfe scripts that may lead to poor outcomes for clients. In
other people, the label may suggest a fatalistic attitude that change is unlikely,
and that fate (the label) controls the outcomes. The label may contribute to a
self-fulfilling prophecy that does not bode well for the client. Other great exam-
ples of labels that may need to be modified include junkie or drug addict. The
reframes for these labels that would help your client are junkie no more or drug
addict no longer.

Negative-Thinking Filter

Negative-thinking filters are a sixth type of thinking error that can hinder progress
in treatment or therapy. This type of thinking problem commonly occurs among
people who are depressed and anxious, but also is frequently seen among people
with drug problems. With negative-thinking filters, the client actively looks for
bad things to happen to her or him, rather than actively looking for the good or
even for a balance between good and not so good. People engaging in this type
of thinking error often scan the environment for negatives, meaning they selec-
tively attend to cues in the environment that support the view that bad things are
happening to them, that they are cursed, or that life has dealt them an unfair
hand, rather than looking for the positive. Among drug users, you may see the
client actively ignoring signs of progress or even overlooking evidence of new joy
or successes occurring as a result of therapy. The counselor or therapist working
with such a client will want to make assignments so that the client focuses on the
positive, gathers evidence to support the idea that good things are occurring, and
learns to challenge the thinking error with evidence that disputes the perception
that only negative things are happening to her or him. The therapist or counselor
may assign observational homework to collect real-life data to work toward this
end, as well as develop lists that focus on gathering evidence that positive things
are happening to the client.

Perfectionism can be one result of such a thinking error, since perfectionists
often scan for negatives in other people. Perfectionism makes intimacy difficult,
since the other person never quite stacks up to the expectations of the perfec-
tionist. In clients, perfectionism can cause problems with interpersonal relation-
ships. Perfectionism often harms the client, as well, since life and other people
are doomed to fall short of such lofty expectations. Cognitive exercises for treat-
ing perfectionism include hypothesis testing and data collecting to test whether
the assumptions held by the client are reasonable, and probability testing to
assess whether the expectations are likely to occur as the client predicts. In addi-
tion, an interesting behavior-modification strategy would be to assign a client to
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intentionally make public mistakes (that will not harm the client or others) for a
certain period of time. The client records or monitors emotions and thoughts
related to this exercise of making mistakes, and then those observations are dis-
cussed in session. The goal of this exercise is to moderate the high expectations
on others and the personal need to aspire to perfection.

Mind Reading

A seventh type of thinking error that adversely affect the course of therapy is
referred to as a mzind-reading error. Clients commit this type of error when they
believe that they know what others are thinking or feeling in the absence of any
hard data. People with drug problems often use this type of thinking error to
perpetuate thoughts about feeling unwanted, excluded, or isolated from others,
including family, friends, and even the larger society. Mind reading leads to many
unspoken assumptions on the part of clients, assumptions that often translate
into sometimes erratic and unpredictable responses in social situations. Fre-
quently a mind-reading error is speculative and without any data to support it.
Therapists and counselors can teach clients to challenge these errant assump-
tions by testing them. Clients can be taught to treat such assumptions as hypothe-
ses that need to be tested, and to collect data that either support or refute these
hypotheses. The weight of evidence can be examined in session to determine
what it suggests about the truth of the assumptions. In addition, the therapist may
wish to ask the client, “What is another way to interpret this situation?” or “What
is an alternative way of thinking about this issue?” or perhaps “How do you think
another person such as (insert a name or role) might interpret this same situation?”
The idea is to open the client’s mind by indicating that his or her interpretation
is but one of several that can be made. Especially if the client with a drug prob-
lem uses mind reading to self-isolate, it will be very important for his or her coun-
selor to teach the client to challenge these thoughts.

Overgeneralization

Overgeneralization, the eighth type of thinking error that can cause problems for
a person attempting to change a drug problem, involves making sweeping con-
clusions drawn from scant evidence. The person making this type of error usually
makes a sweeping negative conclusion as a result of inductive rather than deduc-
tive reasoning about situations or circumstances. Something small may happen to
the person, who then takes that event and draws universal conclusions. For exam-
ple, a person with a drug problem may try once to get a job, not get it, and then
decide that he or she cannot or will not get a job, ever. Such a sweeping general-
ization contributes to a sense of hopelessness that can thwart progress in treat-
ment or therapy.

Counselors and therapists must contain overgeneralizations from their clients
when they engage in this type of thinking process. Many times a sweeping gen-
eralization can take on a life of its own, like a runaway freight train. The goal is
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to slow and calm the person, and then get him or her to focus on the very spe-
cific situation (rather than the generalization) by asking him or her to describe
the event in very specific terms and descriptors. So rather than letting the client
jump to the conclusion that no job is possible, get the client to focus on the inter-
view and what happened only in this event, with the idea that there may be other
explanations (e.g., the job was already filled, or the client sought a job outside of
his or her area of vocational skill, or perhaps the client interviewed poorly or had
a poorly designed résumé in hand). Another method to address an overgeneral-
ization error would be to ask whether there may be an alternative way to inter-
pret or think about the event.

Overgeneralization thinking errors are commonly observed among people who
have phobias. Since drug users may have co-occurring Social Phobia, Agora-
phobia, or other types of fears, this type of thinking error may be one to assess for
when working with a new client who you suspect has a co-occurring phobia.

Maladaptive Thoughts

A ninth type of thinking error is not necessary an error at all, but represents a way
of thinking that may be true (or partially true) but not helpful. These thoughts
are called mzaladaptive. Maladaptive thoughts often contribute to rumination or
to obsessive thoughts. Rumzination, generally associated with depression or anxi-
ety, can be defined as an endless stream of negative thoughts that spin around in
a person’s mind like hamsters on a treadmill. Obsesszve thoughts, usually associ-
ated with anxiety, represent persistent worry or unwanted thoughts related about
a very specific item or area of one’s life. Among people with drug problems,

What Are You Thinking, Theresa?

Theresa is meeting with her therapist. One of her homework assignments
was to seek out and interview for a job during the last week. Her therapist,
Janice, is asking her how it went. Theresa begins with, “It’s useless. | went on
this interview and it’s clear to me that I’'m not going to get a job.”

Janice replies, “So what makes you say that?”

Theresa continues, “l could tell by the way that she was looking at me when |
entered the room for the interview that she didn’t like me. In fact, I'm sure that
will be true at other interviews, too. People just don’t like me.”

Janice asks, “What did go well during the interview?”

Theresa says, “Well, she said that | had the right skills for the job, but they
didn’t have any openings right now. But, you know, she was just saying that. | can
tell this just isn’t going to work. Face it; | will never get a job at this rate.”

Can you identify Theresa’s thinking errors? What would you do to challenge
those errors?
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rumination generally presents through regrets about past mistakes or lost oppor-
tunities, and obsessive thoughts usually are associated with drug use behavior.

The challenge with changing maladaptive thoughts is that they may be par-
tially true. The problem is that the client spends an inordinate amount of time
and energy focusing on things that may be true but likely cannot be changed.
Under these circumstances, it is useful for the client to learn the “Serenity Prayer”
to remind him or her that there are some things that cannot be changed, and for
unchangeable things the solution is acceptance of the situation. However, accept-
ance is not the final step, because it must be followed with behavioral activation
to cope in spite of the unchangeable events or facts. In essence, you want to teach
the client to accept the things that cannot be changed, but not to use acceptance
as an excuse for inertia or to avoid progress in other related areas. Teaching a
client distress-tolerance skills (see the Skills Training section later in this chap-
ter) also can be helpful under these circumstances, but again the goal should be
behavior change in spite of these unchangeable circumstances.

In addition, a client engaging in maladaptive thinking usually blows the threat
out of proportion. As an example, the client may have concerns about certain sit-
uations that may cause him to freeze in therapy. In order to get the client moving
again, you must challenge him to consider, “What is the most likely outcome?”
and “What is the realistic probability that this maladaptive way of thinking will
harm me permanently?” As another example, the client may have serious con-
cerns about the survival of a relationship, and there is evidence that supports
those concerns. A client may be tempted to check out of therapy at that point.
You as the counselor or therapist will have to refocus the client. One way to do
so is to have the client determine likely outcomes. One assumption by the client
is that he or she will be unable to survive the broken relationship, which gives
you a place to intervene as a therapist. The broken relationship may be a prob-
able outcome, but it does not mean that the client’s life will be over (as she or he
may believe). Under these circumstances, focusing excessively on the possibility
of the breakup hinders therapy, so the client needs to be directed toward accept-
ance, and then towards behavior change in spite of the distress.

Shoulds Versus Wants: Rule-Governed Bebavior

A tenth type of thinking error involves the content behind should or must state-
ments. Should or must statements are detected in a client when she or he acts in
a certain way because of a personal rule about life. Personal rules often develop
as a result of personal experiences; in some cases, rules about life are taught to
or indoctrinated into the client by others. The problem is not necessarily the rules
so much as their rigidity of application. A rule may have been functional (or help-
ful to the client) in the past, but no longer functions well in the present; or a rule
may be functional in some situations but not if applied universally, as some
clients will do. Some examples of rules might include “I have to be perfect” or
“I have to take care of (fill in the name or role)” or perhaps “It is my obligation
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to do this.” The language is usually a tip-off for such a rule, and you can spot such
rules when a client uses the words should or nzust. Problems arise when these rules
cause clients to be miserable under their bonds, when the rules are viewed as
valid without exceptions, or when the rules set the client up to fall short or fail.

Many cognitive therapists have found that when clients confuse shou/ds in life
with wants they are contributing to their own misery. Clients may be operating
with a wide variety of assumptions, or rules about life, that may cause personal
hardship and life problems because the rules being used to guide behavior do not
lead to healthy choices. Help your clients to sort through their personal rules.
Have them examine the rules not as absolute truths about life but rather as
options or choices, so that clients have the capacity to alter the rules to make them
reasonable and attainable. The goal may be not to replace the rule, but rather to
make it less binding or rigid. Helping clients see that personal rules can be mod-
ified may help them see the world in less rigid ways.

Another way to change a rule is to make it into an ideal rather than an absolute
should. You can help your client reformulate a rule so that it is not so rigidly bind-
ing on the person, so that he or she can see it as an ideal goal for a situation but not
an absolute demand. For someone who is a perfectionist, the goal may be to use
cognitive-modification strategies to encourage the client to change the rule from an
absolute “I should not make mistakes” to an ideal goal of “I will try to do my best.”

The shoulds in life often contribute to what is called rule-governed bebavior,
meaning simply that the person acts a certain way because of the rules, not
because he or she necessarily wants to act that way. Rule-governed behavior can
cause difficulties since behavior is perceived as an obligation rather than a choice.
People with drug problems who feel obligated to act a certain way can get into
trouble when the rule-governed behavior results in strong negative emotions
(remembering Chapter 1). Rule-governed behavior can cause a person to feel
resentful (abiding by shoulds rather than what the person wants out of life), guilty
(if the obligations are not met), or unhappy (if the obligations are unfulfilling).
Any of these strong negative emotions may be potential triggers for drug use.

The first step is to identify the rules that are causing the resentment, guilt, or
unhappiness. When these have been labeled, therapy can focus on modifying the
rules in a way that liberates the client from the obligations and converts the
shoulds to wants. In some cases, the obligation cannot be realistically replaced,
but it can be modified to be less restrictive and rigid — to be an ideal goal. In
these instances, obligation can be balanced by realistic expectations and by
restoring some of the client’s freedom to choose. Sometimes examining the rule
that governs the behavior in therapy will reveal that the rule may have developed
from another type of thinking error, such as all-or-nothing thinking. Maybe the
rule has been distorted, and by using a combination of the cognitive-modification
strategies mentioned earlier in this chapter, the therapist or counselor can allow
clients to see other alternative ways of thinking and acting that may leave parts
of their rules intact and functioning better for them.
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Skills Training

Of course, behavior and cognitive modification are not meant to be mutually
exclusive endeavors in therapy. Behavior- and cognitive-modification strategies
can be combined as a one-two punch to aid your clients in changing drug prob-
lems. Many times, behavior patterns and thought patterns cannot be easily sepa-
rated, and often behavior and thoughts seem to interact in complex ways. Using
various combinations of behavior- and cognitive-modification strategies to change
drug use patterns helps you develop sophisticated and relevant individualized
treatment plans for your clients.

The most common intersection of behavior modification with cognitive mod-
ification occurs in the area of training new skills. Skzlls training begins with
assessing the current level of client skills to determine whether he or she has the
skills necessary to successfully cope with a particular situation or successfully
complete a particular task without drug use. Obvious clues that a client may not
have good skills in a particular area may include evidence that your client may have
failed in the past under similar conditions, or that the client may have avoided
coping with such a situation in the past. A second set of clues may be within-
session evidence, failure to cope well in session with you during a role-play, or
problems in interpersonal behavior while interacting with other treatment clients.
Finally, as mentioned in Chapter 4, the client may show signs of skill deficits dur-
ing an assessment, such as the Situational Competence Test, or may respond
slowly and vaguely when attempting to solve a particular problem in session.

If the skills are present but the client still is not succeeding, then a second con-
sideration is whether the problem may be a misapplication of skills. Sometimes
clients may have the skills necessary to succeed, but fail at applying those skills
at the appropriate moment or in the appropriate way. If your client knows how
to cope successfully with a particular situation in session but still shows signs of
not being able to respond successfully outside session, then you should suspect
a problem not with lack of skills but with their application.

The answers that you uncover via these two sets of assessments will dictate
what you should do with your client. If the skills are absent, then you teach the
skills. If the skills are present but not being used appropriately in the situation
being analyzed, you must train the client to understand how to use the already
present skills under the conditions being analyzed. Perhaps your client misfires
by not picking up on cues that suggest it is time to use these skills. In this case,
you teach your client how to identify these cues. Perhaps the client misfires
because he or she does not understand that this situation is similar to another that
he or she would know automatically how to respond to effectively. Under these
circumstances, show your client how this particular situation is similar to the other
situation, so the client understands that she or he should respond in the same way.
Perhaps your client misfires because risk is misperceived. In this instance, you
must elevate the client’s awareness of risk in this particular situation.
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Finally, generalization of skills will help to circumvent the problem of misap-
plication of skills. The client may learn a set of skills in session, but there is no
guarantee that the client can generate those skills once outside of session, and
especially under stressful conditions in the real world outside of therapy. In order
to ensure that the client learns how to use these skills outside therapy, the coun-
selor or therapist must make sure the client practices using the skills in different
situations in and outside sessions.

Homework assignments are the best way to generalize skills learned in session
to situations outside therapy. Assign your client to practice what she or he
learned today with you in session in various situations outside therapy. Check on
homework progress during the next session, first thing. Evaluate whether the
client puts these skills into practice across a wide variety of real-world conditions,
and whether he or she succeeds when using the skills. Finally, use the reinforce-
ment principles discussed eatlier in this chapter, and encourage the movement
from extrinsic reinforcement for successfully using these skills to intrinsic rein-
forcement. Helping the client see the benefits of the new behavioral skills outside
therapy will aid in this process. If the client can see the personal benefits for prac-
ticing these new skills, then it is likely that she or he will use them more often and
in more diverse real-world situations over time.

Clients may have difficulties with one or multiple types of skill set. The type
of coping problem the client experiences can suggest what kind of skill set that
you may need to teach. First, clients who cannot care for themselves or cannot
do basic tasks in their lives may have deficits in average daily living skills (ADLs).
ADL:s are the basic skill sets that most of us take for granted, but we should not
take it for granted that they exist in our clients. Some examples include whether
your client knows how to shower, keep and balance a checkbook register, read
and write, take medicines as prescribed, prepare and cook food, go shopping,
drive, and other basic skills like these that may be important to know in order to
cope with our society on a daily basis. A second and related type of skill set
involves the ability to reach vocational goals, which of course concerns whether
the client has the skills necessary to get and keep a job. Does your client know
how to create a résumé, to interview well, and to dress appropriately for work?
Finally, a third and related skill set concerns whether a client knows how to stay
healthy by exercising or eating right. Each of these basic skill sets is often
assumed to be present but may not be in some of our clients.

In addition to these ADLs, there are many other types of skill sets that may
be missing among our clients that we may need to teach to them. First, clients
may not have the skill sets necessary to tolerate distressing situations that cannot
be avoided or changed. Skills used to negotiate these difficult situations are
referred to as distress-tolerance skills. Meditation and imagery are examples of
distress-tolerance skills, but there are others. For example, you may want to teach
your client how to pamper her- or himself under distressing conditions, perhaps
by taking a warm shower or bath. One distressing situation that may be helped
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by the use of alternative pleasurable activities such as these is the need to toler-
ate cravings. In other instances, you may wish to teach the client how to use dzs-
traction as a means to tolerating a distressing situation. You might want to teach
a client how to self-distract while in the middle of an argument or while having
a negative thought, or when experiencing a craving or chronic pain. Distraction
techniques often involve engaging in activities such as complex puzzles and
problem-solving activities, counting things, doing something different, thought
stopping, or even inflicting a different kind of discomfort to forget the current
one. For example, one distraction technique that can be quite effective is to have
clients hold ice in their hands until cravings go away (it usually does not take very
long before the ice begins to hurt the hand, which of course is the point!).

An important exception is that you do not want to teach your client to use dis-
traction skills when engaging in cue-exposure experiences. As mentioned earlier,
exposure requires experiencing some discomfort in order for the client to become
desensitized to the drug-related cues. Since some distress-tolerance skills may
involve distraction, they should not be used during cue exposure or used by
clients to avoid exposure exercises.

Relaxation training can be very helpful to clients. There are a variety of tech-
niques that can be used to help clients relax. The first is called progressive mus-
cle relaxation. In this technique, a client is taught how to tell the difference
between when her or his muscles are tensed and when the muscles are relaxed.
The method for doing this procedure is to have the client contract each individ-
ual set of muscle groups for 10 to 15 seconds to feel tension, then to relax those
muscle groups for the same amount of time to sense relaxation. In some cases you
may wish to repeat this contraction and relaxation phase a second time before
moving to the next muscle group. Teach the client to begin by contracting fin-
gers, and then progressively work up the different muscle groups in the arms, then
the shoulders, neck, and face, then down through the trunk, legs, feet, and toes.
The idea is to tense and relax each muscle group in the body so that the client
learns to relax muscle groups automatically on command. Eventually, a client can
be given a verbal command (such as “relax”) and the client will be able to relax
all muscle groups without going through the contract-and-relax procedure. Your
clients may even be able to generate this relaxation on their own without your
prompting if you have done your work well.

Breathing retraining represents another highly effective way to relax. Anxiety
and stress cause many people to breathe improperly, experiencing rapid and
shallow breathing, having inconsistent respiration cycles, or even holding their
breath for a period of time when stressed. This irregular breathing pattern can
cause physiological changes that can increase anxiety. In addition, many times
poor breathing habits cause misuse of muscles not meant to be involved in
breathing at all, and therefore may contribute to chest and back pain. So the ben-
efits to breathing retraining involve not only relaxation, but also reduction of
tension and possibly reduction of muscle pain.
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In breathing retraining, you want to teach your client how to breathe at a reg-
ular, adult resting respiration rate by counting the length of the breath and con-
sciously controlling how the breath is drawn. In the counting portion of this
exercise, you instruct your client to draw a breath smoothly in over a 1-2-3 count,
then exhale smoothly over a 1-2-3 count. The counting regulates the number of
breaths per minute to around the resting respiration target number for adults.
The counting can be quite meditative and relaxing for many people.

Controlling the way the breath is drawn can reduce muscle pain and promote
the use of the proper muscles for breathing. Have your client put a hand on his
or her chest and show how his or her breathing causes the chest to move. Then
instruct your client that proper breathing involves very little movement of the
chest. The stomach muscles (diaphragm) should be drawing the air in and moving
it out instead of the chest muscles. Have your client put a hand on the stomach,
and teach him or her to breathe by moving the stomach and not the chest area.
Woatch to make sure he or she is breathing with minimal movement of the chest
area. One analogy that can be helpful for some clients is to think of the diaphragm
as a vacuum that sucks the air down into the stomach area without any movement
of chest muscles at all. Have your client practice drawing breath without moving
the chest together with the meditative counting, and then assign this technique
as homework so that the client can practice using this outside session.

In addition, many clients find that alternative activities such as walking and
exercising can increase relaxation and reduce stress. Similarly, some clients may
find yoga to be relaxing, and you may want to suggest this option to a client.
Others find relaxation through engaging in a new hobby or returning to one that
they may have let get away because of drug use. As a counselor or therapist, you
want to make sure that the client has skills to reduce stress and increase relaxation
before treatment or therapy ends. Some larger treatment facilities offer recre-
ational therapy as part of the treatment experience, and may even have a recreational
therapist on staff. A recreational therapist serves as a great resource, because such
a therapist can assess the client for recreational skills, and

make recommendations for changes to the client that will
enhance the client’s fitness level while providing outlets for “The foolish man lies awake
stress release. all night

Insomnia can be a common problem for people when
first changing a drug problem. Sleeping problems can be
related to the rebound effects of the drugs, or may be related problems;
to rumination and regret. Since insomnia is common, ther-  When the morning comes
apists and counselors will likely want to teach their clients
how they can reduce the duration of this potentially uncom-
fortable problem. To orient the client, the counselor or
therapist will want to emphasize to the client that insomnia it was.”
is not life threatening, and that eventually he or she will — NORSE PROVERB
sleep. This orientation is meant to put the client at ease

Thinking of his many

he is worn out
And his trouble is just as
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about the condition, because anxiety about not sleeping breeds greater anxiety
(which of course makes it even more difficult to sleep!). Next, the therapist or
counselor will want to teach different techniques the client can use when having
problems sleeping at night.

First, behavior modification can help some people, so you may ask the client
to monitor her or his behavior, especially in the evening, so you can determine
whether your client is doing something before going to bed that might making
sleeping difficult. For example, have the client monitor eating and drinking
behavior in the evening to see whether food or drink (caffeinated, especially) is
being consumed in close proximity to bedtime. Does she or he get up several
times to use the bathroom? This activity makes it hard to relax! Also have clients
monitor other behaviors prior to bedtime. Do they watch television action shows
immediately prior to bed, or do they engage in some form of vigorous activity
that would elevate heart rates and make it difficult to relax immediately? With
this information, you may determine that the client’s evening activities need to
be altered in order to promote relaxation prior to bedtime.

Second, you may want to encourage clients to engage in an activity that is
utterly relaxing right before going to bed. An example might be something like
a warm, soaking bath. Relaxation will tend to promote sleep. Doing something
stimulating before going to bed tends to work against being able to relax when
preparing to sleep.

Third, speaking behaviorally, the bed must be associated with rest rather than
restlessness. You will want to teach your client how, through conditioning, being
in bed can become paired with the outcome of not being able to sleep, so that
eventually the bed loses is ability to cue relaxation. For example, sometimes a
person ends up worrying in bed, and then cannot sleep because of the worrying
behavior. For some people, getting into bed eventually can become a cue to
worry, and this is an unfortunate situation. At this point, behavior-modification
strategies must be used to break the association between worrying and the bed
itself. Under these circumstances, behavioral therapists and counselors instruct
their clients that when they start to worry, they must immediately get out of bed
to break that association (or behavior chain) and do something else. Some ther-
apists recommend that worriers should keep notepads available to write down
all their worried thoughts before returning to bed. Others might want to use
thought-stopping techniques before returning to bed. For some clients, a long,
soaking bath might be recommended. Regardless of the chosen strategy, the
client should be instructed not return to bed until the worrying has stopped.

For some clients, reading in bed prevents sleeping behavior. Under these cit-
cumstances, reading may be stimulating, and being in bed gets paired with the
stimulating activity of reading a book or magazine. In this case, if reading in bed
is found to precede insomnia (or to occur concurrently), then the client should
be instructed to read elsewhere. The same also may be true for people who watch



Recovery Tools, Programs, and Theories 207

television in bed. The goal is to make the bed a place for sleep, not a place for
activities that may contribute to sleeplessness.

Fourth, distraction techniques can help clients who are doing all the right
things before bed but still are having problems with insomnia. The distraction
activity assigned ideally would be both complicated (to get the person’s mind off
other things) and boring (to put the person to sleep). One of the best forms of
distraction that I have heard about is a counting strategy (not necessarily involv-
ing sheep). In using this strategy, teach your client to count backward starting at
1,000, by serial sevens. To illustrate, have your client count (not out loud) as fol-
lows: 1,000, 993, 986, 979, 972, and so on, with her or his eyes closed. As you can
imagine, this counting task is complicated and boring, which provides the per-
fect conditions needed to encourage lights-out.

Another area in which you may need to teach clients new skills is the domain
of social skills. Many of our clients have large deficits in their social skills that
often contribute to their seeking socialization among drug-using peers or having
problems in interpersonal relationships. For example, people with drug problems

[ CLIENT HANDOUT
Overcoming Insomnia

Insomnia can be overcome by using behavior- and cognitive-modification
techniques.
Behavioral strategies to overcome insomnia include the following:

* Modifying your evening activities — avoiding beverages, stimulating
activities, and caffeine in the evening.

* Doing something relaxing before heading to bed.

* Making sure not to make your bed a place of worry.

* Leaving a pad of paper next to your bed to write down all worrying
thoughts before lying down.

¢ Using complex counting strategies to bore yourself to sleep.
Cognitive strategies to overcome insomnia include:

* Challenging thinking errors related to worries; evaluating the likelihood
that worry will solve the problem.

* Problem solving well before bedtime; setting aside time to do so earlier
in the day.

* Remembering that insomnia is not life threatening and is commonly
experienced after changing a drug problem.
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often have problems understanding how to communicate with others in an
assertive way. Your clients may be too aggressive or too passive in social interac-
tions, and perhaps not even realize it, which can cause all sorts of problems,
including social marginalization. Aggressiveness and passivity can be huge social
turn-offs. You may have to teach your clients how to be more assertive in order
to circumvent relationship problems after treatment. Some clients may be shy or
experience social anxiety. You can train these clients how to interact more effec-
tively in social situations. In addition, some clients may have problems under-
standing, identifying, or expressing their emotions. The teaching of anger
management skills is often included on the treatment plans for many clients
working to overcome a drug problem.

Finally, mindfulness skills can teach clients how to concentrate or focus. The
goal is to teach the client to use these techniques, which often are meditative, to
learn how to focus on the present moment. Since many people with drug prob-
lems have difficulty focusing on the moment, these skills can be extremely help-
ful ones to learn. For example, when clients have comorbid depression or
anxiety, they often find it difficult to stay in the moment. Clients with depression
tend to focus on the past whereas clients with anxiety tend to focus on the future.
Teaching these clients how to focus on the present can be quite useful for treat-
ing a drug problem, depression, and anxiety simultaneously. You can teach your
clients how to practice mindfulness by focusing on breath or breathing, or by
concentrating completely on a single object. If you have not engaged in these
practices or feel uncomfortable teaching them, you may wish to encourage clients
to seek out formal training in meditative techniques.

Support Groups

Many therapists and counselors like to refer their clients to support groups out-
side therapy in order to maximize the amount of social support available to a
client as he or she tries to change a drug problem. In addition to the social sup-
port mentioned, support groups often will include program activities intended to
prevent or reduce drug use, including psychoeducation to help their members.
Support groups also may sponsor events such as dances, picnics, or other drug-
free entertainment or recreational events that can help to structure clients’ out-
of-session time with enjoyable social activities with peers.

There are many different types of groups available to help people who may
have a drug or related kind of problem. Support groups span the ideological
spectrum in terms of their philosophies of recovery. The most commonly known
are from the 12-step tradition, including Cocaine Anonymous (CA), Marijuana
Anonymous (MA), and the already-mentioned Narcotics Anonymous (NA),
although there are others that are less well known. Larger communities have mul-
tiple meetings, and their schedules can be found by calling the local community
offices of these groups or by looking at their Web sites in some cases (usually in
very large urban communities). Some of these groups have gone online, as a
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matter of fact, and you may be able to join such a group by accessing the national
Web sites. The 12-step support groups tend to philosophically align themselves
with the disease and spiritual models for treating a drug problem (described in
the next section), but some clients who are being treated by therapists operating
in other models have found help in these groups.

In addition, there are alternative support groups generally more aligned with
other models for treating a drug problem. The mere fact that these groups are
called “alternative” shows how pervasive traditional disease- and spirituality-
based support groups have been historically, but alternatives have grown rapidly
in the last few years as consumers have become more educated about different
models for treating drug problems. Support groups that would fall into these
categories would include Rational Recovery and SMART Recovery, and even
some groups that espouse harm reduction or moderation types of goals (rather
than abstinence goals). The support-group contacts are listed in Useful
Resources (chapter 2, p. 84).

Helping Your Client Choose a Support Group

If you feel a support group is important to the successful treatment of your client,
make sure to explain this to him or her and why you think it is important.
Remember how difficult it is for anyone to go into a meeting of strangers, espe-
cially when a personal problem is involved. Inspire the client to want to attend
by showing how it is in her or his best interest. Explain ahead of time what the
client will likely see and experience at this meeting so it will not be a total sur-
prise. Try to make the transition to a new group as familiar as possible. And make
sure that you know the quality of the group that you are referring your client to:
I have observed clients being sent into some very dysfunctional groups over the
years.

In addition, make sure that the group matches well with your client’s needs.
Any old group does not necessarily work (remember that treatment match is very

important, which likely would be true for support groups
as well). Any old group might actually cause the client not [t would be naive to think
to want to go to a group ever again! Matches should be
made with consideration for the client’s worldview and for
the client’s understanding of his or her drug problem. In
some cases, this may be a match that will not agree with  solved with means and
your own understanding or model. However, remember 1 othods which were
that the goal is to get the client to agree to go to a support
group, and if you try to coerce a client into attending a
group that will be offensive to him or her, then your client  in the past.”

may decide not to use any support group at all. In many — MIKHAIL GORBACHEV
instances it would likely be better if he or she went to an

that the problems plaguing
mankind today can be

applied or seemed to work

alternative group even if it were not the one you would prefer, rather than attend
no group at all.
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Choosing a Support Group

Choosing to attend a support group will add another weapon to your recov-
ery arsenal for overcoming a drug problem. Support groups have helped
people like you maintain changes in drug use over the long term, especially
when times were tough. An important consideration is how to choose a
group that is right for you. Sometimes you can determine the best fit with

a group by listening to what others say about it, and then deciding whether
the members of that group (and its philosophy) are a good match for you.

In other cases it may be that the meeting times and proximity to your work-
place or home or to public transportation may be the deciding factor as to
whether a group is a good fit.

With regard to |2-step groups, there are different kinds of meetings. Open
meetings are just that: They are open to anyone who would like to attend,
including people who may not have a drug problem. Closed meetings, on the
other hand, are limited to people who believe they have a drug problem. In
addition, some groups have speaker meetings, meaning that one person gives
a talk that may last an entire meeting. Many of these talks are meant to be
inspirational about recovery. Other groups may have some restriction in
membership, such as men only or women only. Usually the type of meeting
will be noted the on schedule, which you can obtain from the local office of
the group, from your treatment facility, or from your counselor or therapist.

Traditional |2-step groups suggest that you eventually find a sponsor, a
peer who also is recovering from a drug problem, to help guide your recov-
ery. Usually a sponsor agrees to have an interactive relationship with you so
you can contact her or him when you want to talk, or the two of you may
even decide to socialize. The sponsor is a mentor of sorts (therapist: see also
Chapter 8) who serves as a resource as you learn how to overcome your
drug problem by working the 12 steps. It is recommended that this person
be of the same gender as you, have extensive time without drug use, and be
working a healthy program (meaning that she or he is stable). It is not neces-
sary to have a sponsor right away, and in fact you may wish to take your
time. But it will not hurt to get phone numbers from other members if you
want someone to talk with before you have a sponsor.

