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Preface

About a decade ago, psychologists began exploring the commonalities
among alcohol and drug abuse, smoking, and obesity. The term sub-
stance abuse evolved into the current concept of addictive behaviors,
which recognizes similarities with other behaviors that do not involve
consummatory responses (e.g., pathological gambling, compulsions,
sexual deviations). Professional societies and journals now have been
founded in both Britain and the United States with the purpose of focus-
ing on research and treatment in the area of addictive behaviors.

As the field has evolved, new models have emerged to address the
questions and puzzles that face professionals. This volume examines
some of these current issues and, in particular, explores common pro-
cesses of change that seem to cut across the addictive behaviors. The
chapters are based on papers presented at the Third International Con-
ference on Treatment of Addictive Behaviors, which was held at North
Berwick, Scotland, in August of 1984. The conference was organized
around an integrative model of stages and processes of change that has
been useful in organizing new knowledge about how to intervene with
addictive behaviors. This model is set forth by its authors, Jim Prochaska
and Carlo DiClemente, in Chapter 1. In Chapter 2, Fred Kanfer ex-
pounds his own model of self-regulation, which overlaps nicely with the
Prochaska-DiClemente framework and provides a behavioral-theoretical
context.

The remainder of the book is organized around stages at which
clients come into treatment, and at which professionals are called on to
intervene. Part Il addresses issues of motivation for change. Marcus
Grant opens this section with a commentary on the roles of the World
Health Organization in engendering change in the addictive behaviors.
Claus-Peter Appel explores applications of experimental social psychol-

xi



xi PREFACE

ogy in general, and decision-making models in particular, to problems
of individual client motivation. Jim Orford discusses research on the
critical minimal conditions for change, and Steve Sutton reviews data on
how smokers decide to quit.

Part III, the largest section of this volume, is a compendium of
theory and research on how people change once they begin taking ac-
tion to alter addictive behaviors. Miller and Hester, in two chapters, first
survey current knowledge on the effectiveness of alternative treatments
for alcohol abuse, then review research on matching clients with optimal
intervention approaches. Geir Berg and Arvid Skutle present the results
of an early intervention program for Norwegian problem drinkers. Chris
Freeman discusses the eating disorders and raises controversial ques-
tions as to whether all of these should be classed with the addictive
behaviors. Two chapters describe and evaluate behavioral treatment
programs for drug abusers in Toronto (Wilkinson and LeBreton) and
Munich (Dehmel, Klett, and Biihringer). The literature on smoking ces-
sation methods is summarized by Martin Raw.

The remaining six chapters in Part III explore important aspects of
treatment and change that transcend particular intervention approaches.
David Robinson traces the history and role of mutual-aid groups. Barbara
McCrady discusses family involvement in addictive behaviors and the
change process, reporting the results of a study and incorporating the
larger literature on social support. Ian Robertson explores the ap-
plicability of cognitive theory and research in understanding and treating
addictive behaviors. Nick Heather expounds on the use of self-help
manuals to assist individuals in changing their behavior, clarifying the
most common method by which people change: self-directed change
without the aid of a therapist. The transtheoretical issue of dependence
remains important for addictive behaviors, and Howard Rankin presents
theoretical perspectives and recent experimental evidence relevant to
treatment. Finally, Bruce Ritson commends “the merits of simple inter-
vention,” pointing to data that suggest that we have been making treat-
ment and change altogether too expensive and complicated, bypassing
some relatively simple interventions that suffice for a large percentage of
clients.

Any professional working in this field recognizes that initial change
is only a beginning and is no guarantee of long-range success. One of
the more important insights of the past decade has been increased
awareness of the need for special measures to prevent relapse. Gloria
Litman provides an exegesis of her “’survival” model for predicting and
preventing relapse in addictive behaviors, and Helen Annis presents a
comprehensive approach by which relapse risk can be assessed and
reduced. In the final chapter of this volume, Joanne Ito and Dennis
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Donovan evaluate research on approaches to aftercare following the
active treatment or change phase.

We are enthusiastic about the progress that is represented in this
volume. The convergence of work from a wide variety of settings is
obvious. Our contributors represent the nations of Canada, England,
Norway, Scotland, Sweden, Switzerland, the United States, and West
Germany. Their professions include psychiatry, psychology, public
health, and sociology. The participants in the conference itself repre-
sented a still broader range of nations and professions. We are encour-
aged not only by the increasing international interest in addictive behav-
iors, but also by the consistency of findings that emerge from well-
designed research across diverse settings. Clear progress is being made
toward more efficacious and cost-effective treatment of these costly,
perplexing, and often devastating problem behaviors.

The editing of an international volume of this kind poses special
challenges. English represents a second or third language for some of
the contributors, and we express our admiration for their multilingual
skills. In conventions of spelling, we have for consistency adhered to
U.S. forms, and referencing in all chapters conforms to the publication
standards of the American Psychological Association.

WiLLiaM R. MILLER
Nick HEATHER
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Change in the Addictive Behaviors



1

Toward a Comprehensive Model
of Change

JAMES O. PROCHASKA AND CARLO C. DiICLEMENTE

In 1984, a group of researchers, theorists, and therapists gathered at an
international conference in Scotland to contribute to the development of
a more comprehensive model of change for the treatment of addictive
behaviors. The conference and this book that grew out of the conference
are signs of the zeitgeist; they are part of a new attempt to integrate
diverse systems of psychotherapy (Prochaska, 1984). In his classic call
for a rapproachment across competing systems of therapy, Goldfried
(1980) signaled that it is time to move beyond parochial approaches to
treatment. It is time to move toward more comprehensive models of
change. ,

A comprehensive model of change must meet many competing
demands. A comprehensive model of change in addictive behaviors will
need to be applicable to the broad range of ways that people change—
from maximum interventions of traditional inpatient and outpatient
therapy programs to more minimal interventions, such as a few hours of
therapy for problem drinkers (Miller & Baca, 1983; Orford, this volume)
or self-help manuals for troubled drinkers (Heather, this volume) and
smokers (Glasgow, Schafer, & O’'Neil, 1981). A comprehensive model of

JAMES O. PROCHASKA ¢ Department of Psychology, University of Rhode Island, King-
ston, Rhode Island 02881-0801. CARLO C. DICLEMENTE ¢ Texas Research Institute of
Mental Science, Houston, Texas 77030. The research in this chapter was funded by Grant
CA27821 from the National Cancer Institute.
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4 JAMES O. PROCHASKA AND CARLO C. DICLEMENTE

change will also need to address the fact that with some addictive behav-
iors, like smoking, the vast majority of people change entirely on their
own without the aid of formalized treatment programs (National In-
stitute on Drug Abuse, 1979).

A comprehensive model must also be applicable to the variety of
addictive behaviors that people wish to change. The model will need to
advance our understanding of how people change such diverse behav-
iors as alcohol abuse, cocaine dependence, compulsive gambling, over-
eating, heroin addiction, and smoking. Are there commonalities of
change that can account for how people succeed and fail in their at-
tempts to modify such diverse behaviors?

Furthermore, a comprehensive model should help to serve as a
synthesis for the diverse treatment methods that are currently available
for addictive behaviors. In 1976 Parloff reported that there were more
than 130 therapies available in the therapeutic marketplace (or “jun-
gleplace,” as he more aptly described it). By 1980, Parloff had docu-
mented more than 250 therapies. People wishing to overcome addictive
behaviors are confronted with the confusion of too many choices with
too few data to decide what should be the treatments of choice for their
particular problems. A comprehensive model can help to integrate a
therapy field that has fragmented into an overwhelming number of
alternative and competing treatments.

A comprehensive model will need to cover the full course of
change, from the time someone becomes aware that a problem exists to
the point at which a problem no longer exists. Most models of change
have been models of action, but there are many changes that precede
and follow a person taking action with addictive behaviors. Trying to
decide how to help someone to change includes taking into account
where in the cycle of change a particular person is.

Just as change is a dynamic and open phenomenon, so too does a
comprehensive model of change need to be open to new developments,
incorporating and integrating additional variables that are discovered to
play important roles in how people change addictive behaviors. We
shall present a model of change as it is currently defined, recognizing
that it is neither complete nor closed.