There are other support groups that do not use the |12-step program but
utilize other techniques that can help you overcome a drug problem. Some
of these groups seem to work very well for people who find it difficult to
agree with the |12-step philosophy or model. In addition, a few groups are
available for those of you who may not be ready to quit drug use today but
may want to reduce how much you are using.

Your therapist or counselor can provide you with information from this
book and other sources about different recovery theories and models. This
information may help you decide which support group, if any, would benefit
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you. Try to match the support-group model to your conceptualization of your
drug problem and how to treat it effectively. You will feel much more com-
mitted to going to a support group if you find that you agree with the basic
premises of the philosophy of that group. Do not despair if the first group
you attend uses ideas foreign to your way of thinking about a drug problem.
There are many different groups out there with very different ideas about
what to do to overcome a drug problem. | would urge you to shop for the
group that best fits your needs.

Recovery Theories and Models

There are several different ways to conceive of a drug problem; how you define
a drug problem will likely determine which model for recovery most appeals to
you. However, highly effective and interesting techniques have been developed
within each of these models, so even if a particular model does not fit your undet-
standing of a drug problem, that model may have produced a strategy that can
help your client. So T would encourage you to be open-minded as you read
through the following sections.

The first and perhaps most common way to conceive of a drug problem is
as a biological condition or disease that needs to be treated. Most traditional treat-
ment centers operate using this model and teach clients that they have a disease
that needs to be treated each and every day for the rest of their lives. The disease
model emphasizes abstinence as the ideal goal of treatment, and treatment in this
model attempts to persuade clients to remain abstinent and teaches them how to
do so, primarily by confronting and breaking through denial, by psychoeduca-
tion on treating the problem, and by suggesting attendance and participation in
a 12-step support group like NA (see also Chapter 2).

Disease treatment has been commonly referred to as the Mznnesota model, in
reference to being principally developed in that state. The Minnesota model
typically has a highly structured format centered upon group activities and indi-
vidual sessions with a treatment counselor. There can be many other types of
therapists (e.g., family therapists or recreational therapists) on the units available
as resources for clients. Originally the model developed as intensive inpatient
services for approximately 28 days, followed by an outpatient program and/or
an aftercare program (see Chapter 6 for more information on aftercare), but
changes in third-party reimbursement policies have severely limited insurance
coverage for inpatient treatment. This policy change contributed in no small way
to the rise of the current model of intensive and long-term outpatient therapy
followed by aftercare.
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After treatment, clients work in groups on issues that hinder recovery. The
groups also offer forums for denial to be confronted by counselors and peers, as
well as a place to practice and receive feedback on the use of new skills. In group
therapy and in psychoeducation groups (explained later in this chapter), clients
will likely work with other counselors besides their primary counselors. Individ-
ual sessions involve teaching, rehearsing, and confronting denial, and in some
cases provide a place for discussing and venting on emotionally charged issues.
Counselors in individual sessions may take on the role of teachers-of-recovery to
clients, sometimes confronting what they see as dishonesty on the part of clients,
and other times serving as role models for a drug-free life. In groups, counselors
can play different roles from group facilitator to teacher and even to referee.
Counselors working in the Minnesota model must have a good grasp of the 12
steps and how they work. They also must understand other aspects of a strong
recovery program, such as the importance of finding a good sponsor and of
knowing which support-group meetings may be appropriate for each client.
Often counselors in this model are in recovery as well.

One of the problems with the Minnesota-model treatment is that the product
varies widely from treatment center to treatment center, S0 you are never quite
sure what you will get. In addition, counselors tend to have greatly different
approaches to how they conduct the therapy, even within the same treatment cen-
ter. However, progress has been made to tighten the quality of the treatment
being delivered. In a recent research study funded by the government (Project
MATCH; National Institute on Alcohol Abuse and Alcoholism [NTAAA]), the
researchers developed and tested a 12-step treatment manual called Tiwelve Step
Facilitation Therapy (Nowinski, Baker, & Carroll, 1995), which was found to be
effective for many clients in this study. Using a treatment manual like this one
helps to ensure adherence to a treatment protocol, which prevents drift from the
treatment protocol. Drzft occurs when therapists stray away from what they are
supposed to be doing in therapy, and a treatment manual such as this one makes
drift less likely if it is followed like a cookbook. The manual can be ordered from
the government at the NTAAA Web site (http://www.niaaa.nih.gov/). If treat-
ment centers and counselors will use this manual, it will ensure much higher
quality and consistency of services provided to their clients.

Oddly, in the Minnesota model of treatment, the disease model has been inex-
tricably linked to an entirely different conception of a drug problem: that it is a
symptom of a much larger spiritual problem. The spiritual model was the first
model of recovery to be developed. Within this model, 12-step support groups
such as CA, MA, and NA have arisen. These programs offer recovery through
the working of the 12 steps, which are highly spiritual in content. Many of the
steps directly mention the use of a higher power or a personal understanding
of God as a way to overcome the drug problem. The ultimate goal within this
approach to overcoming a drug problem is to experience a spiritual awakening
that permanently alters the character of the person so that drug use is no longer
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part of that identity. A spiritual awakening seems strikingly similar to what oth-
ers may call a spiritual conversion. The principles behind the 12 steps originally
were borrowed from an evangelical Christian organization called the Oxford
Movement, which explains some of the religiosity apparent in the steps.

However, even before the existence of 12-step support groups, people were
using religious means to overcome drug problems, and some continue successfully
to do so today. For some people, spiritual answers work very well to overcome
drug problems. The premise is that drug abuse has been used to compensate for
a spiritual void in the person, which suggests that drug use represents an existen-
tial problem. The solution requires filling the void with spiritual answers or solu-
tions rather than with drugs.

Many urban missions and churches around the country provide faith-based
solutions to drug problems. Anecdotal data suggest that some people find recov-
ery from drug problems in this way, but a scientifically controlled study of these
approaches has not been completed to see how many people really do benefit
from them. The federal government has become more interested recently in
some of these approaches, but we still are not sure how effective they are, nor are
we sure whether they would be effective with people who do not share the reli-
gious model being espoused.

Similarly, some counselors and therapists have used narrative therapy to treat
ethnic-minority clients with drug problems. Narrative therapy anecdotally seems
to work well with people who are from cultures that rely on oral tradition and
storytelling to affirm community identity. Very little research concerning the use
of narrative therapy for drug use has been conducted, but intuitively it makes
sense that using a person’s story (autobiography) as a means for determining per-
sonal meaning and promoting behavior change could be effective among people
for whom stories are very powerful means for healing. Narrative therapy allows
clients to rewrite their own stories as therapy progresses, eliminating drug use
from the story, so that the person’s identity is redefined. Theoretically, the chang-
ing of a person’s narrative is followed by change in behavior. As you can see, nar-
rative therapy is highly existential in nature as well.

As alluded to at the beginning of this section, traditional Minnesota-model
treatment merges the disease model with the spiritual model. Since within this
model the disease has no known cure, a spiritual solution has taken on impor-
tance. Because of this, disease-model counselors refer people to 12-step support
groups for continued recovery. Some treatment centers even have spiritual coun-
selors who work with clients on spiritually related goals listed in the treatment plan.
This arrangement provides a great service to the many people with drug prob-
lems who have spiritual doubts or problems. However, it has been my experience
that not everyone who enters treatment feels he or she has a spiritual problem.

A third way to conceive of a drug problem is as a famzily problem rather than
an individual problem. This model draws from the tradition of famzily therapy,
which sees client problems as a symptom of a system-wide problem within the
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family. When a person within the family has a problem, such as one with drugs,
that person often is referred to as the identified patient (or client) in this model.
This label suggests that even though this client is the one seeking help for a drug
problem, it will be necessary to treat the entire family unit in order to alleviate
the problem. In this model, the problem is the family system and the drug use is
merely a symptom of that larger problem.

Many well-known therapists, like Virginia Satir, have come from this under-
standing of drug problems. Usually professionals who operate within this model
are trained in social work or are family therapists. The treatment for a drug prob-
lem within this model is to use family therapy to change the relationship dynam-
ics among family members in an effort to find a new, healthy equilibrium in the
family system. All family members in the system are considered sick, since the
drug problem has caused others in the family to interact dysfunctionally within
the family system. The goal becomes to change not only the behavior of the iden-
tified patient with a drug problem (including how he or she interacts with family
members), but also to change the way that all other family members interact with
the patient and with each other.

Some interesting therapy techniques have been developed within the family
model. The first technique involves modeling family roles in group therapy ses-
sions by use of family sculpturing technigues. This technique capitalizes on the
belief that family members assume certain roles within the sick family system in
order to compensate for its dysfunction. Some roles that have been described by
family therapists include the role of a famzily hero, who is a usually a perfect child
and assumes the role of competence in the family; the role of a #zascot, who dis-
tracts a family from the problems by entertaining them; the role of a scapegoat,
who takes the blame for the family problems; and the role of a lost child (or per-
son), who withdraws from the family system. In sculpting, the counselor or ther-
apist has the family members play the parts of these stereotyped roles in a group
session in order to simulate the family dynamics. Then the counselor may show
the family how to change their roles. The goal is to increase insight among fam-
ily members into the dysfunctional relationships they have with each other in
order to promote change of those roles. Although family sculpturing can be fairly
dramatic and interesting, there have not been any controlled trials of this tech-
nique to see whether it works well to change behavior.

A fourth way to conceive of a drug problem is to consider it as a behavioral
disorder. Many psychologists and other mental health professionals operate
within this model. The typical treatment within this model involves individual-
ized therapy with a psychotherapist. Three common avenues for treating a drug
problem as a behavior disorder include behavior modification, cognitive modi-
fication, and skills training; these techniques have been described previously, so
I will not describe them again here.

One of the earliest forms of treatment conducted within this model was called
aversion therapy. The idea was to pair drug use with a really nasty consequence
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so that the person would not want to use drugs any more. Usually the paired aver-
sive consequence was something that smelled really bad or made a person sick.
For example, one pharmacological agent, disulfuram (Antabuse), has an aver-
sive consequence to those who drink alcohol while taking this drug — that is, it
can make them really sick. Physicians hoped that the threat would dissuade their
patients from drinking alcohol. More commonly, though, aversion therapy relied
upon an actual pairing of an aversive consequence (rather than a mere threat)
immediately following drug use behavior.

Aversion therapy remains available in some places still, but it is not nearly as
common as it was 30 years ago. Aversion therapy seems to work well over the short
term, but research suggests that the behavior change does not seem to last over
the long term. Some researchers have speculated that booster sessions may be
needed periodically to improve the therapy so that the link between the aversive
consequence and the drug use remains strong (i.e., is not extinguished) over
time. Others have speculated that aversion therapy does not teach the new skills
necessary to maintain long-term behavior change.

Today, cognitive and behavioral approaches commonly include behavior
modification but will use shaping instead of aversive techniques. In addition,
cognitive modification and skills training have been added to the mix, as well as
cue exposure and response prevention. Most therapists also include relapse pre-
vention as part of therapy (see Chapter 7). In addition, many cognitive behavioral
therapists treating a drug problem now use a motivational interviewing style,
especially in the earlier stages of therapy. The goal of combining these therapies
is to motivate behavior change and then to teach clients to change drug-use behav-
ior patterns once they are motivated. Those who operate within this model believe
that people are capable of overcoming a drug problem without necessarily need-
ing support or therapy the rest of their lives (see more in Chapter 8).

In addition, within this model, goals other than abstinence can be seen as
progress. Successive approximations toward the goal means that any steps toward
progress should be rewarded. Some therapists believe that reducing the harm of
the drug use may be an important first step toward changing a drug problem.
Many researchers and therapists believe that it may not be realistic to expect
abstinence as a goal for some clients. Some therapists believe it is important to
work with and protect clients even when they choose to continue to use drugs.
For clients who do not desire or cannot maintain abstinence, the behavioral
model provides opportunities for improvement.

Treatment manuals within the behavior-disorder model of understanding a
drug problem also were developed during Project MATCH. These manuals are
the Motivational Enbhancement Therapy Manual (Miller, Zweben, DiClemente, &
Rychtarik, 1999), which uses a 4-session model of motivational interviewing with
assessment and feedback to promote drug use change; and the Cognitive Behav-
toral Coping Skills Training Manual (Kadden et al., 1999), which uses a 12-session
model to treat drug problems using coping skills and relapse-prevention training
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for the client. These manuals can be found at the same NTAAA Web address pre-
sented earlier in the chapter for the Twelve Step Facilitation Therapy Manual.

In addition, cognitive therapy for treating a drug problem has been developed
within two different models. The first model is rational-emotive therapy (RET,
Ellis & Grieger, 1977), originally developed by Albert Ellis; this model focuses
on overcoming irrational beliefs that lead to using drugs. In RET, the client learns
how to identify and challenge irrational thoughts related to drug use. These chal-
lenges are conducted through the use of a systematic approach that identifies
how activating events lead to certain irrational beliefs (and emotions related to
those beliefs). The client learns how those irrational thoughts lead to acting in
ways that produce certain undesirable consequences. Clients learn that changing
or modifying their beliefs to become more rational (or more aligned with the real-
ity of their lives) will produce more positive outcomes in their behavior. By tak-
ing control of one’s beliefs, one is able to change drug use behavior over time.
Within this model, alternative support groups have been developed, the most
well-known one being Rational Recovery (see Chapter 2). In addition to RET,
cognitive therapy to treat a drug problem has been developed (Beck, Wright,
Newman, & Liese, 1993). This therapy uses techniques similar to those discussed
later in this chapter with regard to treating co-occurring depression.

The fifth way to conceive of a drug problem is as a response to an aversive envi-
ronment. Intervening upon the environment instead of the client has been found
to be effective in many instances, even if the client is not present in therapy. Envi-
ronmental interventions seem to work especially well when directed toward
youth and adolescent clients. There are two types of empirically validated inter-
ventions developed within this model: the community reinforcement model and
multisystemic therapy. The theory behind these therapies is quite behavioral,
although the practice is to shape the client by intervening on as many systems
and structures in the environment that touch the client’s life as possible. In effect,
you are attempting to alter the way that significant others and authority figures
interact with the client so that the client is shaped toward behavior change. This
method also keeps everyone who interacts with the client on the same page so
they are not working at cross-purposes.

For example, such an intervention may be conducted at school and in the fam-
ily in order to change the client’s environment. Teachers and other school author-
ities may be taught to interact differently with the client when she or he is in
school, and family members to do likewise at home. Sometimes new contingen-
cies are created to reward client progress (or even punish old behavior). These
important social structures are being targeted for change in an effort to shape
the behavior of the client and to reduce the stress on the client. Both the shap-
ing and reducing of stress are meant to make changing drug use more attractive
and easier for the client. These interventions seem to work relatively well with
adolescents and youth, possibly because that age group is more influenced by
environmental changes than adults. The intervention can work well even if the
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person with a drug problem chooses not to actively participate. Environmental
interventions also have been used effectively to shape behavior among clients
with severe co-occurring mental disorders such as schizophrenia.

Psychoeducation Within the Different Recovery Models

Teaching clients is an important part of therapy within any treatment model.
Teaching often is referred to as psychoeducation in therapy and treatment. Psy-
choeducation can take place in a number of forums, from individual therapy ses-
sions to classroom settings and group therapy. The content and emphasis of
psychoeducation varies across the different treatment models, as you will see.

Disease-Model Psychoeducation

Psychoeducation within the disease model of treatment focuses primarily upon
teaching the client how to treat his or her disease. Psychoeducation orients the
client to the philosophy of the disease model, then teaches how to treat the dis-
ease once the person has accepted that she or he has it. Part of the client educa-
tion will include discussions about the potency of denial to place a person in
harm’s way. The client is instructed to be totally honest to themselves about their
powerlessness over the disease and about the need to seek support from a 12-step
support group. Significant amounts of recovery-related reading materials may be
assigned in treatment, such as personal accounts of 12-step recoveries by other
people and traditional 12-step texts sponsored by support groups such as NA,
CA, or MA.

In addition, Minnesota-model treatment centers have over time added other
psychoeducational components to treatment, borrowing from the spiritual, fam-
ily, and behavioral models. Education in 12-step living and other spiritual mod-
ifications deemed necessary to promote personality change (discussed shortly)
have been borrowed from the spirituality model. Clients are likely to received psy-
choeducation involving dysfunctional roles they may have played within their
family systems, and perhaps even concerning their families of origin (the families
in which they were reared), borrowed from the family model. Instruction may be
given on how to change these dynamics within a family system. Changes may
include learning new ways to interact within the family structure, and may involve
a role change for clients within their families.

Borrowed from the behavioral model of treatment are a number of skills-training
components that may be used with the psychoeducational components in disease-
model treatment. For example, some Minnesota-model treatment centers include
psychoeducational components on anger management, assertiveness training,
and even drug refusal skills as part of an effort to train clients to retain abstinence
over time. In addition, relapse prevention, which was developed within the
behavioral model, is routinely taught in treatment and in aftercare within Min-
nesota-model centers today. Relapse prevention will be discussed is great detail
in Chapter 7 and aftercare in Chapter 6.
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Spiritual-Model Psychoeducation

Within the spiritual model of treating a drug problem, psychoeducation will be
used to orient clients or consumers to a model that sees drug use as an unhealthy
response to a spiritual void inside the person. The person will be taught that
there is a healthier way to fill that void than using drugs. Psychoeducation within
this model may focus on teaching the client the value of humility and surrender
with regard to treating the spiritual void. Huwzility is used to counter the pride
that is considered inherent in a drug problem, and surrender is done in order to
fill the void with a higher power that can heal and transform the person. This
transformation will theoretically make a drug problem obsolete since the person
has been radically changed at his or her very essence.

Psychoeducation may involve teaching a regimen of other spiritual practices
that will, in effect, aid the person toward this identity transformation. If the model
or treatment is being conducted within a church, mission, or other religious
entity, then prayer and holy-book readings may be involved in this process of
psychoeducation. If the spiritual model is in the context of a 12-step program,
then the readings may be more programmatic to that support group, and the
practices more directly related to working the 12 steps. In either religious organ-
izations or support groups, there may be a strong push for the person to become
involved in service work, and perhaps even to share recovery efforts with other
people who may have drug problems.

Family-Model Psychoeducation

Psychoeducation within a family model, as alluded to under the Minnesota-
model discussion, may include orientation to family systems and family roles
within those systems, and to how roles and systems can become dysfunctional.
Clients will be taught that a drug problem is a symptom of larger family prob-
lem, and that, in order for the drug problem to be overcome, the family system
will have to change in a way that will alter the dysfunctional roles currently pres-
ent in that system that make drug use more likely to occur. So, in addition to
teaching about systems, roles, and family interactions, the client will be oriented
to the therapy, which may include sculpturing or even conjoint therapy with
other family members.

Behavioral-Model Psychoeducation

Psychoeducation in the behavioral model consists of orienting clients to the model
by teaching that behavior is under personal control and can be modified over
time, but that change requires an active effort on the parts of the clients. Clients
also will be oriented to each change strategy as necessary with the goal of teach-
ing them why the strategy is important to complete and how it will benefit them.
Cognitive behavioral therapies are relatively democratic in nature in that they
insist upon informed consent for clients and partnerships in developing and
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reaching goals in therapy. Many of the tasks asked of clients in cognitive behav-
ioral therapy (e.g., exposure, homework assighments, or learning and practicing
new skills) involve high levels of activity and require high levels of commitment.
Because of the nature of these tasks, a principle goal of psychoeducation within
the behavioral model is to develop client commitment for carrying out the therapy.

In addition, specific nuances of a particular behavioral model may be taught
to clients so they understand how to take control of their therapies over the long
term. For example, if a client is receiving cognitive therapy, then psychoeducation
will be used to teach the specifics of the model, the terms (e.g., schenza or core
beliefs — see later in this chapter) used in the therapy, and even how to use the
strategies to challenge thoughts or test hypotheses (discussed earlier in this chap-
ter). Clients must eventually become their own therapists in a sense, so that after
therapy concludes they can continue to make the changes begun while in therapy.
In order to achieve this goal, psychoeducation trains clients how to take control
over their own therapy and to learn how to generalize the strategies and tech-
niques being used in session to situations outside session.

Environmental-Model Psychoeducation

Finally, psychoeducation within the environmental model of therapy focuses on
teaching the stakeholders for the client (e.g., parents or teachers) how to respond
differently to the client in order to change his or her drug use. Psychoeducation
will orient the stakeholders to how their behavior influences the behavior of the
client, and how changing their behavioral responses will likely cause the client
to change as well. The focus also will be to educate the stakeholders to commu-
nicate with each other in order to remain on the same page regarding how to
respond to the client’s drug use.

In addition, psychoeducation will teach those who touch the lives of clients
how to use contingency management to shape the behavior of those clients.
Contingency management uses what is called the Premack principle to shape
behavior. The Premack principle stipulates that if a client does something, then a
particular consequence will occur. The if-then relationship between behavior and
consequence is important to define ahead of time so the rules of the relationship
are well understood by the client. In the environmental model, contingency man-
agement using such if-then rules is used to make it difficult for the client to use
drugs. The various stakeholders in the environment are taught how to use such
rules to influence the behavior of the client over time by setting up consequences
for positive changes (rewards) and for no progress (punishments). For example,
teachers, family members, probation officers, employers, or others may be taught
how to develop and implement these contingencies with the person who has a
drug problem. Psychoeducation is an important component in training those in
the environment to interact with the client in a way that may encourage drug use
change over time.
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LIENT HANDOUT

Models of Recovery

For those of you who may be potential consumers of treatment or therapy,
you can use information on recovery models to decide which type of thera-
peutic model seems to best fit your worldview and your own ideas about
what a drug problem may be. No one model fits all people; each one may
work well when matched appropriately with the needs of a client. Consider-
ing how you will fit with the treatment center’s model before seeking help is
important. But some research suggests that how well client and therapist get
along may be even more important for your treatment success than a good
match on the model. Some counselors and therapists are naturals at helping
people regardless of the model in which they operate, and those profession-
als will do their best to help you.

Helping Your Client Understand the Models of Recovery

There will likely be one model that will appeal to you more than the others. How-
ever, each of these models has strengths (and weaknesses, of course), so I would
not recommend completely discarding any of these solutions. In fact, you may
find that you draw from many models to find solutions for those clients you find
difficult to help. So for those clients who are puzzling you, and who do not seem
to be getting better using the model that you are most comfortable with, take a
look at another model to find out whether there is a solution there that can help
this difficult client get better.

Empirically Yalidated Therapies
for Co-occurring Disorders

Remembering that many clients with drug problems also have co-occurring psy-
chiatric or psychological problems, it is useful to know what types of therapy are
available to help these clients with their other disorders. Historically, people
treating drug problems have been reticent about treating mental disorders, and
many addiction counselors have not been trained to do so. In these instances, a
referral may be necessary for a dually diagnosed client. However, if you have an
opportunity to learn one or more of the therapies listed below, it will enhance
your skill set as a therapist (not to mention your marketability in the commu-
nity!) immensely.

The American Psychological Association (APA) has established stringent cri-
teria for determining whether a therapy is empirically supported or validated.
Since those guidelines were developed, the committee researching this area has
been working for several years to determine the best practices to use when treat-
ing certain disorders, such as depression or anxiety. Insurance companies and
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health-maintenance organizations (HMOs) have paid attention to these guide-
lines as well, since they want their clients to be treated with best practices. Some-
times reimbursement is contingent on your being able to demonstrate that you
used the best available therapy for the disorder that you have diagnosed. So there
are many good reasons to use empirically validated therapies, including provid-
ing your client with the best available care.

In this section, I will review what is known about the best practices for treat-
ing disorders that commonly co-occur with a drug problem. This discussion is
not meant to be an exhaustive list nor an exhaustive description of each therapy,
but is meant to point you in the right direction if you want to learn more.

Empirically Validated Therapies for Depression
and Bipolar Disorder

There are several therapies for treating depression that have been found to be
effective for many people. The first is pharmacotherapy, which may involve use
of monoamine oxidase (MAQO) inhibitors (which are least likely to be used these
days), tricyclic antidepressants, and SSRIs (most likely to be used now). MAO
inhibitors may be effective in treating severely depressed clients for whom other
antidepressant drugs have not been effective. Use of this class of antidepressant
drugs is often thought of as a last resort because of the risks of using them. Peo-
ple who use these medicines cannot have certain kinds of drinks or foods (such
as cheese) because they can produce deadly interactions with the medicine. Tri-
cyclic medicines are generally given at night, because their downside is that they

USEFUL RESOURCES

@77 Where to Find Empirically Validated
Information on the Web

For Assessment Tools and Therapy Manuals for Treating Substance Abuse:

* National Institute on Drug Abuse (http://www.drugabuse.gov/)

* National Institute on Alcohol Abuse and Alcoholism (http://www.niaaa.nih.gov/)
For Information About Treating Co-occurring Mental Health Disorders:

* National Institute of Mental Health (http://www.nimh.nih.gov/)

* Substance Abuse and Mental Health Services Administration (http://www.
samhsa.gov/index.aspx)

For Information About Co-occurring Physical Health Disorders, including HIV:

* Centers for Disease Control and Prevention (http://www.cdc.gov/)
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can make people very drowsy and even sluggish into the next day. SSRIs are gen-
erally the medicines of choice for depression now, but they also have a very high
risk of sexual side effects.

Psychotherapy has been found to be as effective in the short term for the treat-
ment of depression and routinely performs better than medicines over the long
term at preventing a depression relapse. There are several kinds of psychother-
apy that have been empirically validated, including interpersonal psychotherapy,
cognitive therapy, cognitive behavioral therapy, and problem-solving therapy (for
more minor depression). The most commonly used of these is cognitive or
cognitive behavioral. These therapies have their roots in the work of Aaron Beck,
who developed Cognitive Therapy for Depression (Beck, Rush, Shaw, & Emery,
1979).

Cognitive therapy assumes that depression is the result of having core beliefs
(or schemas) that cause people problems. Core beliefs are basic sets of assump-
tions or values that people have about life, others, and the world around them.
In some cases, the worldview represented by these core beliefs may be distorted
and place the person at odds with reality. The thinking errors, mentioned earlier
in this chapter, are direct results of these flawed basic assumptions, and these
flawed beliefs cause a person to suffer because they are unrealistic. The goal in
cognitive therapy is to modify these core beliefs so that clients have worldviews
(core beliefs) more in line (less at odds) with the reality of life. Cognitions are
changed using the strategies discussed eatlier in this chapter. Through the change
in beliefs, the behavior changes as well. Cognitive behavioral therapy would use
these same strategies, with the addition of behavior-modification strategies dis-
cussed earlier, representing more of a hybrid model. These therapies have been
tested often and have shown to be effective in treating depression among many
clients.

Pharmacotherapy is very important for treating Bipolar Disorder, and the use
of mood stabilizers, such as lithium, is considered the standard of care. However,
after you stabilize a person’s mood, you may be left with a person who has not
learned a great many life skills over the years precisely because of her or his dis-
order. Fortunately, cognitive behavioral therapy, including skills training, has
been used effectively with bipolar clients after they have been stabilized phat-
macologically. Obviously the person must be emotionally stable in order to learn
new skills.

Empirically Validated Therapies for Schizophrenia and Other
Psychotic Disorders

The same can be said for treating clients who have schizophrenia and other psy-
chotic disorders. They must be stabilized in order to make progress in therapy.
As mentioned in Chapter 2, antipsychotic drugs now allow marked improvement
among clients with schizophrenia, and the newer, atypical antipsychotic drugs
have fewer side effects so clients are more likely to comply with taking their
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medications. In addition, cognitive behavioral skills training has been tested suc-
cessfully among people with a drug problem (cocaine) and co-occurring schizo-
phrenia (Roberts, Shaner, & Eckman, 1999). In the earlier stages, skills training
may need to focus on teaching ADLs (discussed earlier in this chapter), but with
long-term stabilization clients with schizophrenia may be able to learn additional
and more complex skills needed to succeed in society.

Empirically Validated Therapies for Anxiety Disorders

Anxiety disorders can be treated very effectively by cognitive behavioral therapy
(see Recommended Reading at the end of this chapter for a very good resource
in this area). In this therapy, therapists begin with educating the clients to the
model. The first part of the therapy teaches clients that anxiety cues are gener-
ated by overinterpreting normal physiological reactions. Clients with anxiety may
be more vulnerable than non-anxious people to noticing physiological changes,
and tend to misinterpret those changes as a threat. The types of cues that often
get misinterpreted are changes in heart rate, muscle pains, sweating, headaches,
tingling in the extremities, photosensitivity, and hyperventilation. People with
anxiety will assume that these changes are risky, and perhaps will interpret these
symptoms to mean that something is physically wrong with them. Of course, if you
misinterpret bodily changes in this way, it is likely to make you more anxious!
Therapists also teach clients how fear, in relation to their symptoms and errors
in their thinking, leads to worsening anxiety and, to some clients, avoidance of
certain situations related to these fears. By being exposed to cues that generate
these physiological changes and fears (with avoidance being blocked), clients are
taught to circumvent their fears by understanding that the physiological changes
are normal and nothing to fear. The most common way to conduct this type of
exposure is by the use of systematic desensitization (exposure done gradually in
small steps), although there are some types of exposure that may require flooding
or implosion (almost the opposite of systematic desensitization — exposure done
all at once to the most feared stimulus or cue), not graduated exposure. In addition
to exposure, the client is taught to modify and challenge his or her thoughts and
fears, using many of the techniques mentioned eatlier in the chapter. Rumination
and obsessive thinking patterns can be a problem but cognitive-modification tech-
niques help with these as well. Breathing retraining to normalize respiration rates
is used to reduce the sympathetic nervous system’s fight-or-flight responses, thus
naturally lowering anxiety levels. Finally, clients are assigned homework to gen-
eralize the new skills being learned in session out into real-world situations.
Homework includes exposure exercises to feared cues in the environment and
cognitive modification work. If places have been avoided because of the fears,
then the homework focuses on the person’s reengaging in those places.
Standardized cognitive behavioral therapy manuals, which ensure adherence
to a treatment protocol, have been developed for many different anxiety disor-
ders, including phobias, generalized anxiety, panic, social anxiety, Agoraphobia,
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and PTSD. Many of these therapies can be completed in 12-20 weeks of indi-
vidual outpatient sessions, but some may be conducted in less time. One excep-
tion to using an individualized-therapy format is the treatment of social anxiety,
a highly effective treatment for which is cognitive behavioral group therapy. The
advantage to this method is that the client gets to rehearse social skills among
peers who also are socially anxious, as well as get feedback about interpersonal
behavior from peers and therapists.

Empirically Validated Therapies for Personality Disorders

Cognitive behavioral therapy seems to be effective in treating many kinds of
personality disorders, as well. For example, the innovative cognitive behavioral
therapy for Borderline Personality Disorder, dialectical behavior therapy (devel-
oped by Marsha Linehan, 1993), has been shown to be very promising in its abil-
ity to help clients who have been often described in the past as “untreatable” or
“difficult.” Linehan’s strategies for reducing suicidal and parasuicidal behaviors
developed within this therapy are state of the art. However, therapists will
require extensive training therapy before they can be expected to use this ther-
apy effectively among suicidal or borderline clients.

Empirically Validated Therapy for Chronic Pain

Cognitive behavioral therapy has been utilized to treat chronic pain for many
years. Since the pain is chronic, the person has to learn to live with it in ways that
do not debilitate his or her behavior. The goal of the therapy is to stop those pain
behaviors that prevent a person from carrying on a normal life, and to encour-
age those behaviors that promote progress in spite of the pain. The idea is to use
behavior modification to shape pain behaviors over time, and ultimately to extin-
guish such behaviors. In addition, cognitive modification is used to challenge
fears and beliefs that prevent the person from engaging in more regular life activ-
ities, or to challenge thoughts that suggest that pain can be controlled only by fre-
quent use of medicines. This belief is extremely important to challenge among
clients who abuse pain medications.

Cognitive Rehabilitation

Although the research is limited and the techniques relatively new, some hope
exists that drug-induced thinking problems may be treated by what some have
called cognitive rehabilitation. Many of these techniques were developed to help
victims of strokes and other brain injuries improve and recover brain functions
more rapidly than they would if they were left untreated. Some of these tech-
niques arise from the philosophy that if you exercise it, you will not lose it, mean-
ing exercising brain functions in this instance.

Clients are assigned different cognitive tasks that exercise the specific areas of
the brain that seem to have sustained injury. Tasks can run the gamut, but
frequently involve engaging in spatial-ability, abstraction, verbal, memory, and
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CH FRONTIERS |
@ Technology and the Future of Therapy

Technology is rapidly changing the face of therapy and treatment. Online
technology is being used to intervene upon risky behaviors, and e-mail is being
used to facilitate between-session communications between clients and thera-
pists/counselors. In addition, many consumers and their families are searching
the Web to find out all they can about treating a drug problem even before they
arrive at your office. The future looks even more spectacular, with the possibility
of using virtual technology in session to recreate out-of-session situations and
conditions that could be faced by clients. The client of the future may get to
practice assertiveness or anger management skills and may learn to use relapse-
prevention strategies in realistic virtual situations. One down side apparent with
these technologies, however, seems to be whether confidentiality can be pro-
tected online. Even with these concerns, it seems likely that therapy in the future
will involve use of these developments. Someday you may be serving clients a
hemisphere away, thanks to these technological developments!

problem-solving tasks, to name a few. New computer programs have been devel-
oped to aid in this rehabilitation process. Although these methods have been
used primarily with people who may not have drug problems, some of these tech-
niques are currently being used in a few clinical settings for people who seem to
have cognitive problems after long-term use of drugs. These techniques are rel-
atively new and untested, but they do provide hope that, in the future, memory
and other cognitive problems caused by drug use may be rehabilitated in some way.

How the Technological Revolution Will
Change Therapy

As you may have guessed from the discussion about cognitive rehabilitation,
technological advances are pushing therapy into new and exciting areas. Web-
based technology has been used in many research studies and in some prevention
programs in an attempt to change people’s behavior. With regard to substance
use, Web sites provide psychoeducational components in an effort to prevent
abuse, as well as providing assessment, feedback, and social normative compar-
isons for users. Theoretically speaking, the goal is to educate drug users that their
substance use deviates significantly from that of peers in an effort to raise con-
cern and hopefully change behavior.

Web access also allows clients to gain knowledge about drug use and behav-
ior from multiple sources all over the globe. Guided Web searches can be highly
educational for clients. I say “guided” because therapists and counselors should
be aware of what is being retrieved, since there is a great deal of misinformation
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available on the Web. In addition, Web-based resources tend to make for a much
more well-informed consumer, since many potential clients do their homework
online before ever darkening the doors of a treatment facility or therapist’s office.
This easy access to knowledge over time will likely make for much savvier con-
sumers who will not settle for just any kind of care. I see this as a mostly positive
development, since it will make for more discriminating consumers, although
there is the potential for misinformation when relying upon the Web exclusively.

Many therapists use e-»zazl to interact with clients. The advantages to this
process are that e-mail maximizes client access to the therapist while minimizing
the intrusion of client contact into the therapist’s personal time. Homework
assignments can be discussed and clarified between sessions, and between-
session questions answered. In addition, e-mail introduces the possibility that a
client can access a therapist hundreds or even thousands of miles away. I am a
firm believer that face-to-face therapy is ideal for many important reasons (e.g.,
developing the therapeutic alliance), but in those instances in which clients are
isolated from good care, e-mail therapy can be a very attractive option. This
option allows the possibility for equal access to the best available treatment and
therapy resources even if those resources are not available to the client locally. In
addition, as interactive telephones become more standard, therapy by phone may
allow distance therapy to become more personalized, and this medium may ulti-
mately supplant e-mail as a way to seek therapy from a distance.

The down side, however, is that many online systems are not secure, so there
has been great concern about client privacy’s being compromised by using
e-mail. Many systems have been working on upgrading their security, so the con-
cern about protecting confidentiality online may eventually be reasonably satis-
fied. Presumably the same concerns will need to be addressed with regard to
interactive phones.

Teleconferencing methods have been used for some time in medicine as a means
of consultation with clients and other physicians living in rural areas. These con-
ferences usually are produced at large medical centers with highly sophisticated
research programs and are conducted in an effort to provide best-care practices
to clients in isolated areas. Presumably, therapy will move toward using this kind
of technology as well. It may be that the treatment of the future will take place
in the form of a teleconference, including group and individual sessions. At the
very least, geographically isolated therapists and counselors may find that con-
sultation or continuing education experiences with cutting-edge researchers or
therapy gurus may be more readily available via teleconferences in the future.

Finally, virtual reality technology will allow clients to do imaginal exposure
virtually. For example, virtual programs can be written that allow the client to
face (virtually speaking) all the tough and risky situations in session that they
will face outside. They will be able to practice drug refusal skills, alternative ways
to act, and new skills in the face of virtually exposed high-risk experiences.
Virtual reality will provide a more realistic way to conduct exposure to cues
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difficult to reproduce in session, which should aid therapists in desensitizing
certain drug-related cues and in treating some co-occurring disorders (such as
anxiety).

Cultural Pathways to Recovery

The United States is rapidly becoming a country of diversity, with many ethnic-
minority groups growing quite rapidly. The net result of this demographic change
will be that more clients with drug problems will come from cultural backgrounds
that may be much different from mainstream America as it is currently defined.
Experiences with mental health services by some of these clients may be quite
limited and many of these clients will have opted for traditional cultural healing
practices rather than Western types of treatment services. Some clients may be
quite suspicious of traditional treatment and therapy, and of mental health pro-
fessionals in general. In many cases the language differences will complicate these
relationships.

Some ethnic-minority communities have opted to create their own culturally
relevant models for recovery that incorporate some elements of the treatment
models previously mentioned, but that include large numbers of more traditional
practices of great relevance to the community. Treatment may look very differ-
ent when delivered within an ethnic-minority community than it may appear in
a suburban treatment facility.

Many ethnic-minority communities want to respect their historic healing cul-
tures and traditions when attempting to help their members with drug problems.
So, in many communities, traditional healing practices and healers are highly
involved in an effort to circumvent drug problems. In treatment facilities on
American Indian reservations, for example, sometimes a shaman will work with
clients under the same roof that a psychologist or chemical dependency coun-
selor will. Traditional practices often coexist with newer scientific practices in an
effort to provide ethnic-minority clients the best and most culturally relevant care
possible. Treatment facilities in ethnic-minority communities may offer clients
other traditional activities as part of the regular treatment program. As exam-
ples, many reservation-based treatment programs include sweat lodges and other
traditional practices as a routine part of care. Some communities include vision
quests or sojourns as part of the detoxification and recovery process, or include
an elder mentorship model, in which community elders mentor younger com-
munity members attempting to change a drug problem, as part of treatment.

Even if an ethnic-minority client works with you in a mainstream clinical set-
ting, this client may be seeking traditional healing care when not with you in your
office. You must accept and respect that this may be occurring, and if you want
to maintain your relationship with your client, you should discuss, understand,
and encourage the traditional care being sought. The research suggests that many
first-generation Americans rely heavily upon traditional healing practices,
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sometimes instead of using Western practices and sometimes in conjunction with
them. Ethically speaking, therapists and counselors should respect clients’ wishes
with regard to how much they want to utilize traditional healers and traditional
methods for healing as they overcome drug problems. The only exception to this
ethical dictum is if the client is using herbs that may interact with medicines that
have been prescribed (although only very savvy physicians usually know about
the risks involved with such interactions).

Summing Up

The bottom line: There are many different models and techniques that can help
people who want to overcome drug problems. Therapists and counselors who
expand their knowledge to tools and techniques outside their preferred treatment
models will have the advantage of a multiplicity of tools to help their clients. This
will allow you to develop backup strategies to help your clients in case they do
not respond well to your primary model and its therapeutic strategies. Therapists
and counselors also enhance their abilities to help clients if they know how to
treat co-occurring disorders with best practices. Extra training will be required
to master new therapies, but the effort will be well rewarded when you are able to
serve a client with a co-occurring disorder in a highly effective way.

In addition, regardless of the model and accompanying techniques that are
used, the client has a right to know what therapy will look like, and the rationale
for the techniques being chosen. Make sure to orient your clients to the model,
and to what techniques will be used and why. This does not mean you have to
give away all your professional secrets, but you do want to prevent surprises that
may interfere with progress. In addition, the client will be more fully committed
to working hard in treatment and therapy if he or she understands why it is
important to do so.

There is no absolute model of therapy that is right for all occasions. No sin-
gle model works well for all clients, so it is a matter of trying to match what is
known about best practices with what is known about client needs and world-
views. In some cases creativity may be required, especially when operating within
an ethnic-minority community. Working with a client of another culture can be
complicated, but the task is far from impossible. The key is to find an appropri-
ate model match for your client and gain his or her commitment through ori-
enting to what you are doing and why. If you do this well, commitment to
treatment and progress will likely follow.

Key Terms

Anticonvulsives. Drugs used to prevent seizures.
Antihypertensives. Drugs used to lower blood pressure.
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Catastrophizing. Beliefs that the worst possible outcome in a situation will happen.

Generalization of the use of skills. Learning to use in-session skills out in the real
world.

Hypothesis testing. Testing whether a belief or assumption is really true.

Exposure. Being exposed to a cue that triggers an unhealthy response until it no
longer produces that response.

Extrinsic reinforcement. Reinforcement that comes from outside a person.

Fading. The gradual reduction over time (and ultimately the stopping) of
reinforcement.

Flooding or implosion. Total exposure all at once.

Fortunetelling. A client’s belief that he or she knows the outcome of an event
before it happens.

Intrinsic reinforcement. Reinforcement that comes from inside the person.

Mood stabilizers. Drugs that treat disorders with mood cycles, such as Bipolar
Disorder.

Overestimation of threat. Overestimating the likelihood of a negative outcome.

Response prevention. Blocking avoidance or escape during exposure.

Scanning the environment for negatives. Looking for evidence to support neg-
ative beliefs.

“Serenity Prayer.” A prayer by Reinhold Neibuhr often used to close 12-step
meetings.

Successive approximations toward the goal. Rewarding small steps toward
progress.

Systematic desensitization. Gradual exposure done in small steps over a period
of time.

Thinking error. An irrational belief that causes problems for clients.

Recommended Reading

Marsha Linehan’s book Skz/ls Training Manual for Treating Borderline Personality
Disorder (New York: Guilford Press, 1993) is an outstanding resource for learning
how to teach skills to clients. As suggested by the title, this book was written for
the treatment of a very specific disorder. However, the skills-training exercises
suggested in the book are appropriate for use with people with drug problems
as well, and the book is a great resource for counselors and therapists alike. In
addition, T highly recommend the book Clinical Handbook of Psychological
Disorders, Third Edition, edited by David Barlow (New York: Guilford Press,
2001). This book has numerous chapters written by experts in the field and ded-
icated to instruction on cognitive behavioral therapy with anxiety and many other
types of disorders. I highly recommend the book Cognitive Behavior Therapy:
Applying Empirically Supported Techniques in Your Practice, edited by William
O’Donohue, Jane Fisher, and Steven Hayes (Hoboken, NJ: John Wiley & Sons,
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2003) which has a very practical, cookbook approach to how to use various empit-
ically validated techniques in your practice. Finally, I recommend Cognitive Ther-
apy: Basics and Beyond, by Judith Beck (New York: Guilford Press, 1995), as an
excellent overview for the basics of cognitive modification and therapy.

1. False; 2. False; 3. True; 4. False; 5. False; 6. True; 7. True




CHAPTER 6

Continuing Care

[ TRUTH OR FICTION |
After reading this chapter, you should
be able to answer the following questions:

I. Aftercare goals are almost always the same as treatment goals.
True or False?

2. In the Minnesota model, aftercare usually meets weekly and in
groups. True or False?

3. A client may have a different counselor in aftercare than in treat-
ment. True or False?

4. Booster sessions can help clients after psychotherapy is completed.
True or False?

5. Relationships often experience problems after treatment is com-
pleted. True or False?

6. It is okay for you to hire your client to do some yard work for you.
True or False?

7. It may be okay to share your spiritual beliefs with a client if he or she
asks. True or False?

Answers on p. 258.

Treatment obviously cannot last forever. Eventually the client must take what
she or he has learned out into the real world and succeed in overcoming her
or his drug problem. A key decision for therapists and counselors is determin-
ing when therapy or treatment must end. However, ending treatment or therapy
abruptly is not recommended. Termzination or discharge from therapy or treat-
ment should occur after a gradual transition period that allows some continued
support while encouraging the client to assume greater responsibilities for recov-
ery on her or his own terms without constant professional contact.

Research into behavior change suggests that clients benefit from tapering the
frequency of psychotherapy sessions before termination or discharge. Behavioral
research has found that new learning can benefit from spacing out sessions more
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at the end of therapy or treatment, which allows the client to take greater per-
sonal responsibility for practicing the newly learned skills under real-world con-
ditions. Allowing clients to assume greater responsibility for their recovery
pathways over time allows for generalization of skills and increased self-efficacy
in use of skills in real-life situations (see Chapters 1, 3, and 5). Increasing the con-
fidence and competence of the client to succeed using these new recovery skills
has the effect of decreasing client dependence on the therapist or counselor.
Establishing greater independence from a counselor or therapist toward the end
of treatment care is necessary to ensure client success after contact has been
ended. Even if a client makes mistakes or misjudgments during this time of taper-
ing sessions, the therapist or counselor is still available to help the client if a seri-
ous problem arises.

This period of time when tapering of sessions occurs is called aftercare in tra-
ditional drug treatment. Individual psychotherapy also tapers sessions, but this
process is not referred to as aftercare (see more details later in the chapter).
Aftercare represents a much less intensive form of therapy, usually focused on
quality-of-life issues in recovery and relapse prevention (see next chapter). After-
care sessions usually meet once a week for an hour or two, although the model
varies from program to program. The idea is to taper the number of formal con-
tacts the client has with a professional while leaving the safety net in place if the
client should stumble. The process of learning to walk the tightrope of life alone
is important, and aftercare encourages the client to take charge of his or her
recovery program but provides a safety net if a mistake is made. Treatment pro-
fessionals, after all, cannot walk the tightropes for their clients.

Counselors and therapists have to determine when the client has made suffi-
cient progress to move into this next phase of therapy. The decision whether the
client is ready to be moved from formal treatment into aftercare is determined
by client progress on the treatment plan. The counselor or therapist uses clinical
judgment to ascertain whether the client has made sufficient progress on the plan
to warrant movement from formal treatment into aftercare and whether the
client is sufficiently stable in his or her recovery to take this next step toward
autonomous recovery. The next section covers factors that counselors and ther-
apists should consider when making the decision to graduate clients from treat-
ment into aftercare. In addition, this chapter provides an overview of what can
be expected during this final phase of treatment and therapy for professionals,
and for clients and their families.

Recovery Criteria Used by Therapists

As mentioned in Chapter 1, treatment success is defined differently depending on
which model of recovery and treatment you believe (also see Chapter 5). For
example, in traditional Minnesota-model treatment modalities, treatment suc-
cess is defined by a period of sustained abstinence. This period of abstinence is
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described in the DSM-IV-TR (APA, 2000) as sustained full remission, which
reflects disease-model language, and this period of sustained remission is
described as a period of abstinence that last greater than one year. Treatment cen-
ters frequently use the DSM-IV-TR to diagnose their clients, but generally do not
use this strict definition of sustained full remission to determine when treatment
should end and aftercare should begin.

Instead, counselors in Minnesota-model treatment facilities often use clinical
judgment to determine whether there has been a stable, sustained period of absti-
nence to decide when a client is ready to graduate from treatment and move into
aftercare. In addition, treatment plans are used to ascertain when a client is ready
to enter aftercare. Significant progress on a majority of treatment-plan goals and
problem areas provides further evidence that the client may be ready for after-
care. Finally, and sometimes unfortunately, financial considerations sometimes
weigh into the decision to move a client into aftercare. If the client’s insurance
company insists, or if the client can no longer afford the cost of formal treatment,
then aftercare becomes a logical choice, even if the placement seems premature.
Counselors understandably tend to be conservative when making the decision to
discharge a client from treatment to aftercare, so a decision like this can seem ill
advised. Thankfully, there are many occasions when moving a client into aftercare
ends up being helpful over the long term even if it seems premature at the time.

In a behavioral model of recovery, the client’s goals for therapy are used to
determine whether tapering psychotherapy is recommended. Many times the
client’s goals will include abstinence, but not always. When the client’s goals have
been met to the satisfaction of both the therapist and the client, then a recom-
mendation is made to begin to space out the individual psychotherapy sessions
gradually. The rationale for this process (to encourage generalization of skills and
development of self-efficacy) is explained to the client. If therapy has been con-
ducted weekly, then the therapist may recommend going to biweekly sessions for
a month, followed by once-a-month sessions, and maybe eventually extended out
to one session three months later, then one last booster session 6 months out to
check on the client’s progress. In psychotherapy, this process of gradually taper-
ing the number of sessions toward extinction is the functional equivalent of an
aftercare program.

Suggested Criteria for Discharging From Treatment Into Aftercare

For both counselors and therapists, the treatment plan provides an excellent way
to determine when a client is ready for aftercare. As you may remember, the treat-
ment plan includes various types of problems that are prioritized by the relative
threat to the recovery and well-being of the client (see Chapter 4, especially
Research Frontiers on page 166. Counselors and therapists can also use the tier sys-
tem to guide their determination of when a client is ready for a taper in treatment
or therapy. For example, counselors and therapists will most certainly want
clients to be stable before referral to aftercare, which suggests that all Tier 1 and
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Tier 2 problems should be resolved before such referrals are made. The resolu-
tion of Tier 3 problems becomes more a matter of clinical judgment, but cer-
tainly a counselor or therapist will want to determine whether enough progress
on Tier 3 problems has been made that the client can begin to direct his or her
own treatment out in the real world. I would recommend that significant
progress has been made on most, if not all, Tier 3 problem items on the treatment
plan prior to discharge into aftercare.

Aftercare represents the ideal forum for addressing Tier 4 problem items, so
it is expected that many of these will not have been addressed in treatment. There-
fore, it is not necessary to have made progress on Tier 4 problems before a refer-
ral to aftercare. Many of these problems, as mentioned in Chapter 4, will require
clients to develop their own plans for how to address them in everyday life. The
aftercare counselor or therapist can serve as a guide in this effort to find new life
pathways, but clients must do the actual walking when the trails are chosen.

Phases of Recovery

Changing the emphasis in aftercare from life-threatening issues to quality-of-life
concerns represents a more comprehensive change of focus that is typical in
recovery in general. In the beginning phase of overcoming a drug problem, the
clients focus primarily on not using drugs. A great deal of time is spent learning

to change and control drug-related behavior. Tier 1 and 2
problems are the principal focus for clients in treatment and

“Every day you may make _
therapy. In the next phase of overcoming a drug problem,

progress. Every step may
be fruitful. Yet there will
stretch out before you an
ever-lengthening, ever-
ascending, ever-improving
path. You know you will
never get to the end of the
journey. But this, so far
from discouraging, only
adds to the joy and glory
of the climb.”

— WINSTON CHURCHILL

the client begins to develop a new identity apart from the
use of drugs, to develop and use new skills more effectively,
and to develop self-efficacy in her or his ability to succeed in
overcoming the drug problem. Clients still focus a great deal
on overcoming the drug problem, but the competence to
succeed is greater during this phase, as is the commitment to
continue to change. A great deal of time is spent practicing
new behavior and skills, and learning how to make changes
when mistakes are made. Tier 1 and 2 problems are gener-
ally under control and significant progress is made on the
Tier 3 problems. Joy begins to return during this second phase
of behavior change.

The third phase occurs about the time that aftercare would
begin. In this phase, there is increased movement toward
self-guided therapy and treatment, less reliance on treatment
professionals, and increased self-efficacy to sustain behavior

change over the long term. Clients continue to develop new identities apart from
drug use and to reconstruct their personal lives to reflect these changes. The role
of the counselor or therapist changes during this phase of recovery toward more of
a mentorship.
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The fourth phase occurs toward the end of aftercare, when a client moves
behavior change beyond merely a focus on the drug problem. The client’s iden-
tity becomes no longer defined principally by the drug problem. In fact, the
client’s identity may be completely different than it was when drugs were a prob-
lem. The new behavior patterns have become habit. Tier 4 problems are being
tackled as a part of everyday life. The client is no longer a client during this final
phase of recovery. In phase four, the person who used to have a drug problem
has assumed the role of being his or her own therapist, and in some cases, may
have assumed a role in helping others in their recovery. The focus changes from
the necessary taking that a person must do when initially learning a new way to
live to a balance between taking and giving to others (see Chapter 8 for further
explanation). In earlier phases of recovery, the person maintains a strong focus
on self, but that focus shifts outward as recovery continues, as you will see.

Spheres of Recovery

Recovery from a drug problem starts with client behavior change. Because of this
beginning, personal growth is the primary focus of therapy and treatment in the
earliest phases of recovery. Early recovery is necessarily selfish in some respects,
since a great deal of the focus is on the client and his or her needs and behavior.
This focus on self begins to gradually diminish over time, as suggested in the last
section, as the client learns how to make new behaviors become habits.

Recovery can be visualized as the layers of an onion, with each successive layer
representing a growth in recovery. The inner core of recovery (or of the onion)
is developed early in treatment when the focus is principally on avoiding drug
use. When that new behavior becomes habit, a new layer of the onion is added
as the client begins to extend these new behaviors into the real world outside
treatment. The client begins to extend behavior change into his or her family life,
into work or school, and into other institutions in which the client may interact.
These middle layers, or spheres of recovery, represent a movement of focus from
client-only to a focus on how the client interacts with significant others in the
environment. This movement represents a change in emphasis from self to social
relationships. This shift happens late in treatment and extends into aftercare.

The outer layers of the onion (or the spheres of recovery — see Figure 6.1) are
dedicated to yet another subtle shift in focus, in which the client begins to rede-
fine how she or he fits into the larger society. This change in focus occurs when
the client has reestablished healthy interpersonal relationships with significant
others and stability in those social institutions in which she or he participates.
Recovery moves from interpersonal relationships with those close to the client to
an understanding of his or her place in the world. Many of the issues involve
quality-of-life decisions, and clients may be wrestling with existential issues as
well. The client establishes a new identity in which drugs no longer define who
he or she is, but also realizes that the new identity is a direct result of changing
a drug problem. As mentioned, giving becomes as important as receiving during
this time.
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Personal

Social

Existential

Figure 6.1: Spheres of recovery.

Additionally, a client must tackle different areas of growth, or zones of recov-
ery, to develop this concentric growth pattern that occurs as recovery progresses.
These zones tend to roughly follow the biopsychosocial model of a drug prob-
lem, in that the early sphere of recovery involves mainly physical healing and psy-
chological recovery of the client, and the middle sphere of recovery involves
social healing and taking recovery out into the world. The outer sphere is much
more personal in nature, even though it involves a broad view of identity in the
context of the larger world. This outer sphere, since it involves issues of identity,
meaning, purpose, and direction, tends to be very spiritual for many people. Spzr-
ituality can mean many things in this context, and is not necessarily synonymous
with religion. There are many different forums in which people develop this zone
of recovery, some of which involve interactions with others (e.g., religious and
support groups; social-action and service types of organizations) and some of
which are highly personal and private (e.g., meditation or other private endeav-
ors aimed at personal growth). The spiritual zone of recovery usually is the last
to develop because it depends upon healing in the other areas before growth can
occur in this zone. This does not mean that spirituality is not important in ear-
lier spheres of recovery; it simply means that it becomes more important as time
goes along and the client creates a new life.
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Continving Care Plans

The continuing care plan, developed prior to discharge from treatment into after-
care, is constructed with the different spheres and zones of recovery in mind.
The ultimate goal of the continuing care plan is to help the client move into this
new phase of recovery as seamlessly as possible. So, like the treatment plan
(remember Chapter 4), the continuing care plan should be comprehensive but
not overly intrusive, should be simple enough to follow, and should be devel-
oped collaboratively with the client prior to discharge.

Effective continuing care plans integrate community resources with the exist-
ing treatment resources that the client will continue to access. One aspect of the
plan will be to determine which support-group meetings (if any) the client will
attend during the week. The continuing care plan also will link the client to other
community resources deemed important to his or her continued success to
achieve and maintain behavior changes after discharge from treatment. Referrals
may need to be made upon discharge to ensure that the client gets her or his
needs met in specialized areas of care. The plan also will include a problem list,
just as the treatment plan did, but this list will focus on the uncompleted prob-
lem list of treatment with a special emphasis on Tier 4 problem areas. Periodic
checkups will be made concerning the other problem areas in Tiers 1-3 to make
sure that progress in those areas is maintained.

An important part of the continuing care plan will be to determine how much
access the client will have to needed resources upon discharge, especially if the
client will be leaving the immediate area in which treatment has been received.
Long-distance referral contacts may need to be made by the counselor or thera-
pist to provide for continuity of care. If there appear to be

deficits in the resources available to the client, then the
counselor or therapist may have to find alternatives. For “To accomplish great things,
example, if the client and counselor agree that a 12-step  we must dream as well

group will be part of the continuing care plan, but the
availability of such groups is limited by the client’s work
schedule or by geographical relocation, then alternatives

as act.”
— ANATOLE FRANCE

such as an online group or perhaps an attempt to develop

a new group should be examined. Professional networks can help you determine
whether the resources necessary for the continuing care of the client are available
in a distant location, and then to determine how to access these resources for
your client.

If referrals are made in conjunction with the continuing care plan, then the
procedures suggested for referrals in Chapters 2 and 3 should be followed. Pro-
fessional networks can be used to make appropriate referrals. Continuity of care
should be provided whenever possible during the referral process, and you should
check with your client to make sure that contact with the referral was made within
an appropriate amount of time and that the client finds the referral helpful.
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Developing Continuing Care Plans

I. Use the different spheres and zones to guide development of the plan.

2. The plan should be comprehensive but not overly intrusive, and simple
enough to follow.

. Integrate community resources with existing treatment resources.
. Include family in the plan if possible.
. Include appropriate referrals in the plan.

. Include periodic checkup meetings with the client to discuss progress.

N o0 o1 AW

. Include dream goals as part of the plan.

Structuring the Continuing Care Plan

The ideal continuing care plan is a plan of hope. Like a treatment plan, the con-
tinuing care plan addresses problem areas and the goals mutually agreed upon
by client and therapist within those problem areas. The continuing care plan also
allows for dreaming, since it typically addresses Tier 4 problems. Reflecting upon
quality-of-life problems invites the client to dream about where he or she would
like his or her life to be a year or even 5 years from now. Whereas the treatment
plan tends to focus more on the here and now (as a plan for surviving a crisis
should), the aftercare plan recognizes that working hard on overcoming a drug
problem eventually will yield rewards. The client has passed the crisis stage in
overcoming the drug problem for the most part when entering into aftercare, so
a little dreaming about the future is in order. This dreaming also provides a great
deal of hopefulness about the future, which can carry the client when difficult
times arise.

Aftercare Goals Can Lead to a Little Dreaming

Aftercare is the time to address more long-term goals related to life changes.
Since these changes typically involve long-term plans, the goals of aftercare can
extend well beyond the end of aftercare, and perhaps represent lifelong goals
that challenge clients to better themselves. When developing the aftercare plan,
you can encourage a little dreaming on your client’s part so that she or he feels
the future will be interesting, challenging, worth pursuing, and drug-free. As you
develop this plan with a client, ask her or him to consider questions like, “If you
could do anything with your life, the sky being the limit, what would it be?” and
questions that beginning with, “What if — ?”

Brainstorming can be quite helpful in developing this treatment plan. So
remembering the process for brainstorming (see Chapter 3), have your client gen-
erate a wide range of possible goals related to the future, at first without concern
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for their feasibility. After the ideas for new life directions are generated, then fea-
sibility of the goals can be discussed. If the goals require major life-direction
changes, discuss how to implement those plans. Discussion of these goals and
plans is done without concern for the complexity of the process, because the ini-
tial goal of this endeavor is to open as many doors as possible for the client.
Encourage your client to entertain new directions and goals for improving his or
her life over the long term and not to worry for the moment about what the
process for achieving those new directions might be.

Next, have the client rank order the dream goals and pick the ones that are
most appealing for inclusion on the continuing care plan. T would suggest includ-
ing perhaps two or three in the plan to make it manageable, but do not discard
the other suggestions just because they were not ranked among the top two or
three goals. The other ideas that were ranked lower constitute another list of
dreams for the client to work on in the future. The fact that they are not top pri-
orities today does not mean they will not be the priorities of tomorrow. You can
add a wish list at the bottom of the continuing care plan that simply lists these
other dream goals that the client has generated but not ranked at the top for this
plan.

The next step is to develop a plan for how to get from point A to point Z with
regard to the dream goals. Ascertain what strengths and needs the client has
related to achieving a dream goal and list those under the targeted goal. Then
develop a roadmap for how to get the client from where he or she is today to
where he or she wants to be with regard to this dream goal. Try to work out a
skeleton of a plan with the client for how to make steady progress on achieving
that goal. Determine what the first step toward achieving the goal is, then the
next, and the next, and so forth. Try to develop a plan that allows for weekly
measurable and achievable mini-goals related to reaching the greater dream goal.
The value of weekly mini-goals is that they provide you with specific benchmarks
for evaluating client progress. This method also allows the client to feel as if she
or he is making palpable progress toward the long-term dream goal. Visible signs
of progress can encourage clients to continue to work toward the dream, espe-
cially when the goal is lofty and far into the future.

Good examples of such dream goals include a career change or completing a
college degree. Since dream goals usually involve greatly delaying gratification,
and since many people with drug problems have limited experiences with delay-
ing gratification, it will be important for you as the counselor or therapist to high-
light the mini-payoffs along the way, week to week, for the client. This reinforcement
and encouragement will keep your client hooked into seeking the long-term
prize. At first, you will have to highlight the little steps of progress and reinforce
those for the client. Eventually, the client will find intrinsic reinforcement for
making progress on these dream goals as she or he gets each step closer to mak-
ing the dream come true. Progress on these goals also does wonders for increasing
self-efficacy and self-esteem.
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Dream goals can fall into one or more of several categories. The first category
includes vocational and/or educational goals. Your client may desire a change in
careers that would lead to a significant improvement in quality of life for her- or
himself, and perhaps for family as well. Vocational goals often are linked to edu-
cational goals, and the dream goal may prompt your client to seek new training
or even pursue a new educational degree. You can help your client as she or he
considers how to achieve these goals by directing her or him toward resources to
learn more about the directions being considered. Questions that may need to be
addressed include what kind of training is involved, how long it will take and
what it will cost, whether financial support is available, and where the training
can be obtained. Help your client determine how to take the first steps toward
reaching the goal, and then define what the weekly goals would look like on the
road to the dream.

In addition, make sure that the goal is dreamy but achievable, because you do
not want your client to be set up to fail. For example, is your client capable of
reaching the goal that is being set? If not, you may wish to suggest a less lofty goal
or perhaps an alternative. If the client insists, then develop a backup plan to pro-
tect the client. Counselors and therapists have to be careful when evaluating
whether clients can realistically achieve what is proposed, because you do not
want to unduly hinder pursuing a dream or to underestimate your client. Devel-
oping challenging yet achievable dream goals for our clients is one of the more
difficult things we do as treatment professionals.