The model of change that we have been developing over the past
decade is not simple, but it is comprehensible. The days of searching for
simple solutions to complex problems should be behind us. The com-
plexities of changing addictive behaviors require multivariate rather
than univariate solutions. The transtheoretical approach that we have
been developing is a three-dimensional model that integrates stages,
processes, and levels of change.

In a comparative study of self-changers versus smokers participat-
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ing in two well-known commercial treatment programs, we discovered
that both self-changers and therapy-changers identified common stages
of change that they had experienced in the course of quitting smoking
(DiClemente & Prochaska, 1982). In developing an instrument for as-
sessing the stages of change that clients are in when entering therapy,
McConnaughy, Prochaska, and Velicer (1983) found that four highly
reliable and well-defined components emerged from a study of 150 gen-
eral psychiatric outpatients beginning therapy. The four components
were identified as the precontemplation, contemplation, action, and
maintenance stages of change.

As predicted, the four stages of change formed a simplex pattern in
which adjacent stages were more highly correlated with each other than
with any other stage. These results on the stages of change have been
replicated with 350 general psychiatric patients presenting for outpatient
therapy (McConnaughy, Prochaska, Velicer, & DiClemente, 1984). This
study also found that the patient’s stage of change was a better predictor
of progress after 4 months of therapy than were DSM-III diagnoses or
severity of symptoms. The stages of change have also been identified in
150 alcoholics presenting for outpatient therapy (DiClemente & Hughes,
1985).

Figure 1 presents a linear array of the stages of change. It indicates
how successful change involves progressing from precontemplation, to
contemplation, to action, and into the maintenance stage of change. A
major problem in the treatment of addictive behaviors, however, is that
most individuals do not progress linearly through the stages of change.
Figure 2 presents a cyclical pattern that is much more common with
individuals attempting to overcome addictive problems on their own or
in therapy.

In 1971, Hunt, Barnett, and Branch demonstrated that across a
broad range of therapies, between 70% and 80% of alcoholics, heroin
addicts, and smokers relapsed within a year after treatment. Similar
results have been found with obese individuals (Olcott, 1985). That is,
relapse is the rule rather than the exception.

However, most individuals do not give up after relapsing. In a
longitudinal study of 886 self-changers representing the different stages

PRECONTEMPLATION =—% CONTEMPLATION ——» ACTION —» MAINTENANCE

FIGURE 1. A linear pattern of the stages of change.
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ADDICTION-FREE LIFE

OF
TERMINATORS
MAINTENANCE ACTION \
RELAPSE CONTEMPLATION
\ /\ENTER HERE

ADDICTED LIFE
OF
PRECONTEMPLATORS

FIGURE 2. The revolving-door model of the stages of change.

of change, we found that 84% of relapsers moved back into the con-
templation stage and were seriously intending to quit again within a
year. Rather than give up to avoid further failure, most smokers cycle
back into the contemplation stage. On the average, self-changers make
three serious revolutions through the stages of change before they exit
into a life relatively free from temptations to smoke (Marlatt, this vol-
ume; Prochaska & DiClemente, 1983b; Schacter, 1983).

Unfortunately some individuals never get free from their addictive
behaviors. Some individuals get stuck in particular stages of change. Of
a group of 113 individuals contemplating quitting smoking, nearly a
third failed to take action after 2 years of contemplating change (Pro-
chaska & DiClemente, 1983b).

Therapy with addictive behaviors can progress most smoothly if
both the client and the therapist are focusing on the same stage of
change. One type of resistance in therapy occurs when the client and
therapist are working at different stages of change. The more directive,
action-oriented therapist would find a client who is at the contemplation
stage to be highly resistant to therapy. From the client’s perspective,
however, the therapist may be seen as wanting to move too quickly. On
the other hand, a therapist who specializes in contemplating and under-
standing the causes of problems will tend to see a client who is ready for
action as resistant to the insight aspects of therapy. The client would be
warned against acting out impulsively. From the client's perspective,
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however, the therapist might be warned against moving too slowly.
Therapists, like clients, can get stuck in a favored stage of change.

What do individuals do to progress from one stage of change to the
next? What are the basic processes of change that are used successfully
to complete the cycle of change? A comparative analysis of 29 leading
systems of therapy yielded 10 basic processes of change (Prochaska,
1984). The transtheoretical approach assumes that integration across a
diversity of therapy systems can occur most likely at an analytical level
between theoretical assumptions and therapeutic techniques—the level
of processes of change. Interestingly, Goldfried (1980, 1982), in his call
for a rapproachment, has independently suggested that the principles or
processes of change were the appropriate theoretical starting point at
which integration could occur.

The processes of change represent a middle level of abstraction
between the basic theoretical assumptions of a system of therapy and the
techniques proposed by the theory. A process of change represents a type
of activity that is initiated or experienced by an individual in modifying
affect, behavior, cognitions, or relationships. Whereas there are a large
number of coping activities, there are a limited set of processes that
represent the basic change principles underlying these activities. Con-
sciousness-raising, for example, is the most widely used change process
across diverse therapy systems (Prochaska, 1984). But there are many
therapeutic techniques for increasing consciousness. Educational tech-
niques, confrontational techniques, observational techniques, video-
feedback techniques, and interpretations are just some of the techniques
used to help clients become more aware of themselves and their
problems.

Table 1 presents the 10 processes of change that have received the

TaBLE 1.
Ten Change Processes of the
Transtheoretical Approach

Consciousness-raising
Self-liberation

Social liberation
Counterconditioning
Stimulus control
Self-reevaluation
Environmental reevaluation
Contingency management
Dramatic relief

Helping relationships

NGk WN e
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8 JAMES O. PROCHASKA AND CARLO C. DiICLEMENTE

most theoretical and empirical support in our work to date on addictive
behaviors. These basic processes of change have been identified not
only in theoretical and empirical analysis of leading therapy systems
(Prochaska & DiClemente, 1984), they have also been identified in retro-
spective, cross-sectional, and longitudinal studies of self-changers (Di-
Clemente & Prochaska, 1982; Prochaska & DiClemente, 1985).

A common set of change processes has been clearly identified
across such diverse problem areas as psychic distress, smoking, and
weight control (Prochaska & DiClemente, 1985). In each problem area
the set of change processes accounted for nearly 70% of the variance in a
principal component analysis of the Processes of Change Questionnaire.
Not only were a common set of change processes identified across prob-
lem areas, but there were also important similarities in how frequently
the change processes were used across problems. When processes were
ranked in terms of how frequently they were used for each of the three
behavior problems, the rankings of the processes were nearly identical
across problem areas. Helping relationship, consciousness-raising, and
self-liberation, for example, were the top three ranking processes across
problems, whereas reinforcement management and stimulus control
were the lowest ranked processes.

Significant differences do occur, however, in the absolute frequency
of the use of the change processes across problem areas. Individuals rely
more on helping relationships and consciousness-raising for overcom-
ing psychic distress than they do for weight control and smoking cessa-
tion. Weight control subjects rely more on self-liberation and stimulus
control than do distressed individuals. Research to date provides strong
support for the assumption that there is a common set of change pro-
cesses that individuals use in attempts to overcome such problems as
psychic distress and addictive behaviors.

Most major systems of psychotherapy emphasize only two or three
processes of change (Prochaska, 1984). Both clients and self-changers,
however, utilize 8 to 10 processes of change (Norcross & Prochaska, in
press). One of the assumptions of the transtheoretical approach is that
therapists should be at least as cognitively complex as their clients. They
should be able to think and intervene in terms of a more comprehensive
set of change processes.

One of the most helpful findings to emerge from our research with
self-changers and therapy changers is that particular processes of
change are emphasized during particular stages of change (Prochaska &
DiClemente, 1983). The integration of stages and processes of change
can serve as an important guide for therapists. Once it is clear what
stage of change a client is in, the therapist would know which processes
to apply in order to help the client progress to the next stage of change.
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Rather than apply change processes in a haphazard or trial-and-error
fashion, therapists could begin to use change processes in a much more
systematic style.