Sometimes vocational and educational goals are inextricably linked to finan-
cial goals. Some of my clients have set goals about becoming debt free or devel-
oping retirement-savings goals or lofty plans for projects or trips that required
financial plans in order to complete them. Help your client identify the first steps
and the roadmap to reach these goals, as well as to make appropriate referrals for
financial counseling as needed. You may be able to help the client develop a
budget if you have those skills and if the goals are simple ones, but a referral
should be considered if either the financial needs to fulfill the plans or the client’s
budgetary concerns are complicated. Avoid giving financial advice to clients, since
it could interfere with the therapeutic relationship if the advice proves to be wrong.

In addition to vocational and educational goals, a client may have dream goals
related to family and important relationships. Guide the client as she or he devel-
ops achievable but challenging goals in these areas. Then match your client with
the resources to make those changes possible. Some clients with whom I’ve
worked had lofty goals such as improving interactions with partners and becom-
ing better parents. Others may have goals like increasing the number and quality
of friendships, which may be a very lofty goal indeed if the person has comorbid
social anxiety. Help the client identify the first steps, and then subsequent incre-
mental steps toward the goal that can be evaluated regularly in conjunction with
aftercare meetings. Continuing-care issues for couples and families are discussed
in greater detail later in this chapter.
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Finally, as alluded to earlier in this chapter, dream goals can be related to issues
of personal identity, character, meaning, and spirituality. Again, your role as a
counselor or therapist is to provide direction and resources but not to provide
answers. The solutions for personal goals like these must be found through per-
sonal recovery experiences. You can direct but you cannot determine. Pursuing
existential goals such as these is part of developing a new identity apart from
drugs, and they can be the most challenging and rewarding goals for your clients
to achieve.

Models for Aftercare

Just as with treatment, the appearance of aftercare may vary according to the
therapeutic model. For example, Minnesota-model aftercare usually operates in
groups that meet weekly. The format of these weekly sessions usually involves
psychoeducation around relapse prevention, often related to an issue germane to
specific members of the group. Sometimes the psychoeducation topic is prede-
termined by the outline of a relapse prevention manual (see Chapter 7).

Before aftercare begins, a client will likely meet with the aftercare counselor.
This counselor may be different than the one he or she works with in treatment.
However, the client likely will know the aftercare counselor from treatment groups
even if that person was not her or his primary individual counselor. This first

Darien’s Dreams

Darien is a 24-year-old finishing treatment and preparing for aftercare.
His therapist, Claudia, is meeting with him to develop a continuing care plan.
Together they have developed a plan for addressing those problem areas that
they did not quite finish in treatment. But Claudia surprises Darien with a ques-
tion no one has ever asked him before: “Darien, if you could do anything with
your life, what would it be? Don’t worry right now about how long it will take or
how hard it will be. Just dream a little and tell me what you would do.” Realizing
that Claudia is serious, he eventually replies, “I would love to go to college and
become an architect. | have always enjoyed putting things together, and drawing
plans for things that could be built.” Claudia responds, “I think you can do this. It
will take some time, but it is a worthy dream and a good goal for you. Let’s put
going back to school on your continuing care plan, with the idea that you will
become an architect. But of course you may go to school and find something
else you want to do instead. Okay, are you ready for some homework related
to this goal?”

If you were Claudia, what kind of homework would you assign to Darien

related to reaching this goal? What does he need to know to succeed? What are
the first steps?
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meeting operates much like an intake session and is meant to develop the alliance
between the participant and the counselor. The continuing care plan is reviewed
and the client is oriented to the aftercare group process prior to the first meet-
ing. Group rules and expectations likely will be reviewed with the client. Partic-
ipant questions are answered so that she or he will feel more comfortable going
into this new group.

In weekly group meetings, clients will report on progress on their continuing
care goals. These goals will likely include unresolved problem areas from treat-
ment as well as dream goals. The counselor will encourage discussion of progress
as time permits in groups, and peers will be encouraged to provide feedback to
each other on personal progress. Sometimes peers will confront if there is concern
that a participant is engaging in old behavior or not making sufficient progress.
Aftercare counselors have to be careful not to permit confrontations to get out
of hand and may have to shut down other participants if they become overly zeal-
ous in confrontation. Clients sometimes will be assigned homework, such as
reading or writing assignments related to relapse prevention, and those assign-
ments will be reviewed in the group meetings as well.

In addition, the participant regularly meets one on one with the aftercare
counselor outside the group to evaluate progress toward aftercare goals. These
meetings may happen monthly or perhaps bimonthly. The aftercare plan will be
reviewed together, and the plan may be collaboratively modified if needed.
Review meetings continue at regular intervals throughout aftercare. When the
participant approaches the end of aftercare, a more comprehensive review will
take place. The counselor may summarize progress and make some recommen-
dations for next steps in the recovery program. The participant sets new goals for
the future after discharge from aftercare. The discharge session usually occurs
within the group session, and generally involves some type of graduation ritual.
During this ritual, counselors, peers, and the participant will each have time to
share and reflect upon the aftercare experience. Closure is provided for all par-
ticipants during this ritual. The participant is discharged with a long-term recov-
ery plan in place and with recommendations to continue to participate in support
groups.

Spiritual Model for Aftercare: Movement From Healed to Healer

As noted in Chapter 5, the Minnesota model incorporates certain aspects of the
spiritual model of recovery. Aftercare within the spiritual model includes con-
tinual participation in support groups meant to fill the spiritual void of the client
and alter his or her identity so that drugs are no longer wanted to fill that void.
During aftercare, participants in Minnesota-model treatment programs are urged
to continue working the 12 steps in order to continue to grow spiritually.

In treatment, usually the goal is to have the person complete the first 5 of the
12 steps if possible. The beginning steps are largely dedicated to accepting pow-
erlessness over drug use, accepting that the powerlessness can be overcome by



Continuing Care 243

surrender to a higher power that can restore sanity if the client makes that deci-
sion, and then resolving to clean house morally by confidentially sharing with
another person his or her story and how drugs caused him or her to act in ways
that caused guilt and shame. The latter steps remain to be worked after leaving
treatment, and this process continues in aftercare programs in the Minnesota
model.

However, some clients may choose more religious types of solutions after
treatment, and others may continue to develop religious (or spiritual) programs
that were used to overcome drug problems instead of utilizing formal treatment.
A great many of these practices focus on seeking answers and solutions from uni-
versals rather than from drugs, and may tend to be directed toward existential
activities to change the person’s character permanently so that drugs are no
longer a viable option.

The common element among the spiritual approaches seems to be a move-
ment from a personal spiritual healing (common in the early stages of overcom-
ing a drug problem) toward a transforming presence in the world. This shift is
reflected quite nicely in Steps 6-12, which move from changing the self with the
help of a higher power to helping others change (the last step). Since the person
is given a gift of being healed spiritually by the program, the person shares this
method of healing with others out of gratitude. In this way, the person becomes
a healing presence in the world. The idea of moving from being wounded to
becoming a healer is a powerful metaphor for the spiritual model of overcoming
a drug problem.

Family Model for Aftercare

Family models for aftercare exist as well, and can be quite useful as the client
resumes his or her role in the family. Overcoming a drug problem does not nec-
essarily eliminate problems that exist in relationships or in the family system.
Some of these problems and issues may take some time to resolve. Generally
speaking, while in treatment, the client spends a great deal of time focusing on
solutions to overcoming his or her drug problem. What this means practically
speaking is that family and relationship problems often are not addressed sys-
tematically until after treatment is completed. This makes aftercare a period of
time when relationship and family concerns may rise to the forefront for the
client. Therapists and counselors must remain alert to the likelihood that family
and relationship issues may become more acute during aftercare and can repre-
sent a threat to the client’s recovery if not adequately addressed.

Partner Involvement and Couples’ Issues After Treatment

Many treatment centers offer family programs, such as weekly family or couple
support groups, that may coincide with the aftercare program that the client
attends. In addition, the aftercare counselor may decide that meeting jointly with
client and partner can be helpful during aftercare to address relationship
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concerns. This type of meeting can help the partner understand what the client
does in aftercare, and can potentially help with relationship or family problems.
In addition, many treatment centers also offer partners and other family mem-
bers continuing family therapy after treatment that may aid in relationship issues.

Many new challenges can arise after treatment for partners. A family therapist
can prepare the partner for these challenges as part of a family orientation to
aftercare. Such a meeting will occur around the same time as the client develops
his or her continuing care plan just prior to discharge from treatment. The fam-
ily therapist may address adjustment concerns that many partners experience
when a client is discharged from treatment. The family therapist can prepare the
partner for what to reasonably expect from the loved one after treatment ends.

For example, it is not uncommon for a client to have little to no interest in sex
early in recovery from a drug problem, or for the client’s interest to fluctuate.
Sexual performance is hindered by stress, and obviously the client is under a
great deal of stress as she or he learns how to stay drug free. In addition, the
client’s personality may seem different now that he or she is not using drugs.
Although it is likely that many of these changes will be quite positive, the changes
also may seem a little strange and unsettling to a partner. Change can be scary,
even when it is for the good, and partners are not immune to feeling scared about
positive changes in a loved one. Family therapists also will likely want to discuss
how relationship dynamics may change now that the loved one has stopped using
drugs. Remembering the family model discussed in Chapter 5, as the client
changes, the relationship with a partner is likely to change as well. Again, this
change will likely be for the best, but even little changes can sometimes feel
threatening or disturbing to a partner. Family therapists can alert the partner that
these changes may occur and can put into action a plan that will aid the partner
to cope with such changes. Change seems much more threatening when a per-
son is under stress, and this statement is as true for partners and family members
as it is for clients.

Empirically validated cognitive behavioral therapy for couples can be quite
helpful if relationship problems are an issue. Cognitive behavioral couples ther-
apy combines the best of cognitive behavioral and family therapy techniques in
order to help couples. The research suggests that use of this type of therapy can
be quite helpful in mediating and resolving problems involving couples. Coun-
selors may want to make a referral for this therapy if clients have relationship
issues that interfere with aftercare.

Family Involvement and Family Issues

Family therapy programs continue in many treatment programs throughout aftet-
care, and as mentioned, a family therapist may be available to family members.
Children who are having adjustment problems may find therapy beneficial, for
example. Including all family members can be helpful for the client and allows
other members of the family to work on their own personal growth, too.
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The family model of recovery suggests that as the identified client changes in
treatment (and beyond), the family dynamics will be altered. The family unit was
in a state of equilibrium (albeit dysfunctional) when the client used drugs, but
now that the client has changed that behavior, the old family system will be out
of balance. Part of the family model for aftercare is to work with the family to
create a new, healthy, and functional equilibrium. Practically speaking, the fam-
ily can expect that the client will want to resume a more active role in the family
system now that he or she is not using drugs, and this process of asserting one-
self in the family system may ruffle some feathers among other family members.

The family therapist can prepare family members for this likelihood, as well
as work with them on their residual feelings about the client’s drug use and its
effect on family members and the family system. One goal is to prevent family
members’ toxic feelings from adversely affecting the client’s resolve to change the
drug problem. Toxzc in this instance means that expressing the feelings can be
harmful to family healing and to the client. On the other hand, a family member
may be well justified in having such toxic feelings related to the client’s drug use,
and the family therapist must be careful not to invalidate those feelings in a way
that could harm the therapeutic alliance with the family.

The client likely will benefit from continued involvement of family in the ther-
apeutic process during aftercare. Many commonly reported relapse triggers are
related to relationship stress (see Chapter 7), and family therapy may help reduce
relationship stress. As the client is learning how to adjust to living drug free after
treatment, the family learns how to live with a drug-free loved one.

Phases of Family Recovery

Families can move through phases of recovery just like the clients do. These phases
of recovery, however, are more tied to the dynamics of the family. The beginning
phase of healing involves personal healing among family members, so the family
system at this phase seems somewhat disjointed. Understandably, each member
of the family has to place personal healing above family healing during this early
stage of recovery. However, after this period of individual recovery takes place,
family reintegration becomes possible as members become more focused on
working together in a healthy system again.

The middle phase of this process may be turbulent as a new equilibrium is
being established, and this period typically coincides with aftercare for the client.
Many of the issues discussed previously become a central focus for the family
during the aftercare period. As the issues become resolved and family members
become more familiar and comfortable with the new, drug-free loved one, then
family equilibrium may be restored at a new level. Some family systems do not
survive these changes, meaning that a partnership may dissolve. However, many
families and partnerships do weather the storms and grow much closer because
of this process of separate and collective recovery that takes place after a drug
problem has been overcome. The final phase for a family that weathers the storm
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USEFUL RESOURCES

National Contact Information for Family
Support Groups

Al-Anon/Alateen: Phone: 1-800-356-9996; Web link: http://al-anon-alateen.org/
Co-Anon: Phone: 1-800-898-9985; Web link: http://www.co-anon.org/
CoDA: Phone: (602) 277-7991; Web link: http://www.coda.org/

Families Anonymous: Phone: |-800-736-9805;
Web link: http://www.familiesanonymous.org/

is a reintegrated family system that is much stronger and healthier than it was
when drug use defined its dynamics.

Behavioral Model for Aftercare:
Tapering Therapy and Booster Sessions

As mentioned earlier, aftercare is not part of the behavioral model of treating a
drug problem. Those clients who are working with a cognitive behavioral thera-
pist will continue to engage in similar therapeutic practices, albeit at a much
greater level of skill and self-efficacy, during later stages of psychotherapy as they
did in the earlier stages. The number of therapy sessions will slowly be reduced
and spaced out over greater intervals of time toward the end of psychotherapy.
This is done in order to promote greater generalization of skills on the part of the
client and to reduce the client’s dependence on therapy and on a therapist for
behavior change over the long term. This slow tapering in the number of sessions
also tends to promote seeking intrinsic reinforcement for behavior change, so
that the client becomes more self-reliant, and that progress is energized by client
satisfaction in making changes rather than by therapist satisfaction.

Part of this movement toward self-reliance in cognitive behavioral therapy is
to increasingly link natural reinforcers with behavior change. Natural reinforcers
are positive rewards for behavior change available to the client outside session,
as opposed to the reinforcement provided by the therapist in session. Natural
reinforcement will have much more power to maintain behavior change over
time because it will be consistently available to the client. Since therapy will end,
the client must find long-term reinforcement for change elsewhere. Natural rein-
forcers are the kinds of reward for behavior change that always will be available.
They include good feelings, satisfaction, and personal joy for accomplishments
as a consequence of engaging in certain behaviors.

Another part of the process of promoting client self-reliance is to teach the
client how to become his or her own therapist. Throughout the therapeutic
process, a cognitive behavioral therapist will be orienting the client to the model
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of therapy, how to observe behavior, how to do a particular therapeutic tech-
nique and why doing it is theoretically important, and how to practice this tech-
nique through role-play and in homework assignments. In-session work trains
the client to begin to do these things with prompting by the therapist. Eventu-
ally the client will take charge of changing behavior on his or her own time. If a
cognitive behavioral therapist has done her or his work well, then the client will
assume greater responsibility for controlling his or her own therapy over time.
Periodic progress reviews are made. Often, the timing of these reviews is jointly
agreed upon at the beginning of therapy. For example, the client and therapist

CLIENT HANDOUT

The Value of Aftercare

Aftercare can help you consolidate all that you have learned so far in treat-
ment or therapy. This period presents an opportunity for you to practice
what you have learned in real-world settings, as well as to enjoy your new
freedom from drug use. Use this time to practice the new skills you have
learned and experiment with new directions for your life. Also, enjoy your-
self as you rediscover who you are without being under the influence of
drugs!

Many clients have told me that they found aftercare a liberating time of
great self-exploration. Not many people get a chance to redefine themselves
later in life, but this is exactly the opportunity that lies before you now.
Treatment and therapy have provided you with many skills for overcoming a
drug problem, but nowhere is there a manual written on how you must use
them to reach your dreams. That manual must be written by you, since you
are the expert on yourself. How you use those tools will redefine who you
are; in effect, you have the opportunity to become whoever you want.

One of the great joys of aftercare is beginning to enjoy success again. You
have already accomplished a miracle by changing your drug use, and you will
only get better over time. Congratulations on your success, which is a result
of your hard work, but do not forget to acknowledge those who helped you
make it to this point. There is a great deal of hard work ahead, but already
you are beginning to see that reaching for your dreams may be possible
without the ball-and-chain of drug use to slow you down.

Aftercare and beyond will be a time of great change for you, but it will
be mostly positive. Certainly some change will not be pleasant, because this
is a truism about life, but for the most part what is ahead will be good. The
greatest gift in life will be restored to you since you have overcome your
drug use: Hope will return to you in bucketfuls. Once again you are in charge
of your own destiny, and no one can take that away from you. You can give
it away, but it cannot be taken. Choose to work very hard not to give away
control of your future during aftercare.
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may agree to review progress at 4 and 8 weeks. At some point during one of the
later reviews, the suggestion is made that, if client progress warrants it, the inter-
val of time between sessions may be extended from every week to every other
week, with evaluation of this new arrangement’s effectiveness at some point in the
future. Eventually the length of time between sessions is lengthened again and
again. At some point, a termination date (last session) will be set with client
feedback.

Finally, as termination draws near, booster sessions may be suggested several
months into the future. Research suggests that booster sessions can be effective
to check up on client progress and to make adjustments in the recovery plan if
needed. In addition, booster sessions can serve to reinforce successful client
efforts as well as leave a veiled safety net in place to help the client in the future.
The time interval between booster sessions is gradually lengthened until they are
no longer needed. Booster sessions tend to be the functional equivalent of after-
care in the behavioral model for treating a drug problem. Using booster sessions
recognizes that the client has the skills necessary to succeed but may benefit from
a periodic checkup to see how things are going and what can be done to improve
on the recovery plan in place.

Crises in Aftercare

Counselors and therapists should be aware that sometimes crises do arise for
clients in aftercare. The triggers for such crises generally are problems that existed
during treatment but may have reached critical mass during aftercare. For exam-
ple, it is not uncommon for a relationship problem to escalate once a client has
completed treatment. Sometimes partners expect too much from clients after
treatment and are disappointed when those expectations are not met. In other
cases the partner may have waited to end a relationship until after treatment in
some effort to be humane. Regardless of reason, a relationship crisis can be
extremely disturbing to a client after completing treatment and must be addressed
with intensive psychotherapy using the cognitive and behavioral techniques sug-
gested in Chapter 5. Many clients believe that, since they completed treatment,
their partners should see that completion as a good-faith effort to change — but
the partner may have other ideas about what he or she wants to do about the
relationship.

The obvious concern you may have is for a relapse during such a crisis. As the
aftercare counselor or primary therapist, your goal is to convince the client, gen-
erally by using cognitive modification techniques, that using drugs will not solve
this problem and will, in fact, complicate it. This is a good time to encourage
your client to use self-distraction and distress-tolerance skills, to evaluate the situ-
ation with as much objectivity as possible using cognitive techniques, and to work
on changing the things that can be changed. Relationship problems likely did not
begin overnight, so any solutions that may work will take time and patience.
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In addition, financial problems can trigger crises during aftercare. Sometimes
these crises may actually be brought about because the client has been in treat-
ment. There may be a mountain of bills to face once the client has completed
treatment. Again, the change techniques and skills suggested to be used with a
relationship crisis can be used under these circumstances. You also can serve as
an advocate for the client if bills need to be refinanced or other, more generous
arrangements need to be made on repaying the bills. Provide hope to the client
that avoiding drug use will only improve the picture over time and enable to
client to make better judgments with regard to financial matters.

A change in vocation or career direction may be appropriate to solve such
problems over the long term. Aftercare is a good time to consider such a change,
and you may want to recommend vocational counseling and make a referral for
the client. There are, of course, two basic ways to change financial situations: to
decrease spending and to increase income. A change in careers that provides the
opportunity for increased income over the long term may be worth enduring
short-term financial stress. Cognitive techniques that illustrate how a reduction
in income for a relatively short period of time while the person returns to school
or gains further vocational training is rapidly overtaken by the lifetime increase of
salary that person receives from making the career change can be quite enlighten-
ing to clients who may not be able to see the whole picture and may balk at going
back to school when finances seem tight. In many instances, the financial pains
of going back to school are paid for in a few short years after the completion of
training, and then the years that follow merely increase the financial benefits.
And these benefits do not even account for the likely increase in quality of life
from seeking a career that is more satisfying to your client. Many drug users tend
to be underemployed and need new challenges; a challenging career change may
be just what is needed.

Finally, other crises can occur that have been mentioned before, such as
aggressiveness, suicidality, and perhaps even a psychotic break. Since dealing with
these crises was covered in great detail in Chapter 3, I will not cover them again
here. Basically, you will want to treat them the same way in aftercare that you
would in therapy or treatment. Counselors and therapists should be aware that
depression may increase after treatment for some clients, so if you notice the tell-
tale symptoms, you may want to assess your client for suicidality just to be on the
safe side, and respond accordingly.

Moral and Ethical Issues Related to Treatment, Therapy,
and Continuing Care

Counselors and therapists have to be very careful to defend the rights of their
clients who may feel powerless in therapy. As mentioned previously, therapy pro-
vides for a significant power imbalance. Sometimes counselors and therapists are
tempted by the power available to them, and there are times when this tempta-
tion happens subtly enough that the counselor or therapist may not be aware of
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abuse-of-power occurs. Many ethical violations happen when the professional
relationship crosses some sort of invisible line to become a personal relationship.
The difficult thing about ethical considerations like these is that the circumstances
surrounding any human relationship may be gray rather than clearly black and
white. Some people have described ethical problems in therapy as a process of
either the client’s or the therapist’s “crossing a boundary of therapy,” but in my
mind the professional has ultimate responsibility for making sure that such
behavior does not occur and, if it does occur, for changing and fixing it now.

There are several areas where a therapeutic relationship can typically go wrong
and cause ethical concerns. The first area of concern has to do with finances.
Since counseling and therapy often involve payment, it is important to try to
divorce therapy as much as possible from the financial aspects of the business of
therapy. However, this is not always possible, especially if you are in private prac-
tice and you are your own accountant, too! A rule of thumb is this: If you cannot
treat a client without bias because bills are not being paid, then you have no busi-
ness treating the client any longer. A therapeutic referral must be made. There is
no possible way that you can give your best effort to a client when you are sore
about not getting paid.

On the other hand, a client’s problems paying the bills will adversely affect
therapy even if you are not personally involved with bill collection. You have an
obligation to advocate for your client under such circumstances, but you may be
in a spot where administrators in your clinic are pressing both you and the client

Let’s Make a Deal. . ..

Joan is a chemical dependency counselor working with Raquel both in
treatment and in aftercare. They have a wonderful working relationship in ther-
apy and Raquel has made good progress toward overcoming her drug problem.
Raquel was having financial problems even before treatment began and contin-
ues to struggle financially. These problems have caused her to get far behind in
paying for her aftercare sessions.

Joan is a single parent and has been having trouble keeping a consistent day-
care worker for her toddler, Jason. She knows that Raquel has a goal to someday
teach kindergarten and says that she loves young children. At the next progress
review meeting Joan brings up the issue of the unpaid aftercare bills. Raquel
apologizes for this situation, explains her difficulty finding a job, and then states
she will eventually pay the bills “if it takes the rest of my life, | promise.” Joan
makes a new suggestion that instead of paying money for the bills and for future
aftercare, perhaps Raquel might be interested in caring for Jason in exchange for
aftercare services past and present and for experience working with children of
that age. Raquel agrees and the deal is struck. Although both Joan and Raquel are
delighted, do you see any potential problems with this arrangement?
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for resolution on these bills. Again, your role as a counselor or therapist requires
that you advocate for your client, and if you feel you cannot do this under these
circumstances, a therapeutic referral should occur. As mentioned in Chapter 3,
you also should consider whether the expenses of treatment or therapy outweigh
its benefits. If so, then you may owe it to your client to suggest an alternative that
may be as helpful to her or him, but less expensive.

A second area of concern may involve sexual or romantic relationships between
a counselor or therapist and a client. There are clearly circumstances in which
such a relationship can disturb a therapeutic relationship and do harm to a client.
Many clients and careers have been devastated by these types of relationships,
some of which seemed genuine at the moment but failed to last. A sexual or
romantic relationship with a client you see now is considered by most profes-
sional organizations to be grounds for disciplinary action, and with good reason.
The potential for harm greatly outweighs any potential for good. The situation
gets more complicated if the therapeutic relationship has ended. Certainly an
argument can be made that, if the therapeutic relationship ended recently, it may
have ended precisely so a romantic relationship could be established. Even if the
counselor or therapist did not end therapy for these reasons, it may have been
that the client felt pressured to do so. Again, the risk for harm may outweigh the
possibility for good if therapy ended abruptly for a relationship to occur.

When does it become okay to have a relationship with a former client? There
is much debate about when it may be ethically okay for a therapist or counselor
to have such a relationship, with some professionals expressing the opinion that
such a relationship may be possible, without risk of compromise or coercion, sev-
eral months or years after therapy has ended. I do not have an easy answer to this
question. As a therapist I know there is something unique about a therapeutic
relationship that creates or enhances human vulnerability. My feeling is that
counselors and therapists must respect the client amid this vulnerability by not
taking advantage of that moment. Does this vulnerability between a therapist and
a client ever go away? I honestly do not know, but a therapist should consider
the vulnerability factor in any relationship with a client, even an ex-client, very
strongly and deliberately before acting on emotional attractions, even many years
after therapy ends. Even if you are convinced sufficient time has passed for that
vulnerability to diminish, it may not have diminished from the standpoint of your
ex-client.

Another area of ethical concern relates to the personal agendas of a counselor
or therapist. Sometimes a counselor or therapist will have a personal stake in an
idea, a product, or even a particular style or technique of therapy. What I am
speaking of here goes far beyond a clear preference for a model of therapy; this
agenda concerns more of a vested interest in the therapy’s being used and in
establishing its effectiveness. For example, let’s imagine that Counselor Trey has
developed a technique, which combines the use of rapid, nonstop eye-blinking
with listening to softly played Mozart, that he believes helps people overcome
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drug problems. But his interest has gone beyond merely whether the technique
works, because he has been marketing this technique all over the country and
now is sponsoring a school that teaches this technique for a price. The problem
is that he has a conflict of interest between his own practice and a business that
causes him to have a personal agenda. Now he pushes his therapy on every client
he sees, with little regard to what the presenting set of problems may be. Since
Trey’s combination technique has not been empirically validated, there is no way
to know whether his clients really benefit from this agenda.

Another example I've heard about did not involve a conflict of interest so
much as an obsession with one strategy. The rumors had it that a physician was
treating all of his patients for depression no matter what they presented with,
simply assuming that everyone was depressed. Because of this, the state license
board investigators were quite surprised when they discovered that everyone this
physician was treating was on the exact same antidepressant. Before you dismiss
this problem as one that can happen only to physicians, let me mention a similar
example of a counselor who was convinced that everyone he saw likely had been
abused sexually as children, and then used sessions systematically to “bring out”
those hidden and forgotten memories in all clients. Many clients who had never
been abused were subtly or overtly coerced into believing that they had been by
this counselor. Agendas take the form of counselor or therapist obsessions that
interfere with clinical judgment and with clients’ getting individualized care.
Needless to say, professionals who engage in this type of misconduct are at risk
for losing licenses and are subject to malpractice litigation.

A much more subtle but insidious agenda occurs when a therapist or coun-
selor has an ax to grind with a particular type of client. In these instances, ther-
apists and counselors can react in a couple of ways that are not helpful to the
client. First, the therapist or counselor may be abusive toward the client, in some
cases without realizing it. The professional’s behavior may range from surly and
disrespectful to downright mean toward a specific type of client because of a lack
of therapist control over the emotional agenda with such a client. Second, the
therapist or counselor simply may not do his or her best work with the client.
This can occur in very insidious ways, such as not spending as much time prepar-
ing for sessions with the client, or ignoring or neglecting to work hard with the
client in session. A therapist or counselor may not be willing to go out of his or
her way to help this client because of this emotional agenda, and therefore treats
this client significantly different than he or she treats other clients.

Sometimes these emotional agendas reflect prejudice, or worse. For example,
a male counselor or therapist may have difficulties working with women, so when
he works with a female client, he talks down and sometimes lectures to her about
drug use, does not prepare for sessions with her in the same way he prepares for
his male clients, is abrupt and unfriendly in session, and finds he is annoyed with
her more than with his male clients. Ethically speaking, the counselor should
reflect upon these behaviors, look for a pattern, identify his bias, and realize that
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he has no business treating women with this type of bias. Theoretically, if he really
believed in the efficacy of psychotherapy to help people change, he would seek
it for himself to overcome these #zisogynistic feelings toward women.

The same type of reaction can result from overt or covert racial prejudice. A
large body of research supports the idea that ethnic-minority clients frequently
receive qualitatively worse care and quantitatively less attention from health care
professionals in clinics and hospital. Sometimes a professional is not even aware
of treating ethnic-minority clients differently than White clients. Again, coun-
selors and therapists need to observe their own clinical behavior and note when
they may be treating clients differently to identify whether there is a racial pat-
tern to that trend. Another way to check on biases is to observe your personal
behavior outside the office: If you are engaging in biased behavior outside work,
you likely will be engaging in biased behavior while at work, even if you attempt
not to be.

Similarly, counselors and therapists can be tempted to chastise or to try to alter
cultural values or practices in which clients may engage. For example, maybe a
client is a member of an ethnic-minority group that uses traditional healers in

DOS AND DON’TS

@ Ethical Behavior Toward Clients

Do treat your client with respect and empathy.

* Do show your client that you care and will be an advocate for his or her
well-being.

* Do use empirically validated therapies whenever appropriate to provide the
best care possible.

* Do orient your client to your model and style as a therapist or counselor at
intake to allow for informed consent.

* Do know your biases that can adversely affect clients and keep them out of
therapy.
On the other hand . . .

* Don't allow financial matters to interfere with the care of your client.
* Don’t use the therapeutic relationship for self-gratification.

* Don’t use the power you have as a therapist or counselor to coerce your
client into doing something not in his or her best interest.

* Don't let any of your personal agendas interfere with the individualized care of
your client.

* Don't allow your personal problems and lifestyle imbalances to interfere with
quality care.
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addition to your treatment services. A counselor or therapist strongly accultur-
ated into mainstream U.S. society may have strong feelings about these traditional
practices, perhaps considering them unnecessary and counterproductive to
progress. The temptation may exist to act on these biases and try to convince the
client to give up these traditional services in favor of more mainstream services.
However, a counselor or therapist acting on this type of bias is engaging in highly
unethical behavior by trying to impose his or her worldview on the client, and
certainly this type of behavior will harm the therapeutic alliance. Counselors and
therapists should avoid imposing their views of the world on their clients. If a
counselor or therapist is unwilling to allow ethnic-minority clients to seek tradi-
tional cultural practices, then that counselor or therapist should sincerely reeval-
uate whether she or he should be working with ethnic-minority clients.

Another common agenda involves religious or spiritual beliefs. Since religious
and spiritual beliefs are quite personal, the potential for abuse in this area is great.
There are two general ways that a counselor or therapist can exert power in session
with regard to religious or spiritual beliefs that can be harmful to clients. The first
way occurs when the counselor or therapist uses therapy as a forum to push her or
his beliefs on the client. Counselors or therapists who have strong religious or spir-
itual ideas should be aware of the temptation to want to share those with a client.

Therapy is an inappropriate forum for sharing your unsolicited personal reli-
gious or spiritual beliefs if the client has not given informed consent prior to the
beginning of therapy for you to do so. I have heard of many instances over the
years in which clients were religiously coerced by counselors and therapists in
session. This is highly unethical without informed consent, not to mention a very
poor way to establish a healthy and respectful therapeutic alliance. Avoid sharing
your personal religious and spiritual beliefs in session, since those beliefs carry
the weight of your power as the therapist and can be coercive because of that
weight. Remember that your clients likely are vulnerable in this area of their lives
when they enter drug treatment, too.

There are some notable gray areas to this black-and-white suggestion to avoid
discussion of personal religious and spiritual beliefs with your clients. For exam-
ple, what do you do when your clients ask you what you believe? In this case, your
beliefs are being solicited by the client. Under these conditions, it may appro-
priate to discuss your beliefs if you are comfortable doing so — but under very
tight restrictions. For one, you should make it clear that these are your beliefs
and that, although they work for you, they may not work for the client. In this
way, you are not sharing your beliefs in a way that suggests they should be the
absolute truth for the client, too, nor are you suggesting that the client share these
beliefs. Second, this request for information is specific to this moment in ther-
apy and does not give you a blanket invitation to share your beliefs whenever you
want, Third, the discussion should be conducted in such a way that the client is
encouraged to discover his or her own beliefs apart from yours.
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When You Feel Mistreated in Therapy

You have certain rights in therapy that have been described by your thera-
pist. Speaking globally, you do not have any obligation to act or believe in a
way suggested by a therapist or counselor, ever. There will be times when a
therapist or counselor may suggest certain strategies for behavior change,
but you have choices about whether you want to use those strategies. Even
when the counselor or therapist implies that you have no choice but to
comply, you have the choice to end therapy. The only exception would be
if you have been mandated to treatment or therapy by legal authorities —
but even then you have legal rights, including the right to remain silent in
therapy!

If you feel that a counselor or therapist has violated your rights, you have
several options available to help you. To begin with, if you feel that the viola-
tion is minor, and you feel that the relationship between you and your thera-
pist can be repaired, you may want to discuss this with your counselor first
before taking up the issue with a third party. The counselor or therapist may
respond by changing his or her behavior as you requested and may repair
the damage to the relationship to your satisfaction without any outside inter-
vention. However, if correcting the violation needs outside intervention in
your opinion, or if you do not feel comfortable confronting your counselor
or therapist, seek help. If the counselor works for a clinic, you may want to
discuss the violation with a supervisor as a first step. If that does not seem
to correct the problem or you feel that the violation is too severe, many
professionals are required to be licensed or certified in the states in which
they practice. Many of the license or certification boards have Web sites
and/or phone hotlines available for consumers to report complaints against
counselors or therapists. You may want to register a compliant with the
appropriate professional organization that has oversight of the counselor or
therapist. Most governing bodies take these complaints quite seriously in
order to protect the prestige of the profession and the quality of care pro-
vided to consumers.

If these suggested recourses are not available, or if the counselor is not
a member of or licensed by a professional organization, then legal recourse
may be appropriate. If a criminal act has been committed, you may wish to
contact law enforcement officials. If a law has not been broken, but you feel
your rights have been violated, then you may wish to seek an attorney for
civil action, such as malpractice.

An important thing to remember is that you did not invite this violation
of the therapeutic relationship, so there is no reason to feel responsible for
what has happened or to downplay your rights. Instead, | encourage you to
stand up for your rights as a client and consumer so that this type of situa-
tion will not occur in the future, to you or to someone else.
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Another exception to the black-and-white suggestion that you avoid sharing
your beliefs in session occurs when there 7s informed consent prior to the begin-
ning of therapy that you will be sharing your beliefs and that this is an okay style
for the client. Informed consent may occur because you advertise your practice
or your clinic as religiously or spiritually oriented. Your orientation also should
be reiterated and explained at intake so that the client is well aware of your intent
to discuss religious or spiritual beliefs freely in session. However, even when
informed consent is in place, counselors and therapists in such settings should
remember two important points: Do no harm, and remember that the person is
there because he or she wants therapy. Even when both client and therapist/
counselor are religiously or spiritually like-minded, there is the potential for
abuse of the client’s belief system by an overzealous therapist or counselor, or the
potential for neglect of therapy at the expense of theological discussions not
related to therapy. It is up to counselors and therapists under these circumstances
to make sure they pursue their clients’ needs first.

On the other hand, abuse also can occur when a counselor or therapist is preju-
diced against a client’s religious or spiritual views. Counselors and therapists may
have biases toward certain religious or spiritual beliefs just as they can have biases
toward gender or race. The key, again, is to be aware of those biases by monitor-
ing personal and professional behavior to determine patterns of bias. The danger
is that the counselor or therapist will allow this bias to interfere with therapy
through the neglect of clients with specific belief systems, through outright abuse
(such as hostility) toward this type of client, or even through attempting to change
the client’s belief system. Counselors or therapists with such biases either need to
seek help to change those biases, or should avoid working with clients who have
belief systems that are not respected by the counselors or therapists in question.

The only exception to challenging religious or spiritual beliefs that may not
be unethical would include beliefs rooted in psychosis or beliefs that threaten
the client with imminent harm. For example, if your client is a member of a cult
that is seriously considering suicide, not only might you have ethical grounds to
challenge those beliefs, but you also have legal grounds in most states to suspend
the rules protecting confidentiality because of the imminent risk of harm to the
client.

Mandated Treatment and Aftercare

Some clients are sent to treatment or therapy, and to aftercare, under legal man-
dates by the courts. Other clients may be sent to treatment or therapy, and to
aftercare, by employers or even by school officials. These clients often are
referred to as mandated clients. Mandated clients generally have special needs
that other clients may not have.

For example, mandated clients may be required to account for their partici-
pation in treatment or therapy, in aftercare, and even in support groups. Usually
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this is done through signed attendance slips or by communication with repre-
sentatives of the courts, schools, or worksites that the person has been present at
meetings or sessions. As a counselor or therapist working with a mandated client,
you may be required to have regular contact with an official of the organization
mandating the treatment, which may be a court official such as a probation offi-
cer, a university or school official, or an EAP representative from a business. You
also may be required to submit documentation of progress to that official in the
form of treatment plans, summary updates of progress, and other forms and
reports as required by the mandating group.

It is important to explain to your mandated client carefully how his or her pat-
ticular situation affects privacy and confidentiality during treatment and aftercare.
The client should be made aware of the legal limits of his or her rights under these
circumstances, since many times mandated treatment allows for great restrictions
on the rights of the client. The therapeutic alliance also depends on honesty from
you as the therapist or counselor under these circumstances. The client will likely
feel extremely powerless under these conditions, and probably resentful, so it
will be very important to acknowledge these feelings as well as to be brutally hon-
est about the mandated circumstances of treatment. Brutal honesty is likely the
only path that will allow your client to trust you, given the circumstances.

When working with a mandated client, it will be important for you to deter-
mine exactly what the rights of the client are under the circumstances, as well as
what is expected from you as the counselor or therapist. Some professionals
prefer not to work with mandated clients, sometimes because they believe that
the clients will likely be dishonest and unmotivated under these conditions.
Although that may be true at the beginning of therapy or treatment, this pattern
does not have to continue throughout therapy. Whether a person remains dis-
honest, guarded, and distrustful throughout therapy will likely depend upon how
you treat him or her. Being brutally honest, acknowledging the unfavorable cir-
cumstances, and being respectful toward the client will go a long way toward
reducing client resistance. See Chapter 3 for more ideas about how to motivate
behavior change under these circumstances.

Summing Up

Aftercare is a time of transition between treatment and life after treatment. This
period of time allows clients to practice what they have been taught under less
therapeutic supervision. As they use their skills in the real world, behavior
change becomes habit, and confidence to remain drug free rises. Counselors and
therapists use this time to encourage clients who are taking control of their own
recovery programs while practicing relapse prevention methods. Crises can arise
even in aftercare, so counselors and therapists must remain on their therapeutic
toes. In addition, professionals want to make sure that they do not cause crises
for their clients by acting irresponsibly or unethically. Treat clients with respect
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throughout the therapeutic process so that they have the opportunity to over-
come their drug problems with dignity on their own terms.

Key Terms

Aftercare. A type of continuing care after treatment has ended that focuses on
relapse prevention and longer term goals. Aftercare is generally less intensive
than treatment.

Booster session. An equivalent to aftercare in cognitive behavioral therapy,
booster sessions are regular checkups after therapy concludes to make sure
the client is doing well.

Boundary. The idea that therapists and clients define their relationships in pro-
fessional ways rather than in personal.

Closure. Bringing something in therapy to a meaningful conclusion.

Continuing care plan. The equivalent to a treatment plan for aftercare.

Discharge: A medical term for ending treatment.

Disciplinary action. The imposing of sanctions on a professional by his or her
professional organization for violation of laws or ethical codes.

Existentialism. Deep philosophical and spiritual questions about meaning and
purpose.

Mandated. Clients who are forced to seek treatment by an authority.

Misogyny. Strong bias against or hatred toward women.

Natural reinforcers. Pleasurable consequences that are the natural result of a
behavior.

Termination. Essentially the same as discharge, except this is the psychothera-
peutic term used for ending therapy.

Recommended Reading

I would recommend the book Group Treatment for Substance Abuse: A Stages-of-
Change Therapy Manual, by Mary Velasquez, Gaylyn Maurer, Cathy Crouch, and
Carlo DiClemente (New York: Guilford Press, 2001), because it illustrates ways
to match group-therapy strategies to the level of motivation and phase of recov-
ery of a client. The book includes details on maintenance of behavior change and
relapse-prevention strategies to be used in groups.

1. False; 2. True; 3. True; 4. True; 5. True; 6. False; 7. True




CHAPTER 7

Posttreatment Recovery
Management

[ TRUTH OR FICTION |
After reading this chapter, you should
be able to answer the following questions:

I. Relapses after treatment or therapy are not unusual and can teach
important new lessons about recovery. True or False?

2. Interpersonal conflict is a major trigger for relapses. True or False?

3. Stimulus control should be used instead of cue exposure whenever
possible. True or False?

4. Poor coping in high-risk situations may cause lowered self-efficacy
and increased positive expectancies for drug use. True or False?

5. Aslip back into old behavior inevitably ends in a relapse. True or
False?

6. You should plan for how to reduce the duration and severity of a
lapse or relapse even before one may occur. True or False?

7. Feeling guilty after a lapse is always very helpful for the client.
True or False?

Answers on p. 284.

ritical to client success after treatment is the ability to cope successfully with

high-risk situations without resorting to drug use. Preparing a client to suc-
cessfully negotiate these situations begins in treatment; in aftercare, these new
skills are practiced routinely, and the client’s ability to cope with a variety of high-
risk situations can be evaluated. Counselors and therapists work very hard dur-
ing therapy with their clients to prevent relapse and to make certain they reach
their personal goals regarding behavior change.

Relapse prevention is an integral part of therapy and treatment for drug prob-
lems. Relapse prevention as a therapy relies on cognitive and behavioral modifi-
cation techniques and skills training to avoid relapse. Relapse prevention
includes educating the client about warning signs for high-risk situations and for
behavior that may result in subsequent drug use, as well as training in new skills

259
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that help the client avoid a slip back into old behavior. Another aspect of relapse
prevention addresses how to respond if a slip back into old behavior occurs, and
how to return clients to healthy behaviors in the event of such a slip. Although
the origins of relapse prevention are cognitive behavioral, its strategies fit nicely
with many other models, including the Minnesota model, which has incorpo-
rated relapse prevention into its treatment and aftercare protocols. In addition,
family and friends can be involved in helping their loved ones stay the course
after treatment. The rest of this chapter will focus on relapse and its prevention,
and on strategies that may shorten or manage the course of a relapse if it occurs.

Relapse Model

Relapse does not just suddenly happen without warning or without reason.
Research into the processes of relapse has identified a rather predictable chain
of events that lead up to it (see Figure 7.1). Moreover, the fact that a client slips
into old behavior once does not mean all is lost. On the contrary, a slip offers a
tremendous opportunity for both client and therapist or counselor to improve
upon the recovery plan. A slip identifies a weakness in the recovery plan and
offers an indication of how to improve it. Remembering the transtheoretical
stages of change model (see Chapter 3), a relapse is viewed as part of the change
cycle and as a fairly common occurrence when a person learns how to overcome
a drug problem. So there is no need to panic if a relapse occurs.

Vulnerabilities for Relapse

Research has found that certain vulnerabilities can place a client in a high-risk sit-
uation for a relapse (Marlatt & Donovan, in press; Marlatt & Gordon, 1985).
The first of these vulnerabilities is called lifestyle imbalance. Lifestyle imbal-
ances occur when a person spends too much time in one life domain, such as
working too much without a balance of recreation, or having too much free time
and not enough structure. There are several life activities that seem important
for lifestyle balance, including eating healthy and exercising, spirituality, intellec-
tual endeavors, healthy emotional expression, social activities and relationships,

Self-efficacy
drops
High Risk Poor Coping Lapse Goal
Situation | | with Situation or slip | Violation Effect Relapse
Positive
expectancies
rise

Figure 7.1: The relapse model.

Source: Marlatt (1985).
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private time, work, and play. Ideally, a client will not spend an inordinate amount
of time in one life activity at the expense of others. If a person spends too much
time in one activity, and this imbalance adversely affects other activity areas, then
the person is likely to become stressed and worn down, and perhaps experience
negative moods or emotions that make him or her vulnerable if confronted with
a high-risk situation. Lifestyle imbalance is a common misstep in early recovery
by many clients, who are tempted to channel all the time and energy that used to
be spent in drug-using behavior into another type of behavior (such as work). In
an effort to fill the time, the client may inadvertently stress him- or herself by not
seeking balance in activities.

The second vulnerability that can place clients in high-risk situations is a desére
for indulgence. Many times a client will feel like he or she should be rewarded
with something pleasurable for his or her strong efforts in overcoming a drug
problem, but sometimes the rewards that are sought place the client in an awk-
ward situation that tempts him or her to use drugs. Other times the client may
experience stress or a poor mood and may want to alter the stress or mood with
an indulgence. Sometimes the desire for indulgence constitutes an attempt to
compensate for lifestyle imbalances.

An indulgence may not even be directly associated with drug use behavior,
but frequently it places the client in a situation in which drug use may be an
option. For example, the client may simply desire to see old friends as an indul-
gence without any clear intent to use drugs, but the old friends may be using
drugs when she or he arrives (also see the discussion of apparently irrelevant
decisions, later in this section). The indulgence may not start out to be related to
the use of drugs, but it can place the client in a high-risk situation for doing so.

A third vulnerability can arise when the client experiences cravings or urges
to use. As mentioned in Chapter 1, cravings can be triggered by social cues as
well as physical cues. Obviously, cravings or urges to use can place a client in a
high-risk situation for drug use, sometimes before the client is aware of the dan-
ger. In other cases, a client may cause a high-risk situation (e.g., a fight with a
loved one) out of frustration related to a craving or urge, or in some instances as
a pretext to using drugs again. The client may be unaware that the discomfort
caused by a craving or urge has contributed to the interpersonal conflict.

Clients also can make apparently irrelevant decisions that can send them into
high-risk situations. Such decisions are made without awareness or concern for
the potential for risk that may result. One example of an apparently irrelevant
decision affects the many people who are dieting. One day they find themselves
walking into a mall, and then walking by their favorite bakery to peer in the win-
dow. To the dieting person, the behavior seems benign when it begins, but when
he or she sees those chocolate éclairs, the person may be at great risk for end-
ing the diet. The behavior seemed to start off innocently enough with a trip to a
mall, but eventually led to a high-risk situation that tempted the person greatly.
That is why these decisions are called apparently irrelevant — because, although
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the initial step seems irrelevant at first, it ends up triggering a chain of events that
can quickly complicate matters.

Many drug relapses begin with such decisions, when a client seeks an appar-
ently irrelevant social situation or starts an apparently irrelevant quarrel. Many
times the client cannot link the beginning of the behavior chain with the poten-
tially risky outcome. Even if others can see the potential for risk, sometimes the
client cannot, so it is important for counselors and therapists to teach about these
decisions and help clients identify when they are making them and what to do to
stop the behavior chain.

High-Risk Situations: The Triggers

The high-risk situations that can trigger a return to drug use usually fall into three
different areas of concern. The first area of concern arises when a client experi-
ences strong or negative moods and emotions. As mentioned in Chapter 1, peo-
ple with drug problems frequently have problems regulating their moods and
many times will use drugs to cover or alter them. Anger, sadness, guilt, and shame
all can place the person at risk for drug use if he or she is unprepared for how to
respond effectively to ameliorate or tolerate the feelings that occur. However,
even happiness can be foreign and awkward to a newly recovering client.

A second area of concern can arise from client-environment interactions that
may stress the client in some way. Some examples include adverse conditions
that contribute to lifestyle imbalances, such as excessive work-related stress,
unemployment, or poverty. Many drug users find it difficult to cope with adverse
environmental conditions after treatment, and such conditions can increase their

What to Do With Curly’s Cues?

You are working with Curly on developing a relapse prevention plan
related to overcoming his heroin problem. As part of this plan, you are asking
him what cues or situations trigger in him a desire to use heroin. He tells you
that he notices that when he sees a spoon, he does think about using drugs and
about how nice it would be to get high. He also notices that he has the same
reaction when he sees fire or a flame. He mentions that there are things like
fighting with his partner or having a problem with his boss that cause him to
become upset, and that he is more likely to use under those conditions. He also
mentions that seeing his dealer makes him think about using, and that he sees
him a lot because he is a coworker. Finally, he identifies that there is a shooting
gallery downtown that he used to go to that he is sure would trigger a desire to
use if he went there, but he really has no reason to go to that part of town any
more. As you develop Curly’s relapse prevention plan, what kinds of strategies
will you use in and out of session to help Curly address his concerns about these
high-risk cues?
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stress levels greatly. Unfortunately, many people with drug problems often live
out their lives under such stressful environmental conditions, so addressing these
conditions while they are still in treatment is critical.

A third area of concern involves interpersonal conflict, usually with a partner,
children, or other family members. Relationship stress makes overcoming a drug
problem much more difficult, but not impossible. Arguments and other forms
of conflict do place the client at risk, however, if she or he has not prepared for
how to respond effectively to such situations ahead of time. Other types of rela-
tionships, such as with employers or colleagues, also can generate stress that can
begin a chain of risky events for the client, so these types of social relationships
should not be ignored in a relapse prevention plan.

Interpersonal interactions do not need to involve conflict to present a risk to
clients. For example, many clients have told me that, prior to treatment or ther-
apy, they experienced significant pressure from friends, and sometimes from
other family members, to use drugs. The pressure exerted by others to use drugs
does not necessarily go away after treatment, and these pressures can represent
a real challenge to clients as they learn to cope without drugs in early recovery.

How Well the Client Copes Determines What Happens Next

When confronted with a high-risk situation like the ones just described, the client
has choices for how to cope. If the client has been instructed well in the use of
skills, has spent significant amounts of time rehearsing how she or he will respond
to such situations, and has practiced those responses under real conditions, then
she or he will likely cope with a high-risk situation without using drugs. How-
ever, sometimes the client does not cope well, perhaps because she or he has not
anticipated such a situation, has not learned the appropriate skill, has not learned
to use that skill in this situation, or has chosen not to use a skill she or he knows.

For whatever reason, the client may not successfully negotiate the high-risk
situation in a way that averts the risk. Unsuccessful coping may cause two un-
fortunate events to occur. The first is a reduction in her or his self-efficacy to
successfully cope with the situation without drug use. As you may remember,
self-efficacy involves the sense of mastery of a situation that results from compe-
tence and confidence. Client competence and confidence can take a beating
when a high-risk situation is not handled effectively.

The second unfortunate event is this: At the same time self-efficacy may be
dropping, the client may have an increase in positive expectancies associated with
drug use. If the client feels little competence or confidence for coping with the sit-
uation without drugs, drug use may become a more attractive option. Positive
expectancies for drug use may rise as a result, leaving the client in a precarious sit-
uation. On the one hand, the client feels more powerless to cope with the cir-
cumstances without drug use and may see drug use as a solution. As you can
imagine, a client is quite vulnerable if she or he reaches this stage in a potential
relapse chain. However, relapse is not inevitable, even under these circumstances.
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Lapses

Lapses or slips can occur as a result of the lowered self-efficacy and increased pos-
itive expectancies related to drug use. Lapses represent a return to use of drugs
but not necessarily a return to a drug problem. The distinction between a lapse
and a relapse can be quite vague at times, but generally a lapse is not considered
a return to old drug use behavior. A lapse tends to be more transitory than a
relapse, but a lapse can represent a critical moment of decision for many clients.
The way a client and the therapist or counselor prepare for and respond to a lapse
is absolutely critical to whether a lapse becomes a relapse or the client returns to
maintenance of behavior change and resumes a course toward her or his post-
treatment goals.

When a client experiences a lapse, she or he often feels remorse, guilt, shame,
and other negative emotions. Frequently a client will blame her- or himself and
engage in self-attack because of the slip. The experience of negative emotions
related to a lapse is referred to as an abstinence- or goal-violation effect (AVE or
GVE, respectively). When a client experiences a GVE, there is a natural ten-
dency to get down on her- or himself. This discouragement can be malignant to a
client. If the client allows the discouragement to lead to thinking errors, such as
black-and-white thinking (e.g., “What the heck, I have totally blown it now”),
then he or she may return to a more regular pattern of drug use. If the client can-
not cope with the negative emotions of a GVE, then she or he may be tempted
to use again to alter or suppress those emotions, which can return the client to a
cycle of drug use to avoid the negative feelings once again. A lapse followed by
a GVE can lead to a relapse for an unprepared client.

Relapse represents a return to old behavior for a client. Drug use becomes
routine, and old drug use behavior patterns may return in earnest. The duration
of a relapse can vary, and can be influenced by the response of both the coun-
selor/therapist and the client. However, even when a client enters a relapse phase
as opposed to a simple lapse, there are still many ways to intervene upon it. A
relapse does not represent a failure, as mentioned earlier, and may represent a
great opportunity to strengthen the client’s recovery plan. In the following sec-
tion, how to manage a relapse will be described — but strategies for preventing
a relapse in the first place will also be detailed, as well as ways to implement
strategies ahead of time to shorten the duration and reduce the severity of a
potential relapse.

Relapse Prevention Strategies

As mentioned in the beginning of this chapter, relapse prevention was originally
developed within the behavioral model of treating drug problems and is recog-
nized as a cognitive behavioral therapy used to treat multiple disorders, includ-
ing drug problems. The model defines various opportunities to intervene all
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[ CLIENT HANDOUT |
Are You at Risk for Relapse?

I. Do you find that you are hungry, angry, lonely, or tired frequently?

2. Have you been testing your will or resolve by going places or doing things
that you used to do when using drugs?

3. Are you experiencing a great deal of conflict or stress at home, at school
or work, or somewhere else in your life?

4. Are you losing your confidence in you ability to cope with your problems
without using drugs?

5. Have you been experiencing urges or cravings and not telling anyone
about them?

6. Do you think more and more about how good it would be to use drugs
again?

7. Do you find yourself withdrawing from people who strongly support your
staying away from drugs?

8. Do you find yourself thinking, “What is the use of staying clean, anyway?”

9. Have you slipped recently and felt very bad about it, but haven’t told your
counselor or therapist?

The more yes answers to these questions, the greater your risk. Even one
yes tells you that you need to make some adjustments to your continuing
care or posttreatment/posttherapy plans. Talk with your therapist or coun-
selor about your answers.

along the chain of events that may lead to a relapse. A counselor or therapist
may teach a client skills in treatment, aftercare, or individual psychotherapy that
address the vulnerabilities preceding a high-risk situation; that cover a wide vari-
ety of high-risk situations before or even as they occur; that increase self-efficacy
in those situations before or even as they occur; and that challenge positive drug
use expectancies. In addition, counselors and therapists may address a lapse and
its accompanying GVE before and as they occur, as well as develop plans for
what to do in case the chain of events does result in a relapse. The following sec-
tions address each of these areas in some detail in order to prevent a relapse, and
describe how to manage one if it does occur.

Restoring Lifestyle Balance

Counselors and therapists need to develop continuing-care and posttreatment
plans with lifestyle balance in mind. Make sure you suggest to clients how to pro-
vide for a more balanced lifestyle in these plans. First, make an assessment in the
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life domains mentioned earlier to see whether the client is engaging in a balance
of activities in each of those areas. Will your client be doing things to improve
her or his physical, spiritual, emotional, and intellectual health and well-being
during and after treatment, aftercare, or therapy? Does the plan balance work
with play? Does it include serious and challenging activities with pleasurable
returns? Is there a balance of alone-time with social interactions? Determine
whether the client is spending too much time in one area of her or his life, and if
so, suggest ways to correct that imbalance. Suggest activities that fit into the
client’s schedule and are attractive to the client, and evaluate over time how well
the client’s activities remain balanced and whether the plans are effective at main-
taining such a balance.

In addition, assess the client’s beliefs and behavior to make sure that he or she
has a balance between the “shoulds” and the “wants” in his or her life (remem-
ber rule-governed behavior, discussed in Chapter 5). There are many life rules
that need to be abided by in order to provide structure, harmony, and perhaps
even meaning to a client’s life. However, lifestyle balance suggests that rules,
which breed obligations, should be balanced with the desires and needs of the
client. If the client is giving too much to others, then he or she may feel frus-
trated, stressed, and resentful — emotions that can place the client at risk. On
the other hand, if the client takes more than gives, this imbalance may contribute
to relationship stress and overindulgence that also can place the client at risk.
Balance between wants and shoulds is just as important as a balance between the
times spent in the different life domains mentioned previously.

Substitute Indulgences

In addition, teach the client to seek out substitutes for drugs or behaviors/
situations that were related to drug use in the past. Substitute indulgences are
activities that are pleasurable but not related to past drug use behavior. These
behaviors and practices are meant to respond to the vulnerability that a client
may experience when desiring to indulge in something pleasurable. Substitute
indulgences also are meant to be healthy alternatives. One example is safe sex
with a willing partner. Another example might be self-soothing behavior such as
a warm shower or a massage. The sky is the limit when determining what con-
stitutes a substitute indulgence for a client. Suggest indulgences that are enjoy-
able and relevant for the individual. Try to find indulgences that fit easily into his
or her lifestyle, that are affordable and accessible, and that are not too compli-
cated for the client to generate or achieve.

Some have suggested that a negative addiction such as a drug problem can be
supplanted by a positive addiction such as compulsive exercise, and certainly
exercise is one helpful way to fill the time left vacant when drug use is curtailed.
However, a substitute indulgence does not have to be a repetitive activity or even
a compulsion. In fact, lifestyle balance suggests that varying the types of substi-
tute indulgences in which a client engages may be quite stimulating and healthy



Posttreatment Recovery Management 267

for the client, if they span several life domains. Variety is indeed the spice of life.
The best substitute indulgences provide physical, spiritual, emotional, and intel-
lectual stimulation simultaneously.

Coping Imagery
In order to prepare a client for facing high-risk situations during or after treat-
ment, aftercare, or therapy, a counselor or therapist can teach a client to use
imagery as a tool to improve his or her ability to cope. The counselor or therapist
may use guided imagery (also discussed in Chapter 5), describing the situation
and the successive steps of how the client successfully copes with that situation
while he or she sits and listens, maybe with eyes closed. The goal is to suggest a
skillful course of action in that situation that will lead to positive outcome while
illustrating how the client can succeed in using this particular coping strategy.
In addition, the imagery also tends to imaginally enhance the client’s self-
efficacy. The client succeeds at coping in the imagery; the skills training that
occurs by the use of this imagery increases his or her competence to cope with
that situation; while the imagery also enhances confidence in his or her ability to
succeed under these circumstances. Eventually the client learns how to take con-
trol of his or her own imagery experience, first by describing it in session, then
eventually using the technique in vivo outside of session to mentally guide him-
or herself through the situation in real life.

Stimulus Control and Cue Exposure

In addition, stimulus-control and cue-exposure techniques (see Chapter 5) can
be used effectively as relapse prevention strategies. Stzmzulus control means that
the client learns how to control her or his level of exposure, and under what con-
ditions, to a particular cue that had been associated with drug use. Cue exposure,
as you may remember, uses exposure and response-prevention strategies in ses-
sion to reduce the power of a drug-use cue to trigger cravings or urges to use.
Cue exposure should be the strategy of choice if the cue cannot possibly be
avoided in the real world. For example, it is likely that a client who used to abuse
heroin will not be able to avoid seeing spoons in the real

world, so you should definitely consider cue exposure to
spoons in session, probably with a flame involved to
increase the realism of the exposure. However, it may be
possible for a client who abuses marijuana to avoid expo-  dures can be summarized
sure to bongs. Under these circumstances, you may wantto i, the old maxim: Out of
suggest a stimulus-control strategy instead of cue exposure,
and have your client dispose of his or her bongs during
treatment, in aftercare, or in session (or perhaps have a — G. ALAN MARLATT

“The overall aim of such
stimulus control proce-

sight, out of mind.”

loved one dispose of these, which controls the stimulus
exposure even further). Then have your client avoid driving by or entering
paraphernalia shops and interacting with friends who have bongs in the future.
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When in doubt, though, use cue exposure whenever possible to reduce the
power of a cue.

Labeling and Detachment

Counselors and therapists also can teach clients to identify out loud when they
feel a desire to use drugs. The process of labeling the craving or urge aloud may
disentangle the client from the desire, allowing him or her to become a detached
observer of it rather than feeling an obligation to act on it. Labeling and detach-
ing from the desire become even more powerful if done in the presence of others,
because the craving or urge becomes a problem not just for one but for two or
more to address. There is strength in numbers!

Interestingly, NA and other support groups encourage this strategy (without
calling it “labeling and detaching”) by suggesting that support-group partici-
pants talk about their urges to use with other members (maybe their sponsors,
or maybe in a meeting). Counselors and therapists may wish to suggest, if they
are comfortable, that clients call them when experiencing these cravings before
acting upon the urges. The professional can coach the client on how to label and
detach from those urges while talking on the phone. Labeling and detaching are
quite useful for relapse prevention in high-risk situations, because they can be
effectively used by clients when alone, in session, with concerned others, or on
the phone (or even online!).

One caveat regarding this strategy: Labeling and detaching is meant to be a
technique to reduce the pressure to use drugs, rather than a statement of threat
to use drugs in order to manipulate someone else. Some clients may be tempted to
use the threat to use in order to control a discussion or argument with a family
member or partner. Counselors and therapists need to instruct clients that using
the strategy in that way is abusive and likely to harm both the clients and their
loved ones.

Self-Monitoring

Self-monitoring can be used to assess for potential high-risk relapse situations.
You can assign your client to keep track of stress related to high-risk cues (e.g.,
relationships or work) or to track mood changes or emotions. Teach the client to
track these stressors on a sliding scale so that he or she can see fluctuations in the
amount of stress or in the strength of moods or emotions experienced. Some-
times counselors or therapists like to teach clients to rate stress and moods/emo-
tions on a scale of 1 to 100, and to link each rating to a situation or thought. You
may even want your client to identify any thinking error he or she is making
(Chapter 5) and include alternative ways of responding to and thinking about
the situation. Review the self-monitoring every session to see if there are any signs
of problems, and help the client to respond accordingly.
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Behavioral Assessment

Behavioral assessment can be quite helpful in determining whether a client has
the skills to respond effectively in a particular high-risk situation. The Situational
Competency Test (SCT) is a very effective way to assess whether the client can
respond appropriately to specific high-risk situations, and as mentioned in Chap-
ter 4, the test can be adapted to fit the specific high-risk areas that your client may
face. The test was originally developed with relapse prevention in mind and can
be a very effective therapeutic tool to help professionals help clients. Behavior
can be assessed in other ways, as mentioned in Chapter 4, and these other meth-
ods may provide valuable insight into whether your client has unidentified road-
blocks to reaching posttreatment goals.