Table 2 presents a diagram showing the integration that was re-
vealed from our research between the stages and processes of change
(Prochaska & DiClemente, 1983). During the precontemplation stage
individuals use the change processes significantly less than people in
any other stage. Precontemplators process less information about their
problems; they spend less time and energy reevaluating themselves;
they experience fewer emotional reactions to the negative aspects of
their problems; they are less open with significant others about their
problems; and they do little to shift their attention or their environment
in the direction of overcoming their problems. In therapy these are
clients who are most resistant to the therapists’ efforts to help them
change. Later we will discuss how therapists can help resistant clients
move from precontemplation to contemplation.

Clients in the contemplation stage are most open to consciousness-
raising interventions, such as observations, confrontations, and in-
terpretations (Prochaska & DiClemente, 1983). Contemplators are much
more likely to use bibliotherapy and other educational interventions. As
clients become increasingly more conscious about themselves and the
nature of their problems, they are freer to reevaluate themselves both
affectively and cognitively. Self-reevaluation includes an assessment of
which values clients will try to actualize, to act on, and to make real.
Clients also need to assess which values they will let die. The more
central their problem behaviors are to the core of themselves, the more
will their reevaluation involve changes in their sense of self. Clients ask
themselves, “Will I like myself better as a nondrinker or nonsmoker?
Will others I care about like me better? What if I am a more anxious or
irritable person after I change? If my shared community is primarily with

TABLE 2.
The Stages of Change in which Particular Processes of Change Are
Emphasized the Most and the Least

Precontemplation Contemplation Action Maintenance
Eight processes Consciousness-raising
used the least Self-reevaluation

Self-liberation

Helping relationship

Reinforcement management
Counterconditioning
Stimulus control
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drinkers or smokers, will I risk rejection? If I fail to change, will I feel
coerced, guilty, or weak?”

During the action stage it is important that clients act from a sense
of self-liberation (Prochaska & DiClemente, 1983). They need to believe
that they have the autonomy to change their lives in key ways. Yet they
also need to accept that coercion is as much a part of life as is autonomy.
Thus, if they slip during action and attribute it all to a lack of willpower,
they can experience considerable guilt or shame that can keep them
from trying to take action again. On the other hand, if clients attribute all
of their success to a therapist or to a helping relationship, they risk
becoming unduly dependent on a therapist.

Self-liberation is based in part on a sense of self-efficacy (Bandura,
1977, 1982), the belief that one’s own efforts play a critical role in suc-
ceeding in the face of difficult situations. Self-liberation, however, can-
not have just an affective and cognitive foundation. Clients must also be
effective enough with behavioral processes, such as countercondition-
ing and stimulus control, to modify the conditional stimuli that can
coerce them into relapsing (Prochaska, DiClemente, Velicer, Ginpel, &
Norcross, 1985). Therapists can assess how adequately clients are able to
apply processes such as contingency management and stimulus control.
Therapists can provide training, if necessary, in behavioral processes to
increase the probability that clients will be successful when they do take
action. As action proceeds, therapists can serve as consultants to the
clients as self-changers, to help clients identify any errors they may be
making in their attempts to modify their behavior and environment in a
freer and healthier direction.

Because action is a particularly stressful stage of change that in-
volves considerable opportunities for experiencing coercion, guilt,
failure, and the limits of personal freedom, clients are particularly in
need of support and understanding from helping relationships (Pro-
chaska & DiClemente, 1983). For clients, taking action tends to mean
taking risks with rejection. Knowing that there is at least one person
who cares and is committed to helping serves to ease some of the dis-
tress and dread of taking life-changing actions.

Just as preparation for action is essential for success, so too is prepa-
ration for maintenance. Successful maintenance builds on each of the
processes that has come before. Specific preparation for maintenance,
however, involves an open assessment of the conditions under which a
person is likely to relapse. Clients need to assess the alternatives they
have for coping with such conditions without resorting to self-defeating
defenses and pathological patterns of response. Perhaps most important
is the sense that one is becoming more of the kind of person one wants
to be. Continuing to apply counterconditioning and stimulus control is
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most effective when it is based on the conviction that maintaining
change supports a sense of self that is highly valued by oneself and at
least one significant other.

Just as the processes of change can be integrated with the stages of
change, so too can other important change variables be integrated with
the stages of change. Self-efficacy, for example, was presented by Ban-
dura (1977) as the critical variable that can lead toward a unifying theory
of behavior change. In our research, we have found self-efficacy to be ari
important variable in understanding and predicting changes in addictive
behaviors (DiClemente, 1981; DiClemente, Prochaska, & Gibertini,
1985). In our research on smoking, for example, we developed a mea-
sure of self-efficacy that represents the level of confidence individuals
have that they can resist smoking across a broad range of tempting
situations. We also developed a measure that assesses the level of temp-
tation subjects report for these same situations.

A 12-item version of the self-efficacy measure was found to predict
which self-changers and therapy changers would maintain their non-
smoking 5 to 7 months after quitting (DiClemente, 1981). A 31-item
version of self-efficacy was found to differ significantly across the stages
of change. In a cross-sectional analysis, self-efficacy was found to in-
crease from precontemplation, to contemplation, to action, into mainte-
nance. Self-efficacy did not stabilize until approximately 18 months after
quitting smoking. Temptation levels, on the other hand, fell from pre-
contemplation, to contemplation, to action, and into maintenance:
Temptation did not level off until approximately 3 years after quitting
smoking (DiClemente, Prochaska, & Gibertini, 1985).

These data suggest a working definition of when people successful-
ly terminate from the cycle of change. We assume that individuals suc-
cessfully terminate an addictive behavior when their temptation levels
are zero and their confidence levels are 100% across all problem situa-
tions. Our data suggest that some people are able to terminate an addic-
tive behavior like smoking, whereas others remain in the maintenance
stage even though they have not smoked for 5 years or more.

Decisional balance is another variable that has been presented as a
cornerstone for building a more comprehensive model of change (Janis
& Mann, 1977). In our research on self-change approaches to smoking
cessation, we developed a decisional-balance measure based on Janis
and Mann'’s (1977) model of decision making. Their model suggested
four separate components of decision making. Principal components
analysis of our 32-item decisional balance questionnaire, however,
yielded only two reliable and well-defined components (Velicer, DiCle-
mente, Prochaska, & Brandenburg, 1985). The components were simply
labeled the ““pros of smoking” and the "cons of smoking.” Rather thari
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being polar opposites, these components were independently defined
(i.e., orthogonal). Thus, individuals could be high on both pros and
cons of smoking, low on each, or high on one and low on the other.

Cross-sectional data indicated an interesting pattern in the balance
given to the pros and cons depending on which stage of change people
are in. As expected, precontemplators have a pattern of high pros and
low cons. Contemplators are high on the pros but the cons of smoking
are also high, with the cons slightly outweighing the pros. The people in
the action stage report a pattern in which the cons remain somewhat
higher than the pros, but both are lower than for the contemplators.
Finally, the long-term maintainers show significant reduction of both
the pros and cons of smoking, with the cons still somewhat greater than
the pros. These data suggest that over months and years of not smoking
both the pros and cons of smoking decrease in value until smoking
becomes almost a nonissue for many former smokers (Velicer, DiCle-
mente, Prochaska, & Brandenburg, 1985).

Key change variables like the processes of change, self-efficacy,
temptation, and decisional balance can be used to predict progress from
one stage of change to the next. In a 2-year longitudinal study of 886 self-
changers, six significant discriminative functions predicted movement
for the groups representing the precontemplation, contemplation, ac-
tion, and relapse stages. (Prochaska, DiClemente, Velicer, Ginpil, &
Norcross, 1985). The long-term quitters representing the maintenance
stage did not produce enough relapse for study. The discriminative
functions involved predicting progress over a 6-month period. The vari-
ables entered into the functions included the 10 processes of change,
self-efficacy, temptation, and the decisional-balance measures.

The six discriminant functions were not only statistically significant
but are also of immense practical significance. These functions were all
defined by variables that are open to change. These functions were not
defined by static variables, such as sex, age, or smoking history, which
are not amenable to psychosocial intervention. Rather, these functions
were defined by processes of self-change, self-efficacy, and decision
making. Not only are these predictor variables capable of modification,
but they can be brought under self-control rather than having to be a
function of professional intervention.

When more static variables, such as age, education, income, smok-
ing history, family’s smoking history, reasons for smoking, withdrawal
symptoms, and health problems, were used as predictor variables, the
results were much less significant. Of the 17 predictor variables used in
this research, nearly two thirds demonstrated no significant relationship
to behavior change (Wilcox, Prochaska, Velicer, & DiClemente, 1985).
No significant discriminant function was found for predicting move-
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ment out of the contemplation stage. Three variables (greater health
problems, smoking less for pleasure, and fewer years smoked) did pre-
dict movement out of the precontemplation stage. The second signifi-
cant function indicated that following a relapse, individuals with higher
education and income levels are more likely to try again. The third
discriminant function indicated that lighter smokers are more likely to
maintain quitting or take further action than are heavier smokers.

Important patterns of change have been identified in our 2-year
longitudinal study of self-change approaches to smoking cessation (Pro-
chaska, Velicer, & DiClemente, 1985). Cluster analyses determined ty-
pologies for how subjects move through the stages of change. The four
most common patterns of change are (a) a linear profile in which indi-
viduals progress directly from one stage to the next; (b) the more com-
mon cyclical profile in which individuals begin to take action and then
relapse, followed by further contemplation and action before substantial
improvement is maintained; (c) an unsuccessful cyclical profile; and (d) a
nonprogressing profile in which individuals remain stuck in a stage like
precontemplation or contemplation, without improving over time.

A total of 14 profiles emerged from the cluster analyses. The 14
groups were compared on the processes of change, the pros and cons of
smoking, self-efficacy, and temptation to smoke. Figure 3 presents an
example of how the groups differed in their use of one change process
(self-reevaluation) over the five rounds of the longitudinal study. Figure
3 is not expected to clarify but rather confuse the reader, because confu-
sion is what was produced in the researchers for a considerable period of
time. Clearly, there were group differences in terms of how frequently
the change process was used. But what did these differences mean?

Patterns of change did not become clear until particular profiles
were ir*egrated cross-sectionally and longitudinally across the stages of
changy Prochaska, Velicer, & DiClemente, 1985). Processes of change
were graphed across the following profiles: (a) individuals who re-
mained in precontemplation (Group 1); (b) individuals who progressed
from precontemplation to contemplation (Group 14); (c) individuals who
progressed from contemplation to action (Group 12); (d) individuals
who took repeated action during the 2 years (Group 3); (e) individuals
who progressed from action to maintenance (Group 5); and, (f) indi-
viduals who progressed from maintenance to termination (Group 4).

Figure 4 presents the pattern that emerged for the utilization of self-
reevaluation across the stages of change. This pattern was dubbed "Mt.
Change.” The pattern indicates that the utilization of self-reevaluation
peaks during contemplation and action and then gradually reduces dur-
ing maintenance until it returns to levels comparable to those used dur-
ing precontemplation. Similar patterns were found for almost all of the



14 JAMES O. PROCHASKA AND CARLO C. DiCLEMENTE

w b
Group
56 r 10 &
:hzn
H
8
54 — 2 9
; \
12,8 \3
52 — 79 12

48 |-

FREQUENCY

46 —

42—“4//\/'
40 — 1

ROUND

Ficure 3. Comparison of 14 profile groups on frequency of use of self-reevaluation across 5
rounds of self-change.

FREQUENCY

:: SELF-REEVALUATION

54
50
46
42
38

34
STAGE

i1 ia ) Lo
ROUND | 2 3 4 5 | 2 345 ¢+ 234
—_——

T T T T T T
T VO T WY A S0 WO T T S U 0 O |

GROUP t 14 12 3 5 4

Ficure 4. Frequency of use of self-reevaluation of 6 profile groups across 4 stages of
change.



TOWARD A COMPREHENSIVE MODEL OF CHANGE 15

change processes, with the biggest difference being the stage during
which particular processes would peak. Consciousness-raising, for ex-
ample, is at a very low level during precontemplation, as subjects resist
becoming more fully aware of a potential problem or a solution to the
problem. Consciousness-raising increases dramatically for individuals
who progress to contemplation, peaks in contemplation, and then de-
clines through action and maintenance to precontemplation levels. Pro-
cesses like stimulus control and counterconditioning, on the other hand,
remain relatively low during contemplation but peak in action. Rather
than declining to prechange levels, however, these processes level off at
higher levels as individuals rely on these processes as relapse preven-
tion strategies. These patterns of change generated the Mt. Change
metaphor, which has been extremely useful in creating a generation of
contemplation and action self-help manuals. The metaphor encourages
the users to conceptualize overcoming smoking as being similar to
climbing a mountain—they need to be adequately prepared; they need
adequate guides to find their way; they may not make it the first time;
but when they succeed, they have a tremendous sense of accomplish-
ment,

Whereas the change processes appear to follow a pattern analogous
to a mountain, other variables reveal a different pattern across stages.
Figure 5, for example, indicates that self-efficacy or confidence across
smoking situations shows a rather steady increase across the stages of
change. Temptation, on the other hand, demonstrates a steady decrease
in Figure 6. More importantly, if the two figures were superimposed, it
would become clear that levels of confidence and temptation are about
equal throughout the action stage. It is not until individuals are moving
into maintenance that self-efficacy becomes greater than temptations to
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Ficure 5. Levels of confidence or self-efficacy for 6 profile groups integrated across 4
stages of change.
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FIGURE 6. Intensity of temptation for 6 profile groups integrated across 4 stages of change.

smoke. Because increases in self-efficacy over temptation are associated
mainly with movement from action to maintenance, self-efficacy exer-
cises are being emphasized in our action materials rather than in our
contemplation programs.

Figures 7 and 8 suggest that the decisional-balance variables are
associated much more with movement from precontemplation to con-
templation and from contemplation to action. The pros of smoking clear-
ly outweigh the cons of smoking until subjects move into the contempla-
tion stage. During this stage, however, the cons begin to surpass the
pros, even though both are quite important for the smoker. Increasing
the cons of smoking beyond the pros is one of the goals for our con-
templation manual, as it prepares individuals to take more effective
action.

Thus far we have been discussing only how to approach a single,
well-defined addictive problem. We have been discussing a two-dimen-
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Ficure 7. The strength of the pros of smoking for 6 profile groups integrated across 4
stages of change.
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FIGURE 8. The strength of the cons of smoking for 6 groups integrated across 4 stages of
change.

sional model involving stages and processes of change as they are ap-
plied to a single addictive behavior. However, reality is not so accom-
modating and human behavior change is not so simple a process.
Although we can identify and isolate certain addictive behaviors, these
often occur in the context of complex, interrelated levels of human func-
tioning. The third basic dimension of the transtheoretical approach ad-
dresses this issue. The levels-of-change dimension represents a hier-
archical organization of five distinct but interrelated levels of psychologi-
cal problems which are addressed in treatment. These levels are:

Symptom/situational
Maladaptive cognitions
Current interpersonal conflicts
Family/systems conflicts
Intrapersonal conflicts

Ui W

Historically, systems of psychotherapy have attributed psychologi-
cal problems primarily to one or two levels and focused their interven-
tions to address these levels. Behaviorists have focused on the symptom
and situational determinants; cognitive therapists on maladaptive cogni-
tions; family therapists on the family/systems level; and psychoanalytic
therapists on intrapersonal conflicts. It appears to us to be critical in the
process of change that both therapists and clients be in agreement as to
which level they attribute the problem to and at which level or levels
they are willing to work to change the problem behavior. Once again it is
extremely important that the therapist engage the client at an appropri-
ate and at least implicitly agreed upon level or levels for the work of
therapy to progress smoothly.

In the transtheoretical approach we prefer to intervene initially at
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the symptom/situational level because change tends to occur more
quickly at this more conscious and contemporary level of problems and
because this level often represents the primary reason for which the
individual entered therapy. Furthermore, most self-changers seem to
prefer to intervene initially at the symptom/situational level of addictive
problems. The further down the hierarchy we focus, the further re-
moved from awareness are the determinants of the problem likely to be.
Moreover, as we progress down the levels, the further back in history
are the determinants of the problem and the more interrelated the prob-
lem is with the sense of self. Thus, we predict that the deeper the level
that needs to be changed, the longer and more complex the therapy is
likely to be and the greater the resistance of the client (Prochaska &
DiClemente, 1984). In addition, these levels are not completely sepa-
rated from one another. Change at any one level is likely to produce
change at other levels. Symptoms often involve intrapersonal conflicts;
maladaptive cognitions often reflect family/system beliefs or rules. In
the transtheoretical approach, the therapist is prepared to intervene at
any of the five levels of change, though the preference is to begin at the
most conscious and contemporary level that clinical assessment and
judgment can justify.