If the client has skills deficits in coping effectively with a high-risk situation,
then the next step is to ascertain whether the skill set is present but not being
generated in this particular situation. If the skill set is present, then skills gener-
alization is the next step, and the client should rehearse the skills under the con-
ditions that best simulate the situation in question. If the skills are absent, then
you must teach them, and after the skills are taught, the client must practice,
practice, practice, under a variety of conditions to promote generalization.

Relapse Fantasies

Many clients have fantasies about drug use that they may keep to themselves.
You should ask your clients what kinds of fantasies they may have about drug use
so you can address those particular high-risk situations preemptively. As dis-
cussed earlier, in Chapter 1, sometimes beliefs (like these fantasies) can produce
a self-fulfilling prophecy. Understanding these fantasies about drug use may pro-
vide tips not only on potential high-risk relapse situations that will need inter-
vention, but also on apparently irrelevant decisions, positive expectancies related
to drug use, and thinking errors as well.

Relapse Roadmaps

One strategy to help counselors and therapists understand high-risk situations is
to learn from a client’s past by creating a relapse roadmap. A relapse roadmap
helps determine past relapse behavior chains, and may aid the client in avoiding
future high-risk situations that can jeopardize progress. The counselor or thera-
pist conducts a behavioral analysis to investigate past relapse episodes that the
client may have experienced. The different links along the chain are determined
in an effort to discover the client’s highways to relapse. As those highways are dis-
covered, the counselor or therapist helps the client develop detours from each
one, so that lapse and relapse do not necessarily follow.

Each link in the chain, or intersection on the roadmap, provides an opportu-
nity for a detour or intervention. The roadmap analogy shows that there are
many routes to treatment and posttreatment goals, but that some are riskier for
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lapse and relapse than others. The point is to identify the risky routes so that
alternatives can be planned in case the road becomes bumpy for the client.
Relapse roadmaps also can be used to increase awareness about apparently
irrelevant decisions. Using the roadmap, you can walk the client down the path
she or he has planned for her- or himself so that the long-term consequences of
choosing this path become illuminated. The client may not be aware of how the
first turn on the map is risky, but when you start asking the client about each sub-
sequent decision about where she or he goes next, then the risk of the chosen
path may become more apparent. The relapse roadmap can be quite a useful
method for understanding both past and future relapse chains of events.

Relapse Rehearsal

Relapse rebearsal is a way to plan ahead for how your client will successfully nego-
tiate a lapse or relapse, should one occur. The goal is to circumvent the duration
and severity of the lapse or relapse event by practicing for how to respond to
such an event ahead of time. In addition, the relapse rehearsal can include a plan
for circumventing the relapse chain of events before a client slips. The relapse
rehearsal also can reduce the risk of a poor coping response, or even a slip or
relapse should the chain progress that far. The goal is to develop a “stay-safe”
plan for the client before he or she is even at risk, in hopes that the plan can be
implemented quickly if needed when the risk arises.

The counselor or therapist helps the client develop a step-by-step response to
a lapse/relapse scenario. Clients are oriented by being told that lapses or relapses
are common among many people attempting to change drug problems, but that
such events are not inevitable. Then clients are told that planning ahead for pos-
sible slips is prudent, since it allows for safety plans to be developed in case of
emergency. The plans may never be implemented, but they are there if needed.

A relapse plan should include instructions to a client not to panic after a lapse,
and then to contact you after it happens. The plan also may include instructions
to seek immediate help from a support group or other support network, to do
something else immediately (get out of the situation), or some other type of
behavior modification. Cognitive modification strategies described later in this
chapter addressing the GVE also should be part of this plan. The relapse pre-
vention plan should be comprehensive but easy to follow. In addition, you should
rehearse this plan over and over again with your client so that the response will
be automatic even in a new and stressful situation (such as a lapse). You can use
both imaginal and in vivo rehearsal methods to prepare your client for such an
event, even if relapse seems unlikely to occur. Teaching clients to be prepared
for the unlikely and the unexpected is a smart strategy.

Skills for Coping With High-Risk Situations

Many of the skills that will help a client successfully negotiate a high-risk situation
have been described in Chapter 5, so I will not reiterate those here in any great
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detail. For example, interpersonal effectiveness, or social skills, can help reduce
tension in relationships with family, friends, and coworkers. Emotional regula-
tion skills can aid clients in managing emotional extremes and moodiness without
resorting to drug use. Distress-tolerance skills help the client to endure environ-
mental conditions that may be difficult to avoid and to change, as well as ride out
cravings and urges without acting on them. Average daily living skills can prevent
other stress, such as lifestyle imbalances and financial problems, from building.
Many of the same skills that are taught in therapy or treatment work well to pre-
vent relapse. As mentioned earlier in this chapter, assessments like the SCT can
help identify high-risk areas for clients where additional skills training may be
justified.

One distress-tolerance skill specifically developed for relapse prevention is
called urge surfing (see also Chapter 5) and can be used by clients to endure crav-
ings or urges. Teach your client to imagine that the craving or urge to use is like
an ocean wave. Many clients in the midst of a craving or urge to use cannot imag-
ine that it will subside. However, cravings and urges do eventually dissipate. The
key for your client is to avoid acting on the craving or urge when it occurs. Clients
are taught to envision the craving or urge as a wave that will rise up, but eventu-
ally will fall away. The client is taught to imagine him- or herself surfing the wave
rather than being bulled over by it. If the client rides the crest, then she or he
finds calmer waters ahead as the craving or urge naturally subsides. This strategy
can be used for other uncomfortable situations that your clients need to ride out,
such as uncomfortable symptoms related to pain, other mental disorders, and
even medicines that may have unpleasant side effects. In these instances, urge
surfing becomes discomfort surfing.

In addition, others types of skills can be very effective to aid clients when they
encounter high-risk situations. For example, relaxation training and stress man-
agement can be very good skills to help the client negotiate high-risk situations
without resorting to drug use. These skills also can calm the client in the moment
so that he or she can access the skills necessary to act effectively in the situation.
Many suggestions for relaxation and stress-reduction skills that may be helpful
for relapse prevention are described in Chapter 5.

Decision Matrix

A strategy that can be used to renew commitment to the posttreatment recovery
plan is called the decision matrix. The decision matrix is quite similar to a pros-
and-cons list used when a client or potential client is in the contemplation stage
of change to enhance motivation. This strategy is particularly useful to challenge
the rise of positive expectancies during a chain of events that place the client at
risk for a lapse.

The decision matrix allows the client to focus on the costs and benefits of
lapse/relapse versus maintaining the changes for which she or he has worked so
hard in therapy. An additional element to the decision matrix is an attempt to have
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[ THINGS TO REMEMBER |
Decision-Matrix Questions

Questions focusing on the immediate consequences of drug use:

* What would be the good things about using drugs if you did it right now?

¢ What would be the not-so-good things about using drugs if you did it
right now?

* What would be the good things about not using drugs right now?
* What would be the not-so-good things about not using drugs right now?
Questions focusing on the delayed consequences of drug use:
* What would be the good things that would happen for you tomorrow
morning if you used drugs right now?

* What would be the not-so-good things that would happen for you tomor-
row morning if you used drugs right now?

* What would be the good things that would happen for you tomorrow
morning if you did not use drugs right now?

* What would be the not-so-good things that would happen for you tomor-
row morning if you did not use drugs right now?

the client see the long-term consequences of a slip or relapse rather than simply
focusing on the short-term gratification of drug use. This process allows the
client to walk through the behavior chain to see the ultimate consequences of
her or his lapse/relapse behavior (see Chapter 5 as well). Positive expectancies
often focus on immediate desired effects of substance use rather than long-term
consequences. Although the decision-matrix strategy focuses on the immediate
effects to provide balance, it also promotes examination of the long-term effects
of substance use as well in an effort to weaken the power of the expectancies to
influence the client’s immediate behavior.

Identifying Warning Signs

Psychoeducation in relapse prevention includes teaching about the various warn-
ing signs that a client could be in a high-risk situation, making apparently irrel-
evant decisions, coping ineffectively, having lowered self-efficacy to succeed, and
having increased positive expectancies for drug use. Part of this process is to per-
sonalize this education so that it fits the client’s individual circumstances. Relapse
warning signs for one client may be very different than the warning signs for
another client. The counselor or therapist uses the information gathered by the
aforementioned tools to determine what those individual warning signs are for
this client, and then teaches the client to be able to identify these as they arise
under real-world conditions.
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In addition, this information can be written out to remind the client of par-
ticular warning signs, with suggestions for how the client should respond to them.
For example, you and your client have identified that becoming cynical is a warn-
ing sign linked to a relapse chain for him. In response to the warning sign, you
and he generate suggestions in session for how he should respond when con-
fronted with feeling and acting cynical. The warning sign can be printed on a
piece of paper or card as a table or chart and displayed in prominent places
where he will be able to see and remember it (perhaps with all the other warning
signs). Next to the warning sign on the chart will be listed the action responses
generated in session so he is reminded how to respond if he realizes his cynicism
is on the rise.

Such warning signs should be put in prominent places where the client is
reminded of them. This can include places at home, like on the refrigerator,
favorite chair, bedside table, or television cabinet. It also may include places like
at work (discrete places, of course), in the car, or other places frequented by the
client. The point is to have the warning signs placed in an area that reminds the
client to be aware of risky situations, and to be constantly reminded of alterna-
tive ways to respond if those situations arise.

Relapse Contracts

If a client does slip or relapse, it does not mean that progress is arrested or that
treatment has not succeeded. Remember, lapses and relapses provide opportu-
nities for clients to grow and for recovery plans to be improved. In addition,
there are strategies that can be used to reduce the duration and severity of a lapse
or relapse. The first intervention upon a lapse or relapse occurs well before it hap-
pens, when you and your client develop a relapse plan and use relapse rehearsal
in session. In this way, you teach the client to respond to a lapse or relapse by
actively seeking help and by doing something differently.

When your client contacts you after a lapse or relapse, make sure that she or
he comes in to see you if possible (although a contract can be made on the phone
or online, too). During this contact, you can use a relapse contract to control the
severity or duration of the lapse or relapse. A relapse contract is an agreement
that you negotiate with your client on the limits of the relapse behavior. First,
you want to try to negotiate with the client to get an agreement on stopping the
lapse or relapse as soon as possible. You may want to use strategies mentioned
in Chapter 3 for eliciting a commitment from a client, and a decisional matrix as
well. If the client is unwilling to end the lapse or relapse at that moment, then
gain a verbal or written commitment for when, specifically, he or she is willing to
stop the old behavior. In this way, you have placed some limits on the duration
of the return to old drug use behavior. The relapse contract is one way to encour-
age a stay-safe plan with the client in the event a relapse does occur.

In the same way, you also want to negotiate how much the client will use dur-
ing this relapse. Try to gain commitment from the client to limit use to a certain
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amount for the duration of the relapse. Another consideration is to try to con-
tain the relapse to use of less harmful substances, if possible. So if the client is a
multiple-drug user, try to gain commitment to use only less harmful substances
(i.e., if there are qualitative differences between the client’s drugs of choice, such
as between marijuana and heroin, try to limit use to marijuana). The goal is to

reduce the risk of the relapse event so that return to health
will be easier for the client.

When the relapse event has ended, then do a decon-
struction of the relapse chain of events so as to understand
— FREDERICK DOUGLASS  its circumstances. Revise the posttreatment plan to address

“If there is no struggle,
there is no progress.”

any new risk areas identified. Teach new skills as needed,
and make sure that the skills are generalized to new risk areas. Use the time also
to reframe the relapse as an opportunity to learn more about recovery, and to
discuss how the client is now one step closer to reaching posttreatment goals (see
the section on cognitive restructuring later in this chapter).

Reminder Cards in Case of Emergency

The relapse plan includes reminder cards on how to respond in the event of a
relapse or slip. The cards often are small enough to fit in a pocket, wallet, or
purse, and therefore are easily accessible to a client when she or he needs to see
them. Usually the cards have brief instructions, such as “call your therapist,” “go
to a meeting,” “call your sponsor or friend,” “get away from the situation,”
and other reminders like these. Sometimes a person may have multiple cards, and
have these placed in strategic areas. There may be a reminder card in a shirt
pocket, in the desk at work, and in the car.

Remember that using the reminder card has to be practiced like any other
strategy before a relapse event occurs. You will want to have your client practice
carrying it and using it in session. You may wish to randomly ask the client to
produce the card in session just to see whether he or she is carrying it. If you do
this enough times, the client will make carrying and looking at the card a habit.
The reminder card represents another way to develop and implement a stay-safe
plan with a client.

Programmed Relapse

Under some circumstances, if a client fully intends to relapse, then you may want
to control how this event unfolds. One strategy for doing so is called a programmed
relapse. A programmed relapse often is conducted in session, if possible. If the
client intends to lapse no matter what you do or say, then you might as well use
that lapse in an educational fashion in session while having some control over it
as well. Programmed relapses have been effectively used with some addictive
behaviors to control the severity and duration of the event.
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An example of a programmed relapse conducted in this way would be with
someone who intends to lapse on smoking cigarettes after a period of cessation. In
this instance, the programmed relapse would take place in session. The therapist
would first ask the client to talk about the positive expectancies (and other beliefs)
related to smoking prior to lighting up. The point is to get the expectancies out on
the table for discussion later in the session. Then the client lights up, smokes, and
discusses thoughts and feelings as the smoking continues. After the cigarette has
been smoked, the client talks about the experience of smoking the cigarette, and
that experience is later compared with the expectancies that preceded lighting up.
Usually the expectancies are very different than the reality of smoking, which is your
hope as a therapist. Many times the client will find that the smoking was not as good
as expected, which then provides plenty of grist for the millstone of therapy. Some-
times the client decides to return to recovery after such a programmed relapse
because the reality of using was not as good as expected.

Using programmed relapse for illegal substances in session is a little dicier for
counselors and therapists because of legal concerns. If your client absolutely
plans to relapse, there may be ways to use this strategy out of session, though,
that could potentially help your client. For one thing, you may reach agreement
with the client on a specific date for the planned lapse, with the idea that the
client will talk with you on the phone about the experience as it occurs. In that
way you can assess expectancies and other beliefs directly before the drug is
used, and then ascertain the actual consequences later. The difficulty with con-
ducting this strategy by phone will be the intoxicating effects, which may cause

Falling Star?

Roberto has shined throughout his treatment. At every step in the
process, you have been impressed with how hard he has worked on his treat-
ment plan, and how committed he is to overcoming his problems associated
with methamphetamine use. Now that he is actively involved in aftercare,
Roberto has become heavily involved with the alumni group at your center, and
is held in very high esteem by his peers. There is talk that he should serve as
an officer in that group once he finishes aftercare, which will be in a couple of
weeks. You have been meeting with him to develop his posttreatment recovery
plans the last few weeks, but he looks much less bright tonight and more cir-
cumspect than usual. After exchanging greetings, he tells you (without looking
you in the eye) that he had a bad week this week, that his partner walked out
on him yesterday, and that after that happened he used some crank last night,
and he feels like, “I've blown it all now and almost did not come in tonight.”
How do you answer Roberto? What will you do with him tonight in session?
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perceptual and communication problems that prevent a meaningful discussion
about effects at that particular moment. It might make more sense for the client
to discuss those at a later time. One potential alternative is to have the client
monitor expectancies prior to using on his or her own, then track thoughts, emo-
tions, and consequences after the event through self-monitoring, to be discussed
at the next session. If you choose this method, make sure to instruct the client to
continue to self-monitor well after the intoxicating effects have dissipated so that
a more balanced picture of immediate and long-term effects is obtained.

Although programmed relapse has been found to be quite effective with
smoking, alcohol use, and gambling, for example, using this strategy with a client
using an illegal substance may be more problematic. However, there are ways to use
the spirit of this strategy, which is to encourage the client to compare expectan-
cies with actual outcomes in order to challenge those expectancies effectively
outside session. The goal is to contain a relapse that is inevitable and to have the
client learn from that experience so that drug use seems less glamorous.

Cognitive Restructuring

Cognitive restructuring effectively addresses GVEs, and includes reframing the
lapse so that the client views it in a more positive manner. For example, clients
often associate a lapse with personal failure on their part, and the guilt and shame
associated with goal violation relates to this sense of failure. As a counselor or
therapist, you want to challenge your client’s perceptions of failure by normaliz-
ing the experience. After all, relapse is part of the change process and tends to
happen commonly among people learning something new. For example, how
many people learn how to ride a bike perfectly the first time they get on one?
Chances are there will be at least one fall, with perhaps a few scrapes or bruises
from the experience. If falling off a bike is not an unexpected experience while
learning how to ride, then it follows that a lapse would not be an unexpected
experience when a person attempts to overcome a drug problem. Arguably, over-
coming a drug problem is more difficult than riding a bike, too.

In addition, lapses and relapses provide important information on how to
strengthen a recovery program. They provide guidance to counselors and thera-
pists on how to improve the plan, and they allow clients to learn new skills in
order to be one step closer to reaching posttreatment goals. There is no reason
to overreact to a lapse or relapse when it occurs, because it is not the end of the
change process but signals the beginning of another stage of growth.

Finally, therapists and counselors want to teach clients to change their attri-
butions for how the relapse occurred. Most clients tend to blame themselves and
attribute the relapse to personal shortcomings or personal mistakes. One prob-
lem with this type of attribution is that clients tend to make overgeneralization
errors that suggest somehow that they are flawed at their very cores. However,
you as the counselor or therapist must challenge these thinking errors, and teach
the client to attribute the relapse to the situation rather than the self. Attributing
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the relapse to the self causes the client to be the problem, and leaves few options
for correcting the problem. If the relapse is viewed as a problem in negotiating
a particular situation, then the answer is to learn new skills to overcome those cir-
cumstances in the future. Attributing a relapse to the situation rather than to the
client allows for the problem to be defined by the situation rather than the per-
son, and makes the problem capable of being solved behaviorally.

Changing the attribution of a relapse from self to situation is a strategy that
can be used prior to and after a relapse. Counselors and therapists will want to
orient clients very early in treatment and throughout aftercare to the model that
views relapses as problem-negotiation situations so that clients will remember
this information later if needed. Teach that people overcoming drug problems do
well in some situations but maybe not as well in others. A relapse occurs in the
context of only one small slice of the client’s world. The client may cope without
drugs well in many areas, then slip under this particular circumstance. The client
must understand that the circumstance is the trigger, not him or her.

Minnesota-Model Relapse Prevention

Relapse prevention, as mentioned, is compatible with a variety of treatment mod-
els. For example, many Minnesota-model facilities have incorporated aspects of
cognitive behavioral relapse prevention into their treatment and aftercare pro-
grams. There have been efforts to combine the relapse prevention model with
disease-model instructions to maintain abstinence after treatment is completed.
Minnesota-model relapse prevention is generally begun late in treatment and
then continued into aftercare. There are numerous books and manuals that have
incorporated relapse prevention methods into this particular model.

Relapse Prevention Among Diverse Populations

Relapse prevention within ethnic-minority communities can look somewhat dif-
ferent than it does in a typical treatment center. Relapse prevention methods with
ethnic-minority clients often include involvement in traditional cultural activi-
ties as part of the therapy. One important theme may be the restoration of the
client into her or his rightful place within the family and the community. Another
potentially important cultural issue to address with many ethnic-minority clients
will be difficulties overcoming shame. High-risk situations may vary across cul-
tures, and a therapist or counselor should know the community well enough to
understand cultural nuances related to risky relapse situations.

Relapse prevention for clients with psychiatric conditions must include treat-
ment of the comorbid conditions in order to be effective. This generally means
developing a collaborative relationship with a psychiatrist if the treatment includes
pharmacotherapy. The relapse plan must provide checks on adherence to the treat-
ment of the comorbid condition, and if adherence is a problem, then motivation
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enhancement or skills training to improve adherence to taking the medicines is
in order. In a very real way, clients with comorbid disorders will have two relapse
prevention plans: one related to drug use and one related to treating the comor-
bid condition.

Relapse Prevention as Part of Treatment, Aftercare,
and Psychotherapy

Since many Minnesota-model treatment centers include relapse prevention as
part of their curricula for clients, relapse prevention often is included in the typ-
ical treatment protocol. There may be psychoeducation groups dedicated to
teaching about warnings of relapse as well as identifying and responding appro-
priately to potential triggers. In addition, many chemical dependency counselors
will include relapse prevention training as part of individual counseling sessions.
As mentioned earlier in this chapter, relapse prevention in this model may begin
late in treatment, usually after steps 2 and 3 (of the 12-step model) have been
completed, and will continue to be a primary focus in aftercare (see Chapter 6),
where relapse prevention will be merged with working on steps 6-12.

Relapse prevention therapy is an integral part of cognitive behavioral therapy
for treating a drug problem. Cognitive behavioral therapists often will merge
relapse prevention with other cognitive and behavioral change strategies men-
tioned in Chapter 5. Relapse prevention will become a primary focus of therapy
when a person draws closer to termination, but the relapse plan will be devel-
oped much eatlier in the process. As you may remember, the transtheoretical
stages of change model (Chapter 3) makes suggestions as to which change strate-
gies may be most appropriate to use, depending on where a client is in the change
cycle. Relapse prevention best fits in the later stages of change when a person has
resolved ambivalence and is committed to changing behavior. Relapse preven-
tion may be mentioned to clients in the preparation stage as part of a suggested
menu of options for helping them. Cognitive behavioral psychotherapists will
typically use motivational interviewing in the earlier stages, and other change
strategies, including relapse prevention, in the later stages of change when a per-
son is committed to making those changes.

Relapse prevention therapy would ideally be conducted as the person enters
into action, and of course as the client attempts to maintain the progress he or she
is making over the long-term. This is a major concern with group-based relapse
prevention therapy, because groups often include people at different stages in
the change process. Relapse prevention will not be very relevant (or even make
sense) to a person in the contemplation stage. It is my recommendation that
relapse prevention groups (and education) be targeted at those clients who are
already changing behavior (and committed to that change!).
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Developing Relapse Prevention Plans

With this is mind, the relapse prevention plan probably should not begin until
the client has shown commitment to changing a drug problem. This recommen-
dation places many treatment centers in an awkward position, since many of
them operate under the assumption that each client should have a relapse pre-
vention plan in place once she or he is discharged. Under these conditions, the
counselor can make recommendations for a plan but should not be surprised if
the client does not follow through on those recommendations. However, a client
who is sincerely walking the walk deserves a comprehensive relapse prevention
plan before discharge from treatment, and this plan will make up a large part of
the continuing care plan for aftercare (see Chapter 6).

Individual therapists working one on one with clients may have more flexi-
bility in this regard. Psychotherapy may not be as time limited as treatment, and
therefore a psychotherapist may have the luxury of waiting longer to develop and
implement a relapse plan at the appropriate time in the change process. In the
meantime, the psychotherapist can continue to use strategies to enhance motiva-
tion and commitment until the client has decided to change. It is worth remem-
bering that sometimes motivation changes drastically, depending on the therapy
goal. So if the client is not ready to stop using drugs completely, you may find that
he or she is completely ready to reduce the harmfulness of his or her habits.
Relapse management (see next section) in conjunction with behavior and cogni-
tive modification strategies may be very useful to help clients reach that goal.

In an ideal world, all clients would be ready for a relapse prevention plan
before therapy or treatment was completed, but this not always a certainty. Before
we can prevent relapse, change must be underway. As therapists and counselors, we
have an obligation to develop plans that will help clients after they finish work-
ing with us. But in some cases, client progress may not warrant relapse preven-
tion plans. However, continuing care and posttherapy plans can be developed
with clients who have not yet chosen action to change, and these plans should
focus on helping clients move closer to making a commitment for change.

Relapse Management

Relapse management involves using relapse prevention strategies with clients
who do not seek abstinence as a goal for treatment or recovery. Some clients may
have chosen to change their habits but not to quit using entirely. The goal of
relapse management is to help these clients maintain behavior change over the
long term after the goals for treatment or therapy have been reached.

For example, a client may decide to quit using one substance, such as heroin,
but not another, such as marijuana. Relapse management (prevention) tech-
niques can be used to help this client meet his or her goals for abstaining from
heroin while still using marijuana. Another example might be the case of a client
who wants to reduce the use of all drugs, but may be unwilling to stop using any
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Patricia’s Pain

Patricia is a client of yours who has been using cocaine, heroin, and
marijuana. She also has cancer, which is in remission, but the cancer treatment
causes her significant physical pain. Early in treatment, she tells you that she is
more than ready to stop using the cocaine and heroin, but she wants to continue
using marijuana to control her pain and nausea. As you are developing a relapse
prevention plan with her, she reports that she has experienced relapses in the
past on heroin when her pain became unmanageable. One week before her dis-
charge into aftercare, Patricia reiterates her commitment to refrain from heroin
and cocaine use but her unwillingness to refrain from marijuana, because mari-
juana helps the pain and she is convinced she will relapse on heroin if the pain is
too great after therapy. Given the information she has provided, what do you
think would be important to include in her relapse plan? What kinds of road-
blocks may she face, and what can you do to prepare her for these?

one of them all together. In this instance, relapse management techniques can be
used to help the client stay at the targeted use goals that have been established
(and not to overuse, for example). For many drug users, abstinence may be the
best plan, but for those who are not ready to quit just yet, relapse prevention can
help them reach and maintain their current goals for reduction of drug use.

Chronic Relapse Prevention

In other instances, you may have clients who are willing to abstain but will have
great difficulty monitoring and controlling their behavior. Clients with these
problems often cycle in and out of abstinence in spite of their best intentions to
remain clean. For those clients who are chronically at risk, perhaps lifelong risk,
for relapse, you may want to include relapse prevention as part of the long-term
plan for recovery. There are certain groups of clients with multiple problems who
may be at great risk for multiple relapses. For example, if you have a client with
a long history of chronic and severe drug abuse, a history of a severe mental dis-
order, extreme difficulties with impulse control, or signs of cognitive impairment,
then you may have to make posttreatment plans that address relapse concerns for
the unforeseeable future. Clients who may be at risk for relapse over the long
term would be good candidates for scheduled booster sessions so that you can
check up on their progress and potentially modify their plans as needed well into
the future.

Recovery Plans Following Aftercare

Aftercare counselors will want to develop posttreatment recovery plans for clients
as they near the end of aftercare. A posttreatment plan can be developed by using
the continuing care plan, and any unfinished items may become part of a long-term
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plan for the client after discharge from aftercare. These items will likely be Tier 4
problem areas that will benefit from long-term strategies for change. You can
work with your client to develop these plans, including any dream goals that the
client wishes to pursue.

In addition, your role is to gradually shift the responsibility for directing the
recovery plan entirely over to the client. By the end of aftercare, the client should
feel empowered enough to conduct treatment on him- or herself. Part of direct-
ing one’s own treatment is to develop a long-term plan for how to avoid relapse
in the future. If you are operating within a disease model understanding of a drug
problem, this means being able to direct a personal relapse prevention plan one
day at a time for the rest of the client’s life. The client also should have developed
strong social connections with like-minded others who will encourage and
support the client in reaching these posttreatment goals after discharge from
aftercare.

Posttherapy plans are made when a client is preparing for termination in indi-
vidual psychotherapy. These are developed in much the same way as posttreat-
ment plans may be developed in aftercare. One difference may be the inclusion
of booster sessions (see Chapter 6) as part of the plan. Another difference may
be a different outlook on how a self-directed relapse prevention plan may look.
Within a behavioral model of psychotherapy, there is hope that a problem —
including a drug problem — may be overcome for good. Maintenance of changes
in this model may not require relapse prevention for the rest of a client’s life, but
only as long as the client needs it. The plan is completely under the client’s con-
trol and can be adjusted as the client changes. There is an assumption in this
model that as the client changes, the drug problem will become a part of his or
her past, forever. So a posttherapy plan within this model ends when the client has
changed for good (i.e., when the changes become habit).

Family Involvement in Relapse Prevention

Family involvement can be quite helpful in the relapse prevention effort. One
potentially useful strategy is for families to make efforts to reduce relationship
stressors. These efforts will likely require couples or family therapy, which ideally
will improve communication within the family system and potentially reduce fric-
tion. In addition, family members may learn to reduce any negatively expressed
emotions toward the client. Family and couples therapy would be highly recom-
mended if those stressors represent a high-risk situation for the client in question
and if the family members or partner are supportive of the client’s efforts toward
recovery.

Families also can be helpful to monitor adherence for those clients who may
have to take medicines to treat a comorbid disorder. If family members note that
a client is not taking the medicines as prescribed, they can alert the counselor,
therapist, or treating physician to the problem. Family members also may observe
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[ CLIENT HANDOUT
Relapse and Relapse Prevention

If you are working to overcome a drug problem, relapse prevention can help
you reach your goals. One question you may wish to ask a potential therapist
or counselor before entering treatment concerns how much emphasis the
treatment or therapy will place on relapse prevention strategies. As treat-
ment or therapy unfolds, make sure to openly share when you have cravings
and urges, so that your counselor or therapist can help you identify what
may be triggering those. Also share what have been high-risk situations for
using drugs in the past so that you can develop plans to protect yourself from
those situations after treatment or therapy is completed.

Your relapse prevention plan will help remind you of what to do to suc-
cessfully cope with high-risk situations when you are confronted with them.
If you are facing a tough situation in which you are tempted to use drugs,
your plan will remind you to seek help. Contact your counselor or therapist
before you use drugs, if possible. Even if you do have a lapse, remember that
it is not the end of the world, but rather a chance to improve your recovery
plan. Remember to call your counselor or therapist as soon as you can after
a lapse. Lapses are not unusual and your counselor or therapist can help you
return to recovery.

flare-ups in symptoms that professionals may not see. Flare-ups in symptoms may
occur independently of whether the client is adherent in taking the prescribed
medicines. Sometimes a medicine that works well for one person will not work
as well for another. Again, family members can alert the treating professionals to
this problem so that an adjustment in the plan can be considered.

Family members may also want to continue on their own healing paths, which
can include continued support-group involvement or even individual therapy.
Using support groups or seeking therapeutic help over the long term offers the
opportunity for positive change that will likely help both the family member and
the client. Family members also may find a need to focus on their own quality-
of-life problem areas after treatment has ended for their loved one, and therapy
can provide them with this opportunity.

Summing Up

Making mistakes is typical when learning how to do something new, and recov-
ering from a drug problem is no exception to this rule. Relapses are not the end
of recovery, but instead represent a new beginning of a better recovery plan.
Relapses can be prevented, or even managed if they occur, and plans to circum-
vent the relapse process must begin in treatment. These plans involve identify-
ing the roadblocks that interfere with your client’s reaching posttreatment goals



Posttreatment Recovery Management 283

A Word to Family Members About
Lapses and Relapses

Lapses and relapses are very scary to families, but you are not without
options when one does occur to a loved one. Try to encourage him or her
to contact the counselor or therapist as soon as possible. There is no need
to nag, but a gentle and loving suggestion can be quite helpful. Sometimes it
helps to wait until your loved one is no longer intoxicated to talk with him
or her, since it is more likely that he or she will be able to comprehend your
suggestion and see your genuine concern.

Although it may not feel like it at the time, a slip does not mean that your
loved one is no longer committed to recovery. If you can, avoid overreacting
to the situation. Try to be supportive and not to be hostile or overly disap-
pointed. If you remember that a lapse or relapse is typical when learning
how to overcome drug problems, and that lapses and relapses can lead to
a much stronger recovery program, then maybe you can ride out the slip
in a way that shows your loved one hope and support. If you have strong
negative feelings about the slip, try to share those with your therapist or
support group rather than unloading on your loved one. Unloading will not
help him or her and probably will not make you feel any better about the
situation. Lapses and relapses tend to be temporary and fleeting if handled
well, so find a way to ride out the storm by trusting that the skies will clear
eventually.

so that new strategies can be planned, implemented, and practiced before the
risks are faced. Stimulus control, cue exposure, monitoring of behavior, and
learning new skills are essential elements to an effective relapse prevention plan;
and treatment, aftercare, and therapy sessions offer forums to identify and prac-
tice overcoming the roadblocks that may lie ahead. Relapse prevention is a team
effort, with clients, counselors, therapists, families, and even communities work-
ing together to preserve those gains made through hard work during treatment.