TaBLE 3.
Levels X Stages X Processes of Change

Stages
Levels Precontemplation Contemplation Action Maintenance
Symptom/situational Consciousness-
raising
Self-
reevaluation
Self-
liberation
Contingency
management
Helping
relationship
Counter-
conditioning
Stimulus
control
Maladaptive cognitions  ¢&— >
Interpersonal conflicts <« .,
Family/systems conflicts € N

&

Intrapersonal conflicts L= N
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In summary, the transtheoretical approach views comprehensive
treatment as the differential application of the processes of change at the
four stages of change according to the problem level being addressed.
Integrating the levels with the stages and processes of change provides a
model for intervening hierarchically and systematically across a broad
range of therapeutic content. Table 3 presents an overview of the inte-
gration of levels, stages, and processes of change.

Three basic strategies can be employed for intervening across multi-
ple levels of change. The first is a shifting-levels strategy. Therapy would
typically focus first on the client’s symptoms and the situations support-
ing the symptoms. If the processes could be applied effectively at the
first level and the client could progress through each stage of change,
therapy could be completed without shifting to a more complex level of
analysis. If this approach were not effective, therapy would shift to
other levels in sequence in order to achieve the desired change. The
strategy of shifting from a higher to a deeper level is illustrated in Table 3
by the arrows moving first across one level and then down to the next
level. '

The second is the key-level strategy. If the available evidence points
to one key level of causality of a problem and the client can be effectively
engaged at that level, the therapist would work almost exclusively at
this key level.

The third alternative is the maximum-impact strategy. With many
complex clinical cases, it is evident that multiple levels are involved as a
cause, an effect, or a maintainer of the clients’ problems. In this case,
interventions can be created that attempt to affect clients at multiple
levels of change in order to establish a maximum impact for change in a
synergistic rather than a sequential manner.

What moves people from precontemplation into the contemplation
stage of change? What facilitates or forces people to become aware that
previously acceptable patterns of behavior are now problematic or
pathological? To respond to these important questions we have had to
go beyond research data and rely more on clinical experience and theory
(Prochaska & DiClemente, 1984).

We propose that progress from precontemplation into the con-
templation stage appears to be due to either developmental changes or
environmental changes that occur in peoples’ lives. Many individuals
begin to contemplate changing particular aspects of their lives because
of developmental processes that move them into a new stage of life. As
Levinson and his colleagues (1978) suggest in their work, The Seasons of a
Man’s Life, many men find themselves quite satisfied with a particular
spouse during their twenties. When they enter the transition into the
thirties, however, they begin to contemplate radical changes in their
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marriages. Similarly, many smokers seriously begin to contemplate
stopping smoking as they approach age 40 and feel pressured to face the
finiteness of their lives. It is not coincidental that the self-changers in our
research who have been most successful in quitting smoking took action
at a mean age of 39. Developmentally, facing 40 is a key time for many
people to reevaluate their lives to determine where changes are needed.

Other individuals appear ready for change not because of internal
developmental changes but because their external environment has
changed. Perhaps a spouse or a child has reached a new developmental
stage and asks or insists that they stop drinking. Or they begin to realize
that their environment no longer reinforces their drinking or smoking as
it once did, but now responds with subtle and not so subtle punish-
ments for their old habits. Other changes occur in the environment that
may or may not be related to people’s personal behavior and yet these
events can cause them to contemplate seriously a change in their behav-
ior. A poignant example of such an enviornmental event occurred with a
married couple who participated in our self-change research. Both
spouses were heavy smokers for over 20 years. Then their dog died from
lung cancer. The husband quit smoking. The wife bought a new dog.

The important theoretical issue here is that intentional change, such
as occurs in therapy, is only one type of change that can move people.
Developmental and environmental changes are other events that can
cause people to alter their lives. The transtheoretical approach focuses
primarily on facilitating intentional change, but it recognizes and, at times,
relies on other types of change when working with clients. It is as-
sumed, however, that unless developmental or environmental changes
produce intentional change as well, then clients will feel coerced and
will be likely to revert to previous patterns once the coercion is removed.
It is all too common, for example, that alcohol-troubled people quit
drinking when their spouses threaten divorce. Once their spouses are
safely back into the marriage again and coercion from the threat of
divorce is lifted, these individuals are likely to relapse back into troubled
drinking.

Under what conditions are we likely to be open to the developmen-
tal processes within us or to the environmental processes outside us as
freeing influences that enable us intentionally to change our lives? Un-
der what conditions do we experience these same processes as coercive
forces imposing change on us that we must resist with our best de-
fenses? Similarly, under what conditions do clients experience therapy
as a freeing influence that enables them intentionally to change their
lives? Under what conditions do they experience therapy as a coercive
force imposing changes on them that they must resist with their best
defenses?

Therapists can help clients progress more freely into the contempla-
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tion stage of change if they can help their clients identify with the devel-
opmental or environmental forces that are pressuring them to change.
Clients may, for example, have difficulty identifying with the develop-
mental process of aging even though it comes from within. Whether
entering a new age becomes a life crisis or an opportunity, for growth
may be determined by whether we experience aging as imposed on us
or as part of us. Most of us, for example, identify with aging when we
become 21. Our sense of self includes becoming more independent,
mature, and adult. Becoming 40 or 50, on the other hand, is more often
experienced as an imposition in a society that identifies with youth.

Clients may resist a coercive aging process in self-defeating ways.
They may deny any potential health or mental health problems, so that
they do not have to contemplate changing their depressing drinking
habits. They may turn to stimulants to regain the energy of youth they
feel slipping away. They may then turn to barbiturates as a way of
sleeping through the night. They may turn to meaningless affairs to
deny that their sexual drives are decreasing. They may spend money
recklessly to deny that their lives are limited.

The same self-defeating defenses can occur against environmental
pressures to change. A client named Harold was in marital therapy for 3
months when he said, “You know, I still don’t know why I am coming
here. I am coping perfectly fine with all the stresses in my life. It's my
wife who can’t cope, and yet she insists that I come to therapy or she
will leave.” Of course, it did not help his wife to repeat for the ump-
teenth time that Harold was spending money until they were nearly
bankrupt; that he was at risk of losing his job for the third time in 4
years; that the children were afraid to be around him because of his
violent temper; and that she was seriously considering separating be-
cause all his energy was going into his skiing club and none into their
marriage. But Harold could no longer identify with his wife, or with her
reasons for changing. He experienced her as a manipulating mother
trying to take away his freedom and fun.

How can therapists intervene in a manner that allows them to be
experienced by defensive clients as freeing influences rather than as
coercive forces? Obviously, the more clients can identify with the thera-
pist and the elements of therapy, the more therapy can be experienced
as a freeing influence. With precontemplators, in particular, the thera-
peutic relationship becomes a precondition for further change. Identifi-
cation with the therapist is more likely to occur if the client feels that the
therapist genuinely cares. Identification is also more likely to occur if the
client feels that the therapist is truly trying to understand the client’s
unique experience, including the client’s need to be defensive as well as
the client’s desire to be open. Identification is also more likely to occur if
the client believes that the therapist is committed to helping the client
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change in ways that are best for the client and not some other agent,
such as the courts, the schools, the employer, or the mental health
center,

Caring, understanding, and commitment to the well-being of cli-
ents are, of course, values that should be essential elements in the iden-
tity of a therapist. Therapists feel most free as therapists when they are
able to care about their clients, understand their clients, and be commit-
ted to the well-being of their clients. There are, of course, times when
therapists can be coerced by countertransference or other forces so that
they are not really caring about the client but rather about their own
needs. Or they are not really understanding this client but rather are
responding to their projections onto the client. Most therapists recog-
nize how fine a line there can be between projection and empathy,
because empathy is accurate projection. But therapists are committed to
putting their own needs and their problematic projections aside so that
they can identify with their particular patients.