Key Terms

Abstinence-violation effect (AVE). The response of feeling shame, guilt, and
hopelessness that clients often have following a lapse after a period of
abstinence.

Apparently irrelevant decisions. Decisions that clients make that may place them
in high-risk situations without their being aware of the risk.

Desire for indulgence. A response that often occurs during recovery in which a
client feels the need to reward him- or herself with something pleasurable.
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Goal-violation effect (GVE). Similar to an AVE, this effect includes violation of
goals that may not be linked to abstinence.

Lapse. The phase in a relapse cycle in which a person has slipped but not returned
in earnest to old drug-using behavior.

Lifestyle imbalance. A circumstance in which a client does not spend time car-
ing for her- or himself in all the important life domains.

Relapse management. Using relapse prevention methods to control drug use
rather than stop it entirely.

Self-attack. When clients belittle themselves or put themselves down because of
frustration or disappointment. This often occurs during a GVE or AVE.

Stimulus control. A strategy to control or limit exposure to a trigger or cue.

Substitute indulgences. Safe alternatives to drug use that reward the client for
doing well in recovery.

Recommended Reading

I recommend reading Relapse Prevention, by G. Alan Marlatt and Judith Gordon
(New York: Guilford Press, 1985). Although many books have been written
since this one, this is the original classic that introduced the relapse model and
prevention methods we still use today. These strategies have been scientifically
validated for many years now. A new edition of this book edited by Marlatt and
Dennis Donovan is due out soon.

1. True; 2. True; 3. False; 4. True; 5. False; 6. True; 7. False




CHAPTER 8

New Beginnings: Moving
Beyond Addictions

[ TRUTH OR FICTION |
After reading this chapter, you should be
able to answer the following questions:

1. Eventually there will be a time when your client’s efforts to over-
come a drug problem will become an automatic habit rather than
a struggle. True or False?

2. All the models for understanding a drug problem posit that treating
a drug problem is a lifelong effort. True or False?

3. Biopsychosocial protective factors help clients overcome drug
problems. True or False?

4. Being more respectful to the other person is an important way to
improve relationships. True or False?

5. Mentoring is not the same as supervision. True or False?
6. Mentoring is meant to be a give-and-take relationship. True or False?

7. Leaving a legacy requires massive resources. True or False?

Answers on page 301.

Overcoming a drug problem takes hard work and time, but eventually the fruits
of your clients’ labors will become quite obvious. They likely will experience
amazing positive changes in their lives that they never thought possible. The early
stages of recovery are difficult because the client has to act thoughtfully and
deliberately in order to change behavior, but eventually those changes will
become habit and his or her use of new skills to face life challenges, automatic.
In a very real sense, when the client gets to this stage of recovery, he or she has
become a brand-new person. This chapter previews what is ahead for your
clients in the months and years after changing their drug use, and will suggest
new challenges they may want to consider in the coming years.

285



286 TREATING DRUG PROBLEMS

Biopsychosocial Recovery

You may remember that Chapter 1 reviewed the biopsychosocial model of drug
problems. By now, your clients have replaced or nearly replaced many of those
risk factors with new biological, psychological, and social protective factors that
helped them change their behavior. For example, they have engaged in new and
healthy physical activities to improve their health and physical well-being: exer-
cising, eating right, getting enough rest, and eliminating the toxic effects of
the drugs they abused in the past. They feel better physically and their outlooks
have improved because they have new biological balances in place to protect
themselves.

They have learned new coping skills and how to use them in a variety of situ-
ations, sometimes without even being aware that they are using them now. They
have learned to challenge and change thoughts and beliefs that distort their per-
ceptions of the world around them, learned to feel and express emotions in a
healthy fashion, and learned to shape their own behavior over time and use
rewards to encourage themselves down the recovery path. Their self-efficacy is
high and their feelings of hope even higher, because they have protected them-
selves with new psychological skills.

They also have added new social support networks in their lives to serve as
guides and cheerleaders as they’ve made significant life changes. The people who
surround them now advocate for them. The stress in their social relationships is
likely diminishing over time as they have developed confidence in their recovery
and as they have worked to improve their interaction styles with others. People
like to be around them now, because their real selves have appeared since they
stopped using drugs. There are many who care about them in ways that they may
not have experienced in many years — maybe even in their lifetimes — because
they have protected themselves with new social skills and networks.

Interestingly, their original risk factors and vulnerabilities may still be present.
However, the differences between when they had drug problems and today are
remarkable because the biopsychosocial risk factors have been placed in check

by their learning and developing the biopsychosocial pro-
“Reality is a crutch for tections discussed previously. These new protections have
walled off the risk factors and made your clients less vulner-
able to their effects. Their progress also has caused them to
with drugs.” change as people: Their personalities may even be very dif-

_uwyoMun  ferent than before, as well as the way they think about and

people who can’t cope

act within the world. These changes make it significantly less
likely that they will return to the old ways, simply because that is not who they
are any longer. And with every passing day, their growth is placing more distance
between them and their drug problems. They deserve congratulations for a job
well done, and encouragement to keep up the good work!
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Recovery or Recovered?

The different models of recovery mentioned in Chapter 5 also have different
philosophies about whether recovery ends or is a lifelong process. The disease
model describes overcoming a drug problem in terms of remission, which sug-
gests that the condition is present but under control or dormant. Within the dis-
ease model, recovery is a lifelong process that requires the client to use his or her
recovery tools on a daily basis.

The spiritual model is similar, in that the condition that allowed the drug prob-
lem — namely, a spiritual void — to arise may always be present in the person.
Recovery in this model uses spiritual practices on a daily basis to improve the self,
so that the void is reduced over time. There is some debate within this model as
to whether the void can ever be completely filled or whether a person can ever be
truly spiritually whole or healed. Some may suggest that a person can eventually
be “converted” so that he or she is completely transformed. Under this condition
it would theoretically be possible to recover for good. However, many others feel
that the transformation is a slow and lifelong process. Many people who operate
in this model feel the need to associate themselves with support groups or use reli-
gious or spiritual practices regularly as part of their lifelong recovery plans.

Within the family model, the family system can be transformed when all its
members change. In this process, the family unit may reach a new equilibrium
after the drug problem has been eliminated. This new balance in the family
dynamics takes some time, since it is thrown out of balance in early recovery
because of change of drug use. The family eventually reintegrates at a different
(higher) level of function. The transformed and health family system, if it remains
in equilibrium, theoretically would prevent the recurrence of a drug problem,
although there may be new challenges to the system along the way that are not
related to drug use. In this sense, a family — including the loved one who used
drugs — could be recovered, if the changes in the family system remain perma-
nent and in balance.

Finally, the behavioral model of drug problems does provide for the possibility
for an end of recovery. As the person uses new skills and strategies to change, he
or she is changed for good, which makes it very unlikely that the ex-client would
return to the old behavior. In the behavioral model, the ex-client is in control of
his or her recovery, and therefore has the power to control and overcome drug
use. The changes in behavior have eliminated old behavior chains and replaced
them with new, healthy ones. The old drug use habit has been exchanged for new
habits that do not include drugs, perhaps permanently in this model.

So, to review the differences in perspective, those who feel most comfortable
understanding a drug problem within the disease model talk about using recov-
ery methods for a lifetime in order to recognize and address powerlessness over
the problem. For those who believe strongly in the spiritual model, recovery may



288 TREATING DRUG PROBLEMS

[ CLIENT HANDOUT
Choosing to Cut Down Rather Than Quit

Some of you may have chosen to cut down on your drug use rather than
quit completely. Now that you have successfully reached your goals for
reducing your drug use and maintained those changes for a significant period
of time, you may want to set new goals for yourself. One idea may be to
have a trial period of abstinence to see if that works for you. Another possi-
ble goal is to reduce your drug use to a new, lower level. Now that you have
seen the benefits of reducing your drug use, you may entertain the idea of
increasing your benefits by setting a new goal for reduction. You can use the
same tools that helped you reach your current goal to reach a new goal if
you choose. At this stage in your recovery, it is important to set new goals
for yourself to improve your health and quality of life. Setting a new goal for
reduction can be one way to challenge and help yourself at the same time.

be a lifelong journey to seek meaning and purpose and to improve their charac-
ters in order to fill the void with something meaningful. For those who are most
comfortable in the family model for understanding drug problems, the answer is
to change the entire family system in order to change the problem. This requires
change for all family members so that the unit can grow together as a team. And
those who feel more comfortable in the behavioral model try to overcome their
drug problems once and for all by changing their actions and beliefs, and by
learning to use new skills to cope with life effectively and without drugs. Those
who overcome their drug problems become different people, in control of their
own destinies, leaving their pasts behind as they changed. Depending on the
model that you are most comfortable with, your prediction for what eventually
happens in recovery and with regard to your clients’ drug problems may vary.

The following sections will discuss other ways that your clients’ lives will change
and provide you with some suggestions for how they can measure their progress
in significant areas. Many of these suggestions are meant to prompt the client to
think about new challenges ahead and are not meant necessarily as a roadmap —
they have the ability to draw their own maps now. However, you should invite
your clients to consider how they would like to grow in each of these important
areas, and how they can get there from here.

Physical Health and Well-Being

Changing drug use reduces health risks significantly for your clients, but there
may be other changes they can make to improve their health. There are several
domains of physical health that are worth considering to see whether they are
treating their bodies with the respect that they deserve. When recovery efforts to
overcome their drug problems have become habit, they are at the stage at which
they can take on new challenges to protect and improve their health.
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First, are there other behaviors in which the client engages that are harmful
to his or her health? One such behavior may be smoking or chewing tobacco
products. The health risks associated with tobacco use are well documented and
do not need to be repeated here. Many people overcoming their drug problems
delay smoking cessation during treatment and early recovery because too many
changes may seem overwhelming to tackle. However, at this stage they should
seriously consider changing smoking behavior in order to improve their health.

Another compulsive type of behavior that can be harmful is overeating and
being overweight. Dieting can help for some people, but often, dieting seems
aversive and many diets do not succeed. There are some general rules about eat-
ing that can change a person’s health and weight without his or her necessarily
resorting to the discomfort of crash dieting (which the research suggests does
not work very well anyway). For one, your clients should try to change the types
of foods they eat rather than how much — for example, trying to avoid processed
food (which either is already prepared or can be made in a few minutes) when-
ever possible, because that kind of food is usually loaded with calories and
unhealthy levels of sodium and other chemicals. Encourage clients to eat freshly
prepared foods instead, so they can control what goes into the entrées that adorn
their tables. Second, the client should try to eat more fresh vegetables and fruits,
and if he or she is hungry for a snack, should try eating raw vegetables or fruit
instead of a bag of chips or the like. Third, whenever possible, he or she should
opt for low-fat, low-calorie, and diet-type products. Fourth, he or she should eat
the heavier meals earlier in the day, if possible. The research suggests a couple of

Run, Flores, Run!

Flores had been clean from drugs for almost 2 years when she decided
she wanted to improve her health and lose some weight. She decided to join her
local gym for access to aerobic and weight equipment and started to run around
the block when she could. She discovered that it was important to structure the
gym time into her day, so she started going at the same time in the morning on
Mondays, Wednesdays, and Fridays, and then she would run around the block
as soon as she got home from work. As her exercise program became a routine,
she noticed some unexpected side effects. First, she did not snack as much dur-
ing the day, and although she may have been eating a little more at meals she
was losing weight. Second, she found that smoking was not enjoyable after run-
ning and exercising, and she was considering quitting that, too. Finally, although
the exercise was hard in the beginning, it had gotten easier over time, just like
what she experienced during her recovery from her drug problem. Because she
was using distress-tolerance skills and reinforcement for sticking to the plan at
the beginning, the new exercise program was now starting to pay dividends for
Flores in ways she had not even considered.
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things about the timing of meals and human metabolism. One area of inquiry has
found that food eaten earlier in the day tends to be used as energy whereas food
eaten later may be stored away as fat. Another area of inquiry has found that eat-
ing earlier in the day, and more frequently but with smaller portions, tends to
increase the metabolic rate so that the calories are burned more efficiently.

Fifth, and finally, encourage your client to get some exercise. The research
suggests that the best diet is exercising more. People who like to eat need to exer-
cise more in order to be able to eat more of what they want. It’s not a bad idea
to tie eating together with exercise in a contingent relationship (e.g., “If I want
to eat more, then I have to exercise this morning in order to earn the food”).
Exercising not only improves cardiovascular health and burns calories, it also
increases metabolic rate so that the body burns more calories even when at rest
than it did before the exercise program began. Many experts suggest vigorous
exercise for an hour at a time at least three times a week. In addition, suggest
that the client walk more: walking up and down stairs instead of using the ele-
vator or escalator; getting up and walking during lunch or breaks, especially if
he or she has a job that requires a lot of sitting; walking, jogging, or riding a bike
regularly around the neighborhood before or after work. Suggest that the client
do it with a family member or a friend so that he or she will be more committed
and so it will be more enjoyable. Perhaps he or she can also engage in an outdoor
hobby that includes exercise whenever possible.

Emphasize to your client that it would do his or her body a favor to get an
annual physical from a physician. Most people do not blink an eye to get a car in
for a tune-up but for some reason are not as faithful about attending to their bod-
ies. If they have medical conditions that require certain treatments or taking
medicine, they should do what they are told to do by their doctors, and reliably.
After all, we will only get as far in this life as our bodies will take us!

For each of these areas, clients’ treatment and therapy training for overcom-
ing drug problems will help them. They can use the same skills and education
that they learned in treatment to change these other health behaviors. In addi-
tion, they can use their relapse prevention training to help them maintain
changes in these health areas over the long term, so that they are able to reach
their goals for each of these targeted behaviors (e.g., diet or exercise).

Intellectual Pursuits: Exercise for the Mind

In addition to improving their physical health, clients should learn to challenge
themselves in new ways mentally in order to grow in this important area. It will
be a good idea to acquire new hobbies that involve lots of thinking and problem
solving in order to exercise the brain. They may want to start reading books reg-
ularly or maybe push some other skills that they have to new levels (e.g., maybe
becoming even better at woodworking by learning a new technique). One of my
ex-clients became an expert on crossword puzzles and other word games as part
of his brain-exercise program.
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CLIENT HANDOUT

Room for Improvement?

The following assessment is meant to help you determine whether there are
areas of your life that you can improve upon. Rate each of the following
areas of your life on a scale of | (not very satisfied) to 100 (totally satisfied):

I am % satisfied with my health.

lam % satisfied with my fitness level.

lam % satisfied with my habits that affect my health, such as
eating or smoking.

I am % satisfied with how much | use my intellect.

lam % satisfied with my educational level.

lam % satisfied with my current job or career.

I am % satisfied with my hobbies and how | spend my free time.

lam % satisfied with my ability to be assertive.

lam % satisfied with my ability to regulate my moods.

I am % satisfied with how | express emotions toward others
closest to me.

lam % satisfied with my relationships with family members.

I am % satisfied with my relationships with friends.

I am % satisfied with my ability to forgive others.

lam % satisfied with my ability to be patient.

lam % satisfied with my tolerance of others and other points
of view.

I am % satisfied with my character.

lam % satisfied with the legacy | will leave behind.

Areas of lower scores provide you with new opportunities for growth!

Others choose to exercise their brains by moving in new directions voca-
tionally and/or educationally. Setting new goals and challenges at work can be
quite satisfying, and can lead to new opportunities. The person may wish to
challenge him- or herself to move to the next level at work, or may decide
to make a career change. This may require additional training or education.
Now is the time for the client to review vocational goals and interests, and
see whether his or her quality of life might benefit from new challenges in the
career path or even a change of directions at work. Many people find that their
vocational interests change along with their behavior after changing a drug
problem.
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Even if the person does not intend to make a career change it might be time
to consider finishing his or her degree. Many people gain great satisfaction about
earning a degree at the next level even if they do not intend to change career
directions. A degree can become a symbol of success that pleases most people,
so it can enhance one’s self-efficacy. In addition, many people I have worked with
express great joy and satisfaction at having completed somzething, and obtaining
a degree provides a concrete symbol of completion. Even if the person has com-
pleted one degree, he or she may wish to consider working toward another
degree at the next level to challenge him- or herself intellectually. Degrees tend
to open doors that he or she may not even know exist.

Emotional Growth

Sometimes people forget to work to improve their emotional lives. Arguably,
emotional growth is highly neglected by most people. When people discuss per-
sonal growth, usually the topic centers around physical health, intellectual
endeavors, and even spirituality; emotional growth may remain an afterthought
unless emotional problems are interfering with maintenance of behavior change.
You may want to suggest that your client consider how to grow emotionally and
move to a new level in this area of life. For example, what can the client do to
improve his or her emotional maturity in the coming years?

A person may have particular issues with one or more emotions that need to
be addressed. For example, does the person lose his or her temper too easily,
even today? What can he or she do to change this particular problem? Can the
person find ways to reduce the triggers that may lead to losing his or her temper,
such as lowering the expectations threshold so he or she does not easily become
frustrated, learning how to become more patient and tolerant with other people,
finding ways to reduce cynicism, or learning to see the whole

“Healing is a matter of time, picture rather than the present moment?

Does the person tend to have problems expressing emo-
tions appropriately to other people? Are there ways that he
matter of opportunity.” or she can become more assertive? What can the person do

—_HIPPOCRATES  to be more warm and expressive to those closest to him or
her? What can the person do to become more mature about

but it is sometimes also a

when and how to express emotions? And what can he or she do to reduce mood-
iness, if that is a pattern? Addressing these issues will require emotional disci-
pline and lots of practice, but changing in these areas can provide great rewards,
such as emotional balance and serenity.

Improving Relationships

The person also may wish to work on improving relationships with others at this
stage of recovery. Changing a drug problem probably has helped the person’s
relationships, but it still may be helpful to challenge him- or herself to make even
more improvements. Although working on relationship issues takes more than
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one person, your client can do his or her part to try to improve the way that he
or she interacts with others. There are several ways to improve social relation-
ships, including improving communication style, increasing the amount of time
spent attending to the other person, increasing emotional responsiveness to that
person, increasing the amount of time spent with the person, improving the qual-
ity of time spent with the person, and increasing respectfulness toward the other
person.

For example, your client may wish to improve a relationship with a romantic
partner by improving the way he or she communicates with that partner. This
may involve increasing the amount of communication that they have or chang-
ing the style by which they communicate. Self-improvement in this area may
include improving nonverbal communications, by smiling or touching more in
ways that convey affection. It also helps to evaluate how much time the person
is giving to the relationship, and to judge whether that time includes a significant
amount of quality time in which the partner is the recipient of his or her undis-
tracted and unshared attention. Part of that attention might include doing really
nice things for the other person that he or she would view as special. However,
another significant part of attending to a partner involves understanding the
other person’s needs moment by moment and responding to those as they arise.

Attending includes emotional responsiveness. Positive emotional responsive-
ness would include sharing warmth and love openly with a partner. It also means
controlling one’s own negatively expressed emotions and learning to use
assertiveness skills to share displeasure when it occurs rather than attacking or
even retaliating against the other person. For some people, the challenge may be
to become more expressive of positive feelings and less expressive of negative
ones in order to improve the relationship. Others may be challenged simply by
becoming more emotionally open with their partners.

In addition, the person should evaluate the time spent together as a couple.
Is it balanced? Do they spend too much time as a couple parenting and not
enough together time alone? Do they spend too much time playing and
not enough time working together (or vice versa)? Partner time should be
balanced across the areas discussed in Chapter 7 (just as it should be for pri-
vate time), in order to promote lifestyle balance in the partnership. In addi-
tion, the person should respect the partner by allowing her or him private time,
and sometimes making space for this time in the relationship is important.
Couples need to find a good balance between private time, time together,
and time with children (if applicable) for a relationship to remain healthy (see
Figure 8.1).

You might advise your client to learn to treat his or her partner with greater
respect, giving at least as much to the partner as he or she is taking from the rela-
tionship. Is your client treating his or her partner as an equal in all aspects of their
relationship? It is helpful for one person to treat the other each day as an honored
gift that has entered into his or her life. If one or both members of the partnership
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Figure 8.1: Balance in a relationship can be challenging!

does not feel that way, then it may mean they need to reconsider the relationship or
how they are approaching it. Remind your clients that couples therapy can help
those who are willing to work hard (as they already have for their recovery).

In addition, encourage the client to challenge him- or herself to become a bet-
ter parent to the children or stepchildren. Parents should learn to listen to their
children with genuine interest in what they are doing and where they are going
in life. Discuss with your client how to practice assertiveness with children when
he or she wants them to do something, and how to use reinforcement (rather
than punishment) to shape their behavior. Yelling should be avoided, and con-
versations with children should be more mutual, rather than a lecture or some-
thing that takes place only when there are problems. Remind your client to look
at them when they are talking so they know he or she is interested, and to try to
show more affection by smiling and hugging more.

The person should also play with the children more often so they can see his
or her non-serious side as well, and should turn off the television (and the com-
puter) once in a while. Children need their parents’ undivided attention at times.
Family meals with conversations that include the children are a start, as is find-
ing ways to help them with their homework. Encourage your client to attend the
children’s school functions if possible, reminding him or her that where a parent
puts in his or her time shows the children that they are important to their par-
ent, and that he or she cares about them. Discuss with your client how to treat
his or her children with respect, because they are honored gifts to the client as
well. A client’s children may be part of his or her legacy in life (see later in this
chapter), which is a place of utmost honor.

Also, help your client evaluate whether he or she can improve on friendships
as well. Are there ways that the person can improve how he or she communicates
with them? Are there imbalances in the amount or type of time spent with
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friends? Some people in recovery find that they may be spending too much time
with friends to avoid dealing with problems at home. Now might be the time to
begin to address those problems at home if this is the case. In other cases, clients
may find that they are taking more than giving in their friendships (or vice versa),
and may want to work toward more balanced relationships. Finally, have the
client evaluate the respectfulness in his or her friendships, and make adjustments
to those friendships that lack respect. Sometimes relationships are one-sided and
need to be ended. In other instances, the person may discover that he or she will
want to elevate an established friendship to a new level of respect. Finally, dis-
cuss how the client can communicate better with coworkers and grant them the
respect that he or she would want from them.

As mentioned in Chapter 7, relationships can be extremely stressful, but they
also are the source of some of the greatest joy that one can experience. A person
who is willing to invest great amounts of him- or herself into a worthy relation-
ship will find that it returns many times over what he or she has given to it.
Investing in healthy relationships, and repairing the less healthy ones, will be an
area of great satisfaction and challenge for your clients, with many happy returns

in the years to come.

« : .
Spiritual Growth Go confidently in the

Many people find that after overcoming drug problems direction of your dreams.

they experience spiritual growth in ways they had never  Live the life you have
imagined possible. Your clients probably have already  imagined.”
noticed many changes in the way they view themselves,

— HENRY DAVID THOREAU
others, and the world around them, and these changes

likely have affected their spiritual lives. Now may be the time for your clients to
challenge themselves to even greater spiritual heights.

For example, one aspect of spiritual growth that many people who have over-
come drug problems find helpful is learning to forgive more completely. A client
may feel like someone has wronged him or her greatly in life and that those feel-
ings are hard to shake. However, the past, even the painful betrayals and times
of distress, has led your client to become the person that he or she is today. Even
the pain has been important for growth. This does not dismiss the painfulness,
but it does suggest that the client has overcome it. Forgiveness in this sense is let-
ting the past be the past and realizing that surviving the unpleasantness has made
the client a better person. You may need to ask your client whether it’s time to
let the past be put in its proper perspective.

In addition, forgiveness may concern a person’s willingness to let a grudge go.
Holding on to a grudge in many respects means that a person is joined at the hip
with the object of the grudge. It is difficult to make progress in life when you
drag along the ball-and-chain of a grudge toward another. Letting go of grudges
will make any person’s journey a little lighter.
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Spiritual growth may involve expanding one’s worldview. This can happen in
different ways. First, clients may expand their worldviews with regard to the hav-
ing a broader sense of time. Seeing time as expansive, and understanding that this
moment is precious but miniscule in the great ocean of eternity, allows great
patience to develop. A person can see that things worth having or waiting for
involve a great commitment of time, which means that patience is required. Spir-
itual growth in this sense means that the person makes the most of this moment,
but also that he or she is willing to wait for this moment to bear fruit well into
the future. Encourage your clients to think about how their lives would improve
if they were more patient.

Second, clients may find their worldviews expanding because they are open-
ing their minds. Tolerance depends on many things. First, tolerance depends on
the ability to see beauty and truth in different ways of thinking and of seeing the
world. Second, it depends on respecting other people’s opinions and different
life experiences. Third, it depends on humility, which teaches that one does not
know everything, and that receiving one answer in life seems to generate 10 baf-
fling new questions. In fact, it may be that some of the questions have no answers,
and as a person’s mind opens he or she becomes more comfortable with that, no
longer feeling like he or she needs to know all the answers. Certainly people dis-
agree, but even disagreement does not necessarily mean that one is right and one
is wrong. Sometimes when two people look at a coin, one focuses on the head
while the other focuses on the tail. Neither is wrong in his or her description of
the coin; it is the same coin but different views. It may be the time for your clients
to reduce their prejudices by increasing their humility.

Spiritual growth also may involve improving one’s character by striving to be
the best person possible. This should not be confused with perfectionism; rather,
becoming the best person one can includes recognizing and embracing one’s own
natural limits. However, a person does want to understand whether the limits are
there naturally or whether the limits have been placed there by that person.
Natural limits are those things that cause us to be humble, but se/f-zmposed lim-
its are those that cause us to stumble. Discuss with your clients how to know that
a limit is self-imposed — that is, whether he or she is “settling” rather than chal-
lenging him- or herself to new heights. Encourage clients to accept their natural
limits but push beyond their self-imposed ones.

Mentoring and Legacies

Perhaps the most important ways to grow spiritually involve leaving gifts for oth-
ers. There are two important ways that your clients can give to others in a man-
ner that can change the recipients and your clients, too, and these are by
mentoring another person or by working on a /egacy that benefits others.
Mentoring means sharing one’s experiences and expertise in a particular area
of one’s life with another person in order to help that person succeed in a simi-
lar area. Many mentoring relationships are professional in nature. For example,
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The Many Hats of Hank

Hank has found that he has a lot to offer others now that he has been
clean from drugs for several years. At work, he is now in position to help junior
employees learn the trade. There is one young man who has sought out Hank’s
advice about how to improve his work skills, and Hank shares all that he can. At
home, he has found time to be an active participant in his apartment complex’s
tenant association. And recently he became a Big Brother volunteer to Adam,
who is a teen who reminds Hank a great deal of what he was like when he was
younger. He spends time on Saturday with Adam shooting hoops or just walking
and talking, responding to what Adam needs at the time. Hank reflects on how
he has become a role model for others and on the fact that people really respect
him now. He feels fantastic about himself today because he can see that his life
makes a difference in the world, and it does not cost him much, except his time.

if you are a plumber, mentoring an apprentice would involve not only teaching
the tools of the trade but also teaching the young plumber how to excel at the
chosen trade. Mentoring often involves modeling successful behavior and offer-
ing advice, but also may include friendship and genuine concern for the other
person’s well-being. Mentors are viewed as wise sages who can really help the
mentees (or persons being mentored) be successes.

Mentorship does not have to be in a professional realm, though. For exam-
ple, in recovery groups, being a good, conscientious sponsor means assuming a
mentorship role. In this domain, mentors instruct the people they sponsor not
only on how to remain drug free and work their programs, but also on how to
improve quality of life in recovery. The sponsoring/mentoring relationship may
become a friendship of sorts, although a true mentorship involves a teacher-pupil
relationship, which means a power (knowledge) imbalance at least during the
early stages. In some ways a mentor may act more parental than like a friend,
although a kind of friendship can develop as part of parenting, to be sure. Other
life areas in which a mentoring relationship can develop include sports and recre-
ation, education or training, and even very personal domains such as spirituality.

One way to leave a legacy is to share one’s experience and knowledge so that
they can benefit others. Your clients’ experience and knowledge can be spread
by mentoring, because if they mentor well, then someday their mentees may
mentor others, and the experiences and knowledge are passed on to another gen-
eration. There are many areas in one’s life in which he or she can mentor another
person, some that I have not mentioned. We can mentor in any area where we
have developed expertise and where there may be an opportunity to share that
expertise with another person in a noncoercive way. Noncoercive is an important
point to emphasize here, because mentorship relies upon consent. You must
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want to mentor the person and, in turn, the person must want to be mentored
by you.

Let your clients know that mentorship is a great responsibility and quite an
honor, and that they should take the role seriously if they are extended the invi-
tation. There are some rules that will help your clients to be good mentors. First,
discuss with your clients how to make sure that their teachings and advice are
welcome before sharing them with their mentees. We should always check with
the other person to find out whether he or she wants to hear our ideas or learn
new information from us. There is a qualitative difference between being a super-
visor and being a mentor. A supervisor trains and has oversight as a matter of
obligation, whereas mentorship is a matter of choice. We can be supervisors
without mentoring, and we can mentor without supervising, but it is a great gift
and privilege when we both supervise azd mentor.

Second, mentorship should be done without an ulterior motive. Mentoring is
a gift, so the mentorship of the mentee should be the only motive. Mentorship
becomes corrupted when there are other goals, such as pushing the mentee to do
things we wish we had done or using the relationship for personal gain. Because
it is sometimes difficult to avoid these trappings, mentorship is not an easy thing
to foster. The satisfaction of mentoring comes from observing how our mentees
creatively use what we have taught them in their own lives and careers over the
long term.

Third, the goal of mentorship is to help the other person succeed. Let your
clients know that if they have goals beyond this one, their mentoring is in dan-
ger of becoming a selfish rather than selfless enterprise. It is hard to keep our
egos out of a mentoring relationship, but we must try to do so for this relation-
ship to succeed. In this way, mentorship is very much like parenting, because
although we may have ideas about what we would like our children to become,
many times our children have very different ideas about what they want to
become. A good mentor trains and teaches, but also will not interfere when the
mentee seeks an independent path.

Mentorship is one kind of legacy that can be timeless in its giving, because if
a person mentors well, the information he or she shares will be passed on, per-
haps in perpetuity. However, there are other ways to leave a legacy besides men-
toring. The fruits of our own labors can represent a legacy if the results can help
others in the years to come. Here are some examples of legacies that you can dis-
cuss with your clients. If you are an architect, then one legacy will be the build-
ings that you create from scratch. You have a choice to create mediocrity or to
achieve brilliance by always challenging yourself to become a better architect.
Working on a legacy suggests you are not willing to settle for mediocrity. If you
are a parent, the same would be true. Your children will be one of your legacies,
so constantly improve yourself as a parent on a daily basis. If you are a partner,
be a better partner today than you were yesterday. If your client chooses to be a
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Mentorship

* Mentoring and supervision are not necessarily the same.

* Make sure that your teachings and advice are welcomed by the potential
mentee.

* Mentoring is meant to be a gift, so no ulterior motive should be involved
in the relationship.

* Mentoring is designed to help the mentee succeed.

* Mentoring is an honor that involves great responsibility, so take your role
as a mentor seriously.

mentor, he or she must strive to improve his or her mentorship on a daily basis.
Some people choose to make their characters their legacies, so that others may
want to emulate them as role models. Encourage your client to choose an area in
which he or she has the skills and ability to make a difference, to potentially leave
the world a better place than it was before, and make his or her legacy there.