Ironically, clients need first to feel that the therapist is free to identi-
fy with the client before the client is free to identify with the therapist. If
the client feels that the therapist cannot identify with the client’s predi-
cament in life because the therapist does not care, does not understand,
or is not committed, then the client is likely to terminate therapy before
it begins. Clients need to believe that the therapist can identify with
them as if they were friends and family, not foreigners who are alien to
the therapist’s sense of self. If clients believe the therapist cannot identi-
fy with them because the therapist is of the wrong gender, ethnic back-
ground, social class, or sexual orientation, then clients will not feel free
in therapy. Clients are likely to avoid such therapists lest they risk coer-
cion to change according to sterotypes of gender, ethnicity, social class,
or sexual orientation.

As clients and therapists begin to develop a shared identity that is
the essence of a therapeutic relationship, clients become much more
open to influence from therapists. Clients are much freer to respond to
feedback and education about the alienated aspects of their lives. Clients
are particularly free to process information from therapists or others
with whom they have a helping relationship. Therapists also become
more open to influence from their clients, such as to have a favored
formulation invalidated by further information from the client. But our
focus will remain centered on how clients change in therapy rather than
on how therapists change over the course of therapy.

A helping relationship, such as a therapeutic relationship, provides
people with the freedom to process developmental or environmental
events in a friendly rather than coercive atmosphere. Easing up on their
defenses, they can begin to see themselves more clearly. They can begin
to contemplate making intentional changes in their lives without feeling
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that they are entirely coerced by developmental or environmental
events. Movement into the contemplation stage, like many changes in
life, is usually experienced as a combination of coercion and personal
freedom.

Once clients begin to move into the contemplation stage, their in-
sight and understanding are critical for further progress. Whether the
insight is historical-genetic, interactive, cognitive, or situational de-
pends on the level of change that is needed. For clients working at the
symptom/situational level, a functional analysis of the immediate ante-
cedents and consequences of troubled behavior may be all the under-
standing that is needed. Clients attempting to change troubled rela-
tionships, however, will need insight into the interactive nature of their
problems. Clients who are not free enough from their family of origin or
who are plagued by intrapersonal conflicts are more likely to need in-
sight into the historical-genetic causes of their conflicts.

Insight and understanding can become an endless process of con-
sciousness-raising, however, if clients wish to have a complete grasp of
all that influences them. Some personalities have a propensity to be-
come bogged down in prolonged contemplation of a problem. Ob-
sessive personalities in particular prefer to believe that if they keep
thinking enough about an issue, eventually the problem will go away or
enough understanding will be gained that points to a perfect solution to
a complex problem. The obsessive does not like to admit that there are
serious limits to thinking and that many personal problems can only be
resolved by commitments that go beyond reason. The fear of facing the
irrational can keep obsessives seeking for years for sufficient insights,
moving from one book to another or from one therapist to another. Of
course, some therapists are also afraid of making commitments to action
without an obsessive understanding of their client’s problems.

Moving from contemplation to action involves both consciousness-
raising and self-reevaluation processes. Consciousness-raising interven-
tions, like observations, confrontations, and interpretations, are most
important during the contemplation stage. Value-clarification tech-
niques are also important in preparing clients for taking effective action.
Helping clients to work through a decisional balance, for example, can
clarify which course of action is most likely to reflect the type of person
the client wants to become. Balancing the pros and cons of a particular
course of action also prepares clients to pay the price that comes with
any major change in life.

When it comes to action, skill acquisition and/or utilization are most
important for therapeutic progress. If a therapist is skilled only in con-
sciousness-raising interventions, like interpretations, then the con-
templation stage can become excessively and obsessively long. Apply-
ing such behavioral skills as desensitization, assertion, communication,
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or negotiation are important aspects of the action stage. Which skills are
utilized depends on the client’s level of change. Desensitization, for
example, is used most often at the symptom/situational level whereas
communication training is much more important for the interpersonal
level. Renegotiating dysfunctional family rules can be particularly liber-
ating at the family/systems level. Assertiveness based on existential val-
ues can be one of the most liberating means for expressing the enhanced
sense of self that emerges when intrapersonal conflicts are being
resolved.

From a transtheoretical perspective, the therapeutic relationship,
interpretations, and skill acquisition and utilization are all fundamen-
tally important to producing change. Their relative importance varies
from stage to stage, with therapeutic relationships most important for
facilitating movement from precontemplation to contemplation, con-
frontation and interpretation most important during contemplation, and
skill acquisition and utilization most important during action and
maintenance.

We will conclude this chapter by indicating how the transtheoretical
model of change addresses the comprehensive questions of who
changes, what changes, and when, where, why, and how changes oc-
curs. The transtheoretical approach that we have been developing has
focused on when changes occur, how changes occur, and what changes
occur when addictive behaviors are modified. The stages-of-change di-
mension indicates when people make particular changes in modifying
addictive behaviors. The processes of change address how people make
particular changes when progressing from one stage to the next. The
levels reveal what people need to change in order to overcome their
particular addictive problems.

Where people change has been assumed not to be a critical dimen-
sion of change. Whether people change in residential treatment pro-
grams, in outpatient therapy, in self-help groups, with self-help man-
uals or at home working entirely on their own can have important
practical implications, but does not appear to be a critical dimension for
developing a comprehensive model of change.

Why people attempt to overcome addictive problems relates to the
important issue of motivation that many practitioners believe is a key to
successful treatment. To date, we have not paid adequate attention to
the question of why some people attempt to change whereas others
avoid change. Decisional balance has been the variable we have studied
that is most closely related to the issue of why some individuals change
whereas others continue with their addictive behaviors. Data on deci-
sional balance and our informal observations suggest that motivations to
change often vary with the stage an individual is in. Why someone
begins to contemplate quitting smoking, for example, can be different
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from why that person eventually takes action to quit smoking. Why
someone makes the continued efforts to maintain nonsmoking can be
different from why someone tries again after failing to maintain an
addiction-free life-style. An individual may, for example, begin con-
templating quitting smoking because a friend or relative develops lung
cancer. The same person may take action because there is a stop-smok-
ing campaign at the office. Struggles to maintain nonsmoking may be
based in part on a motivation to avoid failure. Returning to contempla-
tion rather than giving up may be based on a motivation to be in control
of one’s life rather than to believe that an addictive behavior is beyond
one’s self control. From a transtheoretical perspective, we assume that a
comprehensive analysis of motivation to change will include an analysis
of motivation at each stage of change and how motivation can be a
dynamic phenomenon that fluctuates from one stage of change to the
next.

Who changes in treatment and who fails to change has been ad-
dressed traditionally by the study of client characteristics. Such variables
as age, gender, socioeconomic level, duration, frequency, and intensity
of the problem, intellectual level, psychological mindedness, and degree
of psychopathology have been some of the client characteristics that
have received considerable attention in the therapy outcome literature
(Luborsky, Chandler, Auerback, Cohen, & Bachrach, 1971; Meltzoff &
Kornreich, 1970). We have not paid as much attention to such variables
for several reasons. The most important reason is that such demograph-
ic, personality, and psychopathology variables tend to be trait-like vari-
ables that are not particularly open to change and are not likely to be
under the client’s control or the therapist’s control. Decades of psycho-
therapy research on who benefits from treatment has done little to ad-
vance our knowledge of how we can help more people to change. This
same research has often added to clinicians’ pessimisim about their abili-
ties to help whole classes, cultures, and communities of people over-
come destructive problems, like addictive behaviors. Until we develop
more adequate models of treatment based on more comprehensive mod-
els of change, we really will not know the answers to who can change
with maximum treatment, who can change with minimal treatment,
‘who can change on their own, and who cannot or will not change
regardless of what they or we try to do.
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2

Implications of a Self-Regulation
Model of Therapy for Treatment of
Addictive Behaviors

FREDERICK H. KANFER

Social systems have developed out of the need for the regulation of
individual behaviors in order to facilitate communal living. A major goal
of the control developed by social systems is the subordination of indi-
vidual needs to the larger goals of the survival of the group. What is
beneficial for an individual is often a satisfaction attained at the expense
of pain or harm to others or to oneself at a future time. It is for such
reasons that a Skinnerian analysis has viewed society as a giant mecha-
nism for the enforcement of self-regulation. Social and cultural evolution
has developed elaborate agencies of religion, education, government,
family, and law. But they leave many loopholes in the control of
individuals.

SELF-CONTROL AND ADDICTION

A particularly heavy burden that societies place on the individual is
the demand for self-control. By self-control we mean the exercise of a
controlling response or strategy that reduces the probability of executing
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a behavior that is either very firmly established as a long time habit or
momentarily attractive because it fulfills biological or acquired needs
and desires. These actions are usually easy to execute but disadvan-
tageous in the long run. Many of these behaviors are not easily prevent-
able by the salient social or physical environment. The control of these
acts, oriented toward immediate personal satisfactions, forms part of the
social contract and is incorporated in the socialization of children in all
cultures. It is the study of these self-regulatory processes and their invo-
cation for the purpose of therapeutic change that has concerned me for
over two decades.

In the area of alcohol abuse (as in eating disorders, sexual disorders,
and other areas) the individual engages in behaviors that are biologically
detrimental to the person in the long run. They also reduce the abuser’s
contributions to society. The intensity of the self-control conflict is
heightened because of conflicting messages from different sources in the
social environment. Moderation is prescribed by society for many be-
haviors that have incentive value, because the long-term consequences
of these behaviors have aversive consequences for the person’s physical
well-being, and/or social and psychological status. Diverse interest
groups, however, flourish in our societies and some thrive on producing
or exalting behaviors and products that tempt the flesh, the mind, and
the palate. Even within the same social infrastructures inconsistent rules
of conduct are given. Social rules and etiquettes guide proper timing,
frequency, and quantity of alcohol consumption. Social structures and
laws attempt to ease the individual’s temptation by regulating such
factors as drinking age, sources of supply, and advertising. Neverthe-
less each person is ultimately held responsible for monitoring their judi-
cious use of alcohol, and expected to control drinking within defined
ranges and on specified occasions. Attractive social settings, cultural
rituals, and social approval increase the conflict for those individuals
whose biological and psychological makeup leave them dependent on
conflicting external messages rather than on their own internal feedback
cues for guidance about how to handle the temptation to initiate or
continue drinking.

The introduction to this presentation provides the central theme of
our model of self-management therapy. Personal or self-control is a
complex process. It is not a pervasive characteristic of the person but
involves the total context of a behavioral episode at the biological, social,
and psychological level of a person in a social system (Kanfer, 1977). It is
not a simple skill that can be learned and generalized, nor does it occur
in isolation. It is the result of an interplay between a person’s urges,
opportunities, and social demands.

Self-control situations are defined as situations in which a person is
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faced with the task of engaging in or stopping behaviors that are initially
less motivated, less enjoyable, and less skilled than the automatically
processed acts that we carry out easily from moment to moment. Per-
sons set goals and believe that they can achieve them. They must engage
in controlled processing by making decisions and generating their own
incentives. Frequently they must also defy concurrent social or internal
aversive cues to get the nonpreferred behavior started. This means that
the person needs to engage in a deliberate change from a habitual, easy,
and often pleasant behavioral sequence. Self-control problems do not
occur unless strong biological motives or behavioral dispositions must
be altered.

OBsTACLES TO CHANGE

When the addicted client contemplates a change, he or she usually
has no clear understanding or certainty about how or whether this effort
will benefit him or her. In the treatment of addiction problems, as in any
therapy or change program, change is frightening. Especially in ad-
dicted clients, the problematic behavior itself is frequently the result of
earlier failures to find a satisfactory life pattern. Frustration and self-
depreciation associated with these failures, lower positive expectations
for change and lowered self-efficacy often cause demoralization. These
factors represent powerful obstacles to the optimistic attitude required
for acceptance of the heavy burden of withdrawal and for investing
effort in a change program. The removal of these factors and an infusion
of some hope for, or at least a neutral attitude about, therapy outcome is
a critical initial goal of treatment.

At the outset of change, two central questions for all client are:
“Will I be better off if I do?”” and “Will I be able to do it or will I fail?".
These questions are often not answered positively by the client. Further-
more, many therapists fail to begin treatment by helping the client to
answer the “Why should I?”” question in a clear way. Rational answers,
persuasion or horror stories of the long-term consequences, as we know
from experience with educational programs on which billions have been
spent, are not sufficient to counter other influences. The client’s commit-
ment must be verbalized, felt, experienced, and acted on to effect an
enduring change. The commitment rarely is based initially on a genuine
desire to stop drinking or engaging in any addictive behaviors. If a client
is eager and motivated at all to change, he or she would usually most
prefer to change only the consequences of drinking behavior rather than
the behavior itself. It is the task of therapy first to strengthen commit-
ment by helping the client to increase the attractiveness of the new
behavior pattern and life-style associated with it. A second task is to
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help the client to change the required behaviors by making the change
as easy and rewarding as possible.

A PROCESS MODEL OF CHANGE

Considerations and experiences with clients have led me to concep-
tualize treatment for psychological problems, including addictions, in a
general systems approach. The levels of analysis are interrelated and
operate iteratively and recursively. The social and biological systems
define and influence the boundaries of the psychological system that we
usually seek to alter. At the psychological level, the core processes of the
client’s self-regulatory system, its emotional and cognitive components
and its relationship to the execution of specific behaviors in the pursuit
of a desired end state (objective), become the focus of the therapeutic
approach. The technological aspect of therapy has two major interre-
lated goals: (a) to alleviate the current problem, and (b) to strengthen the
self-regulatory system to cope with future problem situations. The latter
includes the person’s ability to behave differently. But in addition, a
person must learn to recognize and avoid, alter, or confront external
(social) and internal (biological) stressors or conflict-producing settings
and events. An effective person uses the self-regulatory process to influ-
ence emotional, motivational, and behavioral sequences toward attain-
ment or maintenance of an appropriate, effective and desirable style of
life.

We now turn to a brief overview of our model (Kanfer & Grimm,
1980), shown in Table 1. It should be clear that the phases in the therapy
process overlap. They are recursive and iterative and the need for inten-
sive work in each phase varies with the client and the specific treatment
objectives. The conceptual model serves as a guideline for the therapist
in setting priorities for different issues during the course of therapy.
Further, it indicates how dealing with these issues in proper sequence
facilitates the progression in treatment. Each phase is preparatory for
the following phases, though its theme may need to be carried over
throughout therapy. The model (Kanfer & Grimm, 1980) is similar to
that described by Prochaska & DiClemente (1982). Both emphasize the
dynamic and recursive nature of the change process. Both models pro-
pose commitment to change as the prerequisite to modification of the
target behaviors and stress the reciprocal effects of intentions (and other
verbal-symbolic processes) and actions. Both models note the fragility of
therapeutic gains, and require that treatment focus on maintenance of
effects. Finally, both note the importance of the client as the critical
agent of change.
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A 7-Phase Process Model of Therapy

Phase

Primary goals

. Role structuring and creating a
therapeutic alliance

. Developing a commitment for
change

. The behavioral analysis

. Negotiating treatment

. Treatment execution and motivation
maintenance

. Monitoring and evaluating progress

. Treatment generalization and termi-
nation

. Facilitate the person’s entry to the

role of client

. Formation of a working relationship
. Establish motivation to work with

therapist

. Motivate client to consider positive

consequences of change

. Activate client toward change of

status quo

3. Reduce demoralization
. Refine client’s problem definition
2. Identify relevant functional

relationships

. Motivate client toward specific

changes

. Seek agreement of target areas
. Establish priorities for change pro-

gram and initiate specific
procedures

. Accept responsibility for engaging

in planned therapy program

. Conduct treatment program
. Assess collateral and radiating ef-

fects of change in target
behaviors

. Evaluate and, if necessary, enhance

motivation to change and comply
with treatment requirements

. Assess behavior change
. Assess client’s use of general

coping skills

. Introduce new therapy objectives, if

necessary

. Motivate program completion
. Evaluate and foster self-manage-

ment skills for meeting future
problems

. Phase out contact with client

Adapted from Kanfer & Grimm (1980), pp. 440-441.
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No model of a therapy process is complete without some attention
to processes that lead clients to define themselves (or to be defined by
others) as in need of change. The analysis of these variables would have
to include a theory of etiology as well, to guide us toward selection of
the critical historical, genetic, and sociocultural factors that combine to
produce a client or patient.