Legacies do not have to be massive undertakings, nor even related to skillful-
ness, but they do have to be uniquely one’s own. Some people use volunteerism
to leave a legacy by the gift of time. Others may give resources to develop a
legacy. Legacies do involve sacrifices at times, precisely because they are gifts.
However, legacies also provide dividends of goodwill and the satisfaction of see-
ing that our efforts in life may outlive us. Spiritual growth benefits from such
efforts. Many people find it important to have multiple legacies, and being able
to do this successfully means that they must actively participate in different are-
nas of social interaction. Some people find they are able to leave legacies in mul-
tiple roles as partners, parents, coworkers, friends, and participants in the local
and global communities.

An analogy from camping may help you illustrate how to leave a legacy in the
different areas of one’s life. In camping, there is an unwritten rule that you should
leave your campsite in better shape than when you arrive. Practically speaking,
that means that when camping, you should leave no trace of your use of the
grounds, and that you should pick up after others who came before who did not
follow that rule. So after the tent is packed away, a good camper will rake the
grounds to get rid of footprints and crushed grass where he or she slept, and pick
up litter that others have left, and pack it out. In this way, you have improved the
campsite for the next person.

Two life principles flow from this very simple approach to camping, and relate
to the leaving of a legacy as well. First, discuss with your clients how we can make
our demands on the world low impact. A low-impact life is a great legacy because
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it enhances present relationships and protects future generations. Clients should
try to discover ways to reduce their impact in the different areas of their lives,
becoming lower maintenance in relationships with others and traveling light in
the world. Encourage your clients to find ways to extend these ideas through
family, friendships, work, and every other important area where they influence
the world.

Second, encourage your clients to use their time to make the world a better
place in those areas where they can, and to think about how their actions may
improve the lives of those they touch or how the things they do can help others
whom they do not know. Help your clients to try to see life in more global terms,
and how their local impact can ripple out to affect the future. Discuss with
your clients how to make their lives into statements that stand the test of time,
finding ways to clean those campsites that they use even if they did not make the
messes.

Your clients will discover that recovery from a drug problem seems very dif-
ficult in the beginning but gets easier with time. They can use the skills that
helped them overcome their drug problems to overcome all forms of obstacles
and problems that they will face in the days and years to come. Life without
drugs frees them to pursue new and emerging interests and to engage in new
challenges. Treating their drug problems has given them new skills to use as they
face future challenges on their own terms. There are always opportunities for
improvement and creative ways to improve. They now have the tools to succeed;
their growth in the future is limited only by their own imaginations.

Summing Up

Overcoming a drug problem means different things to different people, but
clearly overcoming a drug problem will change the way a person acts in, and
thinks and feels about, the world. Recovery includes incorporating protective
factors into a person’s life that make drug use no longer a viable or desirable
option. Instead, your client’s hard work in recovery has caused fundamental
changes that improve his or her quality of life in ways he or she never thought
possible. However, there are many challenges ahead that your client can choose
to tackle if he or she wishes to continue to improve upon him- or herself. Some
suggestions for new challenges were made in this chapter, but your clients likely
will come up with their own ideas based on their own unique life circumstances.
Many people find great joy in the new challenges that help to make them better
people, including those ways in which they are able to give to others. Your clients
have control of the paths ahead now that they have overcome their drug prob-
lems; help them to choose wisely and enjoy the journey.
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Key Terms

Legacy. A gift that will outlive the person who gave it and that will help others.

Mentoring. Tutoring another person in something with the idea of helping the
person succeed in that area.

Protective factors. Circumstances or behaviors that tend to prevent harmful con-
sequences from occurring to a person.

Recommended Reading

I would recommend reading Fzrst Things First, by Stephen Covey, Roger Merrill,
and Rebecca Merrill (New York: Simon & Schuster, 1995); this book provides a
wonderful blueprint for how to more effectively structure one’s time, set priori-
ties in life, and leave an enduring legacy.

1. True; 2. False; 3. True; 4. True; 5. True; 6. False; 7. False
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12-step philosophy, 115

Abstinence, 211
craving and, 7
Abstinence-violation effect (AVE), 264, 283
Abstract thinking, 29
Abuse:
dependence vs., 16-18
drug problems and, 33
risk factors and, 23
symptoms of drug problems and, 53, 58
Acamprosate, 181
Accidental deaths, 4, 29
Acculturation, referrals and, 80
Acetaminophen, schedule of controlled
substances and, 15
Addiction, defined, xv
Addiction Severity Index (ASI), 152, 153
Adolescent Drug Abuse Diagnosis, 152
Affect, 176
intake interviews and, 138
Affirmations, 105-106
Aftercare, 154, 173, 176, 232-234
crises in, 248-256
mandated treatment and, 256-257
models for, 241-248, 257-258
recovery plans following, 280-281
See also Continuing care
After-treatment plan, 175
Age, influence of, 37-39
Agendas, therapist/counselor and personal,
251-256
Aggression:
aftercare and, 249
crises and, 123-124
screening process and, 136
Agoraphobia, 64-65
Al-Anon, 167
Alateen-12, 167
Alcohol:
drug myopia and, 8
legislating drugs and, 14-15
loss of control and expectations, 9
prevalence and, 2
transient problems and, 16
All-or-nothing thinking, 193-194
Alprazolam, 34, 182
Alternative activities, 185
American Psychological Association (APA),
empirically validated therapies and,
220-221
Amphetamines, 3
schedule of controlled substances and, 15
Anger:
crises and, 123-124
See also Aggression; Risk factors, emotional
Anticonvulsives, 180, 228

INDEX

Antidepressant medication, 62, 65, 127, 180,
221-222. See also specific types
Antihypertensives, 180, 228
Antipsychotic medication, 61
Antisocial behavior, prenatal exposure to drugs
and, 30
Antisocial Personality Disorder, 65-66
co-occurrence and, 32, 33, 36
guilt and, 33
thrill-seeking and, 35
Anxiety, craving and, 7
Anxiety disorders, 64-65, 87
assessing, 160
biological risk factors and, 22
emotional risk factors and, 35
empirically validated therapies for, 223-224
maturing out and, 19
Anxiolytic drugs, 65, 87
Assertiveness training, 169
crises and, 124
Assessment, 55-57, 146
cognitive function, 158-160
collaterals and, 58-59
co-occurring disorders and, 59-68
cultural differences and, 163-166
history and diagnosis, 146-152
interpersonal relations, 162
intervention and, 162-163
patterns, consequences, and contexts,
152-154
potential for change, 155-158
professional impairment and, 68-69
psychiatric symptoms, 160-162
At-risk populations, epidemiology of, 36-40
Attending, 293
Attention-Deficit Disorder (ADD), 30
Attention-Deficit/Hyperactivity Disorder
(ADHD), parental neglect and, 59
Attentiveness, 29
Attitudes:
influence of, 69-72
family, 169
Average daily living skills (ADLs), 203, 223
Aversion therapy, 214-215
Awareness, drug myopia and, 8

Backward chaining, 147

Barbiturates, schedule of controlled substances
and, 15

Beck Anxiety Inventory (BAI), 161

Beck Depression Inventory (BDI), 161

Beck Hopelessness Scale (BHS), 161

Beck Scale for Suicide Ideation, 161

Behavioral activation, 114

Behavioral assessment, 269

Behavioral changes, symptoms of drug
problems and, 52-53
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Behavioral disorders, conceiving of drug
problems as, 214-216
Behavioral model:
aftercare and, 246-248
psychoeducation, 218-219
recovery and, 287-288
Behavior chain analysis, 147, 176, 182-184
Behavior modification:
strategies, 181-188
treating personality disorders and, 66
Benzodiazepines, 65, 180
Best practices, 91, 133
Biological aspects of a drug problem, treating,
180-181
Biological risk factors. See Risk factors,
biological
Biopsychosocial model, 21-36, 46
recovery and, 286-288, 300-301
emotional growth, 292
improved relationships, 292-295
intellectual pursuits, 290-292
physical well-being, 288-290
spiritual growth, 295-300
Bipolar Disorder, 63, 87, 222
assessing, 160
empirically validated therapies for, 221-222
maturing out and, 19
Blame, 56
Booster session, 233, 248, 258
Borderline Personality Disorder, 65, 66
boredom and, 35
co-occurrence and, 36
parasuicidal behavior and, 125-126
Boredom, emotional risk factors and, 35
Boundary, 250, 258
Brain injuries, 5, 29
Brainstorming, 100
continuing care plans and, 238-239
Breathing retraining, 204-205
Brief interventions, 44
screens, 151-152
Brief Readiness to Change Questionnaire, 157
Brief Symptom Inventory (BSI), 161
Bureau of Justice Statistics, xv
Burns, severe, 5

Cancers, 4, 5
Career changes, aftercare and, 249
Catastrophizing, 195, 229
Category Test, 159
Chaining. See Behavior chain analysis
Change, resistance to, 111. See also Motivation
to change
Chart notes. See Progress notes
Children, symptoms of drug problems and, 53,
54
Chronic pain:
cue exposure and, 187
empirically validated therapies for, 224
Chronic problems, 15-16
Client-therapist match. See Matching, client to
therapist
Closure, 242, 258

Cocaine Anonymous (CA), 84, 208, 212
texts, 217
Cocaine:
estimates of use, 37
prevalence and, 2, 3
schedule of controlled substances and, 15
strokes and, 29
Codependency, 168, 176
Cognitive Behavioral Coping Skills Training
Manual, 215-216
Cognitive behavioral therapy:
anxiety disorders and, 65
depression and, 62
overcoming client obstacles, 114
personality disorders and, 66
relapse prevention and, 278
Cognitive function, assessing, 158-160
Cognitive-modification strategies, 188-201
for motivating change, 101-103
Cognitive problems, 5
denial and, 14
related to substance abuse, 29-30
symptoms of drug problems and, 51
Cognitive rehabilitation, 224-225
Cognitive restructuring, 276-277
Cognitive risk factors. See Risk factors,
cognitive
Cognitive Therapy for Depression, 161, 222
Collaboration, professional, 72-73. See also
Professional network, developing a
Collaterals, 57-59, 88. See also Family; Friends
Commitment:
promoting, 180
strategies, 99-100
Community reinforcement model, 216
treating personality disorders and, 66
Comorbid disorders. See Co-occurring
disorders
Compulsive drug use, 5, 6-8
Conduct Disorder, 65, 88
co-occurrence and, 32, 33
maturing out and, 19
thrill-seeking and, 35
Confidentiality:
laws, 116, 133
referrals and, 96
Confrontation, influence of attitudes and, 70
Consequences:
assessing, 152-154
continued use in spite of, 5, 6, 10-11
examining, 189-190
Consultation groups, 90-91, 133
Consumption rates and patterns, 5-8
Contemplation, 108
Contingency management, 219
Continuing care, 231-237
plan, 237-241, 258
See also Aftercare
Contracts:
benchmarks and, 103
relapse, 273-274
Control, loss of, 5, 6, 8-10



Co-occurring disorders, 22, 46
empirically validated therapies for, 220-225
See also Assessment, co-occurring
disorders and; At-risk populations,
epidemiology of
Coping skills, 27
recovery management and, 263
Core beliefs, 219, 222
Crack, 3
CRAFFT, 151
Cravings, 6-7, 46, 261
cultural bias and, 164
loss of control and, 9
medication and, 181
prophylactic medications and, 44
Crises, preventing and dealing with, 123133
Cross-addiction, 17
Cue exposure, 186-188, 223, 229, 262-263,
267-268
hierarchy of, 188
myths about, 13
Cultural differences, 227-228
bias and, 163-166, 176
ethical issues and, 256
isolation, risk factors and, 24
relapse prevention and, 277-278
Customary Drinking/Drug Use Record, 153

Daily hassles, 33
Data collection, 189
Decision making:
drug myopia and, 8
novelty seeking and, 39
Decisional balance, 108-109
inventory, 157
Decision matrix, 271-272
Decisions, apparently irrelevant, 261-262, 283
Decomposition, 129-132, 133
Delusions, 60
Denial, xvii, 29, 46
myths about, 13-14
overcoming client obstacles and, 111-113
Dependence:
abuse vs., 16-18
psychological vs. physical, 18
Depression, 61-63, 88
assessing, 160
co-occurrence and, 36
craving and, 7
empirically validated therapies for, 221-222
family relationships and long-term
treatment, 169-170
Major, 61
maturing out and, 19
Depressive disorders, emotional risk factors
and, 35
Detachment, 268
Detoxification, 46, 160, 180
cognitive problems and, 30
Deviant behavior, 65, 88
Devil’s advocate strategy, 99, 100, 180
discounting the positive and, 196
Diagnostic assessments, 148-150
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Diagnostic Interview Schedule (DIS), 149
Diagnostic Interview Schedule for Children
(DISC), 149
Dialectical behavior, 66-67
Diet:
deficits in, 180
insomnia and, 206
recovery and, 289-290
skills training and, 203
Discharge, 231-232, 258
Disciplinary action, 251, 258
Discomfort surfing, 271
Discouragement, denial and, 14
Disease model, 211-212, 217
recovery and, 287-288
Distraction, 204
insomnia and, 207
overcoming therapist obstacles and, 121
Distress-tolerance skills, 203-204
Diversion, 68-69, 88
Door-in-the-face strategy, 99-100, 180
Dread, referrals and feelings of, 84-85
Drift, 212
Drinker’s check-up, 163
Drownings, 5
Drug Abuse Resistance Education (D.A.R.E.),
42-43
Drug Abuse Screening Test, 151
Drug courts, 24-25, 26
Drug-induced psychosis, 61
Drug myopia, 8, 46
denial and, 14
Drug-Taking Confidence Questionnaire, 156
Dual diagnosis. See Co-occurring disorders
Dyadic Adjustment Scale, 162
Dysthymia, 61

Ecstasy, 3
Education:
continuing, 90
risk factors and, 23
E-mail, 226
Emotional dysregulation, 30-31, 32
Borderline Personality Disorder and, 66
family alienation and, 40
Emotional lability, 52
Emotional reasoning, 196
Emotional risk factors. See Risk factors,
emotional
Empathy, expressing, 105
Empirically validated therapies, 141-143, 176,
220-225
Employee assistance programs (EAPs), 78
Enabling, 168, 176
Entry into treatment, barriers for, 112
Environment, response to an aversive, 216,
229
Environmental-model psychoeducation, 219
Environmental risk factors. See Risk factors,
environmental
Episodic problems. See Transient problems
Errant assumptions, 101
Escape plan, 124
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Ethical issues/obligations, 58
continuing care and, 249-256
Ethnicity:
prevalence and, 2, 34
See also At-risk populations, epidemiology
of; Cultural differences
Euphoric recall, 7, 10
Executive cognitive function (ECF), assessing
deficits, 158-160
Existentialism, 258
spheres of recovery and, 235
Expectancies, 7, 27-28
assessing, 154
client, challenges to, 188-189
unrealistic, 74-76, 77
Exposure. See Cue exposure; Imaginal
exposure

Fading, 185-186, 229
False negatives, brief screens and, 151-152
False positives, 50, 88
brief screens and, 151-152
toxicology screens and, 57
Family:
attitudes, 169
influence of, 3940
involvement
in relapse prevention, 281-282, 283
in treatment, 166-170, 171
planning and, 139, 166-170
model
aftercare and, 243
issues and, 243-245
phases of family recovery, 245-246
psychoeducation, 218
recovery and, 287-288
observations, 51-55
problem, conceiving of drug problems as a,
213-214
sculpturing techniques, 214
therapy, 213-214
See also Collaterals; Friends
Family hero, 214
Fear, motivation for change and, 11, 43
Finances:
aftercare and, 249
overcoming client obstacles and, 117
screening process and, 136
symptoms of drug problems and, 53
treatment and, 78, 80
Flooding, 223, 229
Foot-in-the-door strategy, 99-100, 180
Fortune-telling, 194-195, 229
Forward chaining, 147
France, 24
Friends:
involvement in treatment, 166-170, 171
observations, 51-55
See also Collaterals; Family
Function analyses, 146-148, 176

Gambler’s fallacy, 25-26

Gender:
Antisocial Personality Disorder and, 66
bias and ethical issues, 256
influence of, 37-39
prevalence and, 2, 34
Generalization of the use of skills, 181, 229
Generalized Anxiety Disorder, 64
Goals:
continuing care plans and, 238-241
successive approximations toward, 215, 229
Goal-violation effect (GVE), 264, 265, 270,
276, 284
Goodness of fit, 41-42
Gerief. See Risk factors, emotional
Guided interviewing, 137
Guilt, 33-34

Habit, 6, 181-182
Hallucinations, 60-61
Hallucinogens, estimates of use, 37
Happiness, emotional risk factors and, 35
Harm, referrals and potential for, 85
Harm Reduction Coalition, 84
Harm-reduction treatment centers, 115
Harvesting, 69
Hashish, 3
Health-maintenance organizations (HMOs),
empirically validated therapies and, 221
Heart diseases, 4, 5
Hepatitis, 4
Heroin, 3
prevalence and, 2
schedule of controlled substances and, 15
High-risk situations, 262-263
skills for coping with, 270-271
HIV, 4-5
Homework assignments, 203
internet and, 226
Homicides, 4
Humility, 218
Hyperactivity, 29-30
Hypertension, 5
Hypomania, 63
Hypothesis testing, 189, 195, 229

Identified patient, 214
Tllegal drugs, myths about, 14-15
Imagery, 190-191, 203, 267
Imaginal exposure, 45, 187
Imaging the worst, 102
Implosion, 223, 229
Impulse control, 29, 30
In vivo exposure, 187
Indulgence:

desire for, 261, 283

substitute, 266-267, 284
Inertia, 114

fortune-telling and, 194
Inhalants, estimates of use, 37
Inpatient treatment, xvii
Insomnia, 205-207
Intake interviews, 137-139, 176



Intake period, 140
Intergenerational substance abuse. See Risk
factors, biological
Internet resources. See Web-based resources.
Interpersonal relationships:
assessing, 162
changes in, 53-55
Interpersonal therapy, treating depression and,
62
Interventions:
adolescents and, 71-72
profession obligations, 74-78
school, 216-217
Interviewing, 44. See also specific types
Intoxication, drug myopia and, 8
Inventory of Drug Using Consequences

(InDuC), 153

Joy, emotional risk factors and, 35
Judgment:

drug myopia and, 8

novelty seeking and, 39

Kidney diseases, 4

Labeling, 196-197, 268
dangers of, 150
myths about, 12
Laboratory measures, 99
Lapse, 264, 284
vs. relapse, 42
Legacy, 296-300, 301
Legal drugs, myths about, 14-15
Legal responsibilities, 58
Lethality of Suicide Attempt Rating Scales, 127
Life scripts, 197
Lifestyle imbalance, 260-261, 284
overcoming therapist obstacles and, 121-122
restoring balance, 265-266
Limit violation, 119-120
Liver diseases, 4, 29
Losses of Significance Self-Report
Questionnaire—Revised (LOSS-QR), 153
Lost child, 214
LSD, 3
schedule of controlled substances and, 15

Maintenance stage, 110
Maladaptive thoughts, 199-200
Malnutrition, 5, 29
Mandated clients, 256-257, 258
Mania, 63
Marijuana:
check-up, 162-163
estimates of use, 37
legalized, 24
legislating drugs and, 14-15
prevalence and, 2, 3
Marijuana Anonymous (MA), 84, 104, 208, 212
texts, 217
Marital Satisfaction Inventory, 162
Mascot, 214

Index 313

Matching:
client to support groups, 209-211
client to therapist, 41, 93-95
screening process and, 135-136
Maturing out, 46, 18-20
Meditation, 191-192, 203
Memory, implicit, 8
Memory problems, 29
assessing, 158-160
Mentoring, 296-300, 301
Methamphetamines, 3
strokes and, 29
Millon Clinical Multiaxial Inventory (MCMI),
161
Mindfulness, 191-192, 208
Mind-reading errors, 198
Mini Mental Status Examination (MMSE), 159,
160
Minnesota model, 211-212, 232-234, 242
relapse prevention and, 277
Minnesota Multiphasic Personality Inventory
(MMPT), 160, 161
Misogyny, 253, 258
Mistrust, denial and, 14
Moderation Management, 115
Monoamine oxidase (MAOQ) inhibitors, 221
Mood disorders, biological risk factors and, 22
Mood stabilizers, 222, 229
Moral issues, continuing care and, 249-256
Motivational enhancement therapy, 44
Motivational Enbancement Therapy Manual,
215
Motivational interviewing, 71, 78, 103-106,
138-139
expectancy challenges and, 188
Motivation to change, 11, 28, 96-98
assessment and, 155-158
defined, 97
obstacles, 110-123
strategies, 98-110
tools to aid, 180
Multiple Affect Adjective Check List, 154
Multisystemic therapy, 216
treating personality disorders and, 66
Myths, concerning drug problems, 11-15

Naltrexone, 181

Narcissistic Personality Disorder, 65, 66

Narcotics Anonymous (NA), 84, 104, 115, 118,
208, 212

texts, 217

Narrative therapy, 213

National Center on Addiction and Substance
Abuse, 99

National Institute on Alcohol Abuse and
Alcoholism (NIAAA), 212, 216

National Institute on Drug Abuse (NIDA),
157-158

Natural recovery, 12, 18-20, 46. See also
Spontaneous remission

Natural reinforcers, 246, 258

Naturalistic studies, 17, 18
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Negative outcome, anticipating a, 194-195

Negative-thinking filters, 197-198

Netherlands, 24

Neurobehavioral Cognitive Status Exam
(COGNISTAT), 159-160

Neurochemical imbalance, 7

Neuropsychological assessment, 158-160, 176

Novelty seeking, 38-39, 46, 72

Nucleus accumbens, 6

Obligations, overcoming client obstacles and:
family, 116
work-related, 116-117
Observational learning, 39
Observations:
by family, friends, and co-workers, 51-55
professional, 55-69
Obsessive-Compulsive Disorder, 64
Obsessive thoughts, 199-200
Obstacles:
overcoming client, 110-118
overcoming therapist, 118-123
Office of National Drug Control Policy
(ONDCP), xv, 4
Open-ended questions, 105
Operant psychology, 99, 133
Opioid medications, schedule of controlled
substances and, 15
Oppositional-Defiant Disorder, 65, 88
Oppression, risk factors and, 23
Overgeneralization, 198-199
Overpathologized, cultural bias and, 164
Oxford Movement, 213

Pain medications, prevalence and, 2, 3
Panic Disorder, 64-65
co-occurrence and, 36
Parasuicidal behavior, 88
Borderline Personality Disorder and, 67
crises and, 124-129
Parental monitoring, 40, 46
Parental neglect, 58-59
Passive-aggressive, 169, 176
Patterns, drug problem, 15-20
Paxil, 127
Perfectionism, 197-198
Personal Experience Inventory (PEI), 153
Personality disorders, 65-66, 88
empirically validated therapies for, 224
maturing out and, 19
Personality types, myths about addiction and,
12-13
Pharmacology, 181
Pharmacotherapy, 21, 44, 46, 221-222
treating depression and, 62
Phenobarbital, schedule of controlled
substances and, 15
Phobias, 64-65
overgeneralization and, 199
Photosensitivity, symptoms of drug problems
and, 52

Physical well-being, 288-290
treatment planning and, 150-151
Physiological aspects of a drug problem,
treating, 180-181
Placebo effect, 9-10
Planning, 29, 190
drug myopia and, 8
Positive, discounting the, 195-196
Posttherapy plans, 281
Posttraumatic Stress Disorder (PTSD), 64, 162
co-occurrence and, 36
Posttreatment recovery plans, 280-281
Powerlessness. See Control, loss of
Precontemplation stage, 106-107
Prejudice, risk factors and, 24
Premack principle, 219
Preparation stage, 109-110
Prescription drugs, estimates of use, 37
Prevalence, 2-5
Prevention programs, 42-44
Problem Oriented Screening Instrument for
Teenagers, 153
Problem solving, 29, 190
novelty seeking and, 38-39
skills, 100-101
Professional burnout, 76
Professional network, developing a, 90-95
Profile of Mood States, 154
Programmed relapse, 274-276
Progression, from abuse to dependence, 17, 20
Progressive muscle relaxation, 204
Progress notes, 133, 172-173
Project MATCH, 212, 215
Prophylactic medicines, 44, 46
Propoxyphene hydrochloride, schedule of
controlled substances and, 15
Protective factors, 286, 301
Prozac, 127
Psychiatric disorders, xvii
assessing, 160-162
maturing out and, 19
Psychoactive substances, 70
Psychoeducation, 211, 217-220
relapse prevention and, 272-273
Psychosocial history, 176
intake interviews and, 137
Psychotic break, aftercare and, 249
Psychotic disorders, 60-67
empirically validated therapies for,
222-223
PTSD Symptom Scale-Self-Report (PSS-SR),
162
Pulmonary disease, chronic obstructive, 5
Punishment, 184-185

Race:
prevalence and, 2, 34
See also At-risk populations, epidemiology
of; Cultural differences
Rational-emotive therapy (RET), 216
Rational Recovery, 84, 115, 208



Recovery:
criteria, 232-234
models of, 220
phases of, 234-235
spheres of, 235-236, 238
zones of, 236
rates, 42
theories and models, 211-220
See also Biopsychosocial model, recovery
and
Recreational activities, 7
Referrals, 78-87, 88
collaborative, 85, 90-91
continuing care plans and, 237
difficulties with borderline clients and, 67
dos and don’ts, 95-96
system, 90
Reflective statements, 105
Regret, 34-35
insomnia and, 205
Reinforcement, 6, 184-185
continuous, 26
extrinsic to intrinsic, 185-186, 229
negative, 26-27
positive, 25-26, 27
schedule, variable, 6, 25, 26
Reinforcers, natural, 246, 258
Relapse, 7, 46, 110, 248, 264
Relapse fantasies, 269
Relapse management, 279-280, 284
Relapse prevention, 259-260, 278-281,
282-284
chronic, 280
cultural differences and, 277-278
family involvement and, 281-282
model, 260-264
plans, developing, 279
strategies for, 264-277
Relapse-prone clients, 41
Relapse rates, 42
Relapse rehearsal, 270
Relapse roadmap, 269-270
Relaxation skills, 204
crises and, 124
Reliability, changes in, 54
Religious organizations, treatment programs
and, 115
Reminder cards, 274
Remission, spontaneous, 18-20
Response prevention, 186-187, 229
Responsibilities, increased, maturing out and,
19
Risk factors:
behavioral, 25-27
biological, 22
cognitive, 27-30
emotional, 30-36
environmental, 22-25
Risk management strategies, 132-133, 134
Rollnick’s Ruler, 157
Rule-governed behavior, 200-201
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Rumination, 34-35, 199-200
insomnia and, 205

Sadness. See Risk factors, emotional
Safety signals, 65
Scapegoat, 214
Schedule of controlled substances, 14-15
Schema, 219
Schizophrenia, 60-61, 88
assessing, 160
co-occurrence and, 36
empirically validated therapies for, 222-223
maturing out and, 19
Scientific research, difficulties in
communicating new, 1-2
Seasonal Affective Disorder (SAD), 62
Sedatives, 3
Seizures, 7
Selective serotonin reuptake inhibitor (SSRI)
antidepressants, 127, 221
Self-attack, 264, 284
Self-efficacy, 28, 134
assessing potential for change and, 155, 156
cultural differences and, 165
imagery and, 191
motivating change and, 104, 105
Self-fulfilling prophecy, 10, 27-28, 269
Self-harm behavior, 125-126
Self-medication, 22, 27, 46
influence of attitude and, 70
SAD and, 62
Self-monitoring, 113-114, 180, 182-184, 268
Self-mutilation, 125
Serenity Prayer, 200, 229
Sexual problems:
continuing care and, 244
treatment and, 170
Shakes, 7
Shame, 33
Should or must statements, 200-201
Situational Competence Test (SCT), 155-156,
202, 269, 271
Skills training, 202-208
Skin problems, symptoms of drug problems
and, 51-52
Skinner, B.E, 6
SMART Recovery, 84, 115, 208
Social anxiety:
assessing, 162
overcoming client obstacles and, 114-115
Social environment, poor fit with, 23-24
Socialization, 7
Social norms, 113114, 134
cultural differences and, 165
Social Phobia, 64-65
co-occurrence and, 36
Social Phobia and Anxiety Inventory, 162
SOS, 84, 115
Speech patterns, symptoms of drug problems
and, 52
Spinal cord injuries, 5
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Spirituality:
awakening or conversion, 213
ethical issues and, 254-256
growth and recovery, 295-300
zone of recovery and, 236
Spiritual model, 212-213
aftercare and, 242-243
psychoeducation, 218
recovery and, 287-288
Spontaneous recovery, 12
Stages of Change Readiness and Treatment
Eagerness Scale (SOCRATES), 157
Steady Pattern Chart and Other Drug Use
Questionnaire, 153
Stepped-up care, 96, 103, 134
Stimulus control, 267-268, 284
Stress, 23
hallucinations and, 61
Strokes, 5, 29
Stroop Test, 159
Structured Clinical Interview for DSM-IV
(SCID), 148-149, 152, 160, 161
Structured interviewing, 137
Suicidal ideation, 4, 29, 61, 62, 63, 88
aftercare and, 249
Borderline Personality Disorder and, 67
crises and, 124-129
lethality of plan, 125, 126-128, 133
screening process and, 136
Summary statements, 105
Support groups, 208-211
Surrender, 218
Symbol-Digit Modalities Test, 158
Symptom Checklist-90 (SCL-90), 161
Symptoms, 49-69
Systematic desensitization, 188, 223, 229

“Taboo Topics in Addiction Treatment: An
Empirical Review of Clinical Folklore,”
11-12

Technology, the future of therapy and. See
Web-based technology

Teen Addiction Severity Inventory, 152

Teleconferencing, 226

Temperament, 31, 39-40, 46

Termination, 231-232, 258

Therapeutic alliance, 134. See also
Collaboration, professional; Professional
network, developing a

Therapeutic neglect, 184

Thinking errors, 192-201, 229

Third-party reimbursement, 44

Thought stopping, 192

Threat, overestimation of, 195, 229

Time schedule, 173

Timeline follow-back interview, 153

Tobacco:
legislating drugs and, 14-15
prevalence and, 2
Tough love, 168-169
intervention and influence of attitudes, 70
Toxic feelings, 245
Toxicology, 56-57, 88
Trafficking, drug, xv
Trail Making Test, 159
Tranquilizers, 3, 65, 180
schedule of controlled substances and, 15
Transient problems, 15-16
Transportation, overcoming client obstacles
and, 117
Transtheoretical stages of change model,
106-110
assessing motivation to change and, 156-157
Traumatic events, risk factors and, 23
Treatment:
myths about the necessity of, 12
success/failure, 4045, 232-234
Treatment planning, 135-143, 175-176
assessment and, 146-166
family/friend involvement, 166-170, 171
prioritizing items, 143-146
progress, assessing, 170-175
Triage, prioritizing the treatment plan and, 143
Trial abstinence, 102, 103, 134
Tricyclic antidepressants, 221
Trust, myths about, 12
Twelve Step Facilitation Therapy Manual, 212,
216

University of Rhode Island Change Assessment
(URICA), 157
Utrge surfing, 191, 271

Veterans Administration (VA), 152
Victimization, resources for handling, 58
Virtual reality, 226-227

Vulnerabilities, for relapse, 260-262

Warning signs, relapse prevention and
identifying, 272-273
Web-based resources, 45, 225-227
assessment tools and, 157-158
professional collaboration and, 92
support groups, 208-209
Wechsler Memory Scale (WMS), 158
Weight changes, symptoms of drug problems
and, 52
Wisconsin Card Sorting Test (WCST), 158-159
Withdrawal symptoms, 180-181

Xanax, 34, 182
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