The scope of this task is overwhelming; in fact it spans several
disciplines and still baffles experts. One way to organize our knowledge
and raise research questions is to set our model in the context of the
usual sequence of events that defines the transition of a person to client
status and back again to a person (though some authors hold that a
former patient is never again a member of the set of nonpatient citizens).
Table 2 presents a simple flow chart that reflects these critical transition
points. Of the 10 steps listed, the first 4 are pretherapy events, the last
step extends beyond therapy. The reader will recognize the contribu-
tions of recent research in psychology, biology, and sociology to the
extratherapy steps. For example, social norms and physiological factors
determine perception and evaluation of an addictive behavior. Social
networks, and personal experiences with health-care delivery systems,
and the person’s self-confidence affect the decision to seek help. How-
ever, lack of time, the complexity of the total constellation, and the

TABLE 2.
Common Sequences in Therapy: A Flow Chart of
Clinical Interventions

Examples of

Event exit reasons
1. Person notices problem
Defines as trivial, defines
2. Evaluates problem as not due to self or
not solvable by action
3. Decides to seek help No confidence or no
resources
4. Seeks help Conditions for treatment
5. Is diagnosed or advised not favorable
6 Decides to accept treatment See 2. or 4.
7 Responds to treatment Expectations not met
Considers task completed
8. Makes needed changes External events change or
7.
9. Stops treatment Improvement sufficient at
this time
10. Maintains change pattern Distress relieved, or new

crises arise
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speculative nature and dearth of evidence on the integration of the
psychological processes with the biological and sociocultural features
limit our treatment of this fascinating problem. Suffice it to note that
some of the following events influence later steps: (a) the particular
event or subjective reaction to it that leads a client to notice a problem;
(b) the client’s evaluation of these events and definition of the problem;
(3) the factors (persons and events) involved in timing the decision to
seek help and where to seek it. The understanding of these factors
therefore is of great importance in planning a change program.

As shown in Table 1, the first four phases in our model represent
the foundation for any effective intervention program. They are not
target specific. They are designed to establish a basis for therapeutic
interaction, motivate the client toward a commitment for change, devel-
op goals and incentives and involve the client in a behavioral analysis
that, in collaboration with the therapist, refines and clarifies the targets
and goals of treatment. In Phase 4, the last phase that focusses on
creating the conditions most favorable for change, specific objectives are
negotiated and commitment to a particular program is contracted. The
phases that precede an action program have usually not been discussed
in books on treatment methods; yet these preparatory phases are at least
as important as the choice of techniques in Phase 5. Further, they are not
arranged haphazardly. Social and learning psychology provides back-
ground heuristics for them, as they do for the later stages. Clearly,
tentative therapy strategies and methods are applied from the first meet-
ing on. But their function is to facilitate the commitment to change at
first. Only later can other methods be utilized to initiate a long-term and
lasting behavior change. The early phases are conducted in a context in
which the client is stimulated and encouraged—and often taught—to
assume increased responsibility for the content, direction, and speed of
the change process. For many addictive clients, the early stages may
require systematic practice even for such rudimentary tasks as imagin-
ing (and later, sampling) a change in their daily living routine that elimi-
nates substance abuse, yet provides some satisfactions. Systematic exer-
cises may have to be provided which, with much social support, demon-
strate that the client is capable of control. Positive self-reactions and
willingness to accept the challenge of change need to be heavily rein-
forced in these early phases.

Although symptoms and discomforts are dealt with, the model is
future oriented; that is, it is designed to prepare, anticipate, and “pre-
hearse” coping techniques for future situations. The intent of treatment
is not only to alleviate the current state but also to work toward a clearly
defined goal that is more satisfactory to the client (and acceptable to the
therapist and to society).
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Phase 5 represents the conduct of a specific intervention program,
as widely described in texts on treatment methods. Initially, intense
efforts focus on the development of new behaviors by techniques rang-
ing from strengthening controlled information processing, such as self-
monitoring or preplanning, to the establishment of contingencies in
artificial environments. Frequent practice, task assignments, and similar
methods are used to speed up the acquisition of a new behavior pattern.
As treatment progresses it is gauged to be successful if new acquired
behaviors or environment changes become established and automatic;
the scope and intensity of treatment is then gradually reduced. Phase 6
overlaps with the preceding one. It is during treatment rather than at its
termination that preparations are made for the generalization of effects
and for coping with unanticipated difficulties or relapse. As clients ap-
pear ready to attempt a new life-style, reassessment is needed to ascer-
tain that (a) they have the necessary skills to adopt, for example, to a
living pattern without alcohol, and (b) that the setting to which they will
return is not incompatible with this pattern. In addictive disorders this is
the time to plan for specific life changes, to experiment with them on a
provisional basis, and to clarify the options in leading a life free of the
addictive substances and their consequences. Frequently, changes in
vocations, social settings, or even geographic location, as well as in
social and intrapersonal behavior patterns, may be required to assure
continued abstinence or control.

INDIVIDUAL DIFFERENCES REQUIRE
INDIVIDUALIZED PROGRAMS

The dynamic-recursive nature of our model suggests a problem-
solving rather than a diagnostic approach. Only after treatment has
progressed into what Prochaska and DiClemente have called the action
stage is it possible to evaluate the extent to which skill-training or en-
vironmental changes are needed to reduce the probability of future diffi-
culties. In this phase, as in the preceding and following one, the client is
helped to recognize and avoid or to cope with signals of increased stress
or hazard, in order to interrupt as early as possible sequences of events
and actions that could precipitate renewed conflicts. Particularly in alco-
holic and drug-addicted clients, possessing the skills to handle a new
alcohol- and drug-free life are essential. For many clients this means
learning not only new behaviors but a new life-style.

Clients with alcohol and drug problems do not present a universal
and unitary picture of etiology, personality, or prognosis. A common
task in therapy is to establish self-regulatory or self-control skills, that is,
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to interpose personal control in critical situations. During the initial
phases such general skills as self-observation, problem solving, goal
setting, and anxiety reduction are strengthened in order to enrich the
client’s repertoire for assuming responsibility for his life and dealing
with his problems more effectively. During Phases 5 and 6 attention
shifts from rehabilitating or teaching these basic skills to dealing with
the patient’s unique problem situation.

Patients differ widely with regard to the variables that precipitate
drinking or drug-taking behavior and their sensitivity to the feedback
from the altered biological or social consequences of drinking or drug
taking. Further, their social environments present different demands and
vary in tolerance of behavioral inefficiencies resulting from the habit.
Consequently, for each person treatment requires consideration of the
specific factors that resulted in drinking or drug taking, the motivational
resources that can be used to maintain a change, the specific functions
served by the addictive habit, and the conflicts and unfulfilled obligations
or demands that results from the habit. These individual needs must be
met in therapy to attain long-term success. The last phase represents the
gradual withdrawal of the “therapeutic umbrella,” as the client is reinte-
grated in his or her family and work setting. Preparation for follow-up is
an essential theme of this phase, particularly for inpatients.

Our model, arrived at through the incorporation of self-regulation,
general systems, and motivational principles into the basic framework of
behavioral therapy, is similar to that presented by Prochaska and DiCle-
mente in Chapter 1. It stresses the need for helping the client recognize
and accept the existence of a problem. Parenthetically, however, this
does not mean resignation to suffering from alcoholism as a disease, or
drug addiction as a given fact. On the contrary, it means acceptance of
the problem as a development of a life pattern that has had serious
harmful consequences and requires drastic change. Both models empha-
size the integration of cognitive and behavioral changes, with stronger
emphasis on the former at the beginning of treatment. We do, however,
believe that cognitive and behavioral components are nearly inseparable
in all phases. In fact, it is the confirmatory evidence from behavioral
changes that strengthens the patient’s positive self-reactions and alters
further intentions and actions.

We stress the central goal of early therapy to develop the motivation
and commitment for change, followed by strengthening the skills to
change one’s own behavior and one’s environment. Prochaska’s model
and our own emphasize the transitory nature of therapy and differenti-
ate between patients who achieve the level of change that obviates fur-
ther need for life-long efforts at control and continuing social support
and those who recycle after relapse and require long-term self-control
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and therapeutic support to maintain abstinence. Our model suggests the
need for helping the client to cope with collateral personal problems,
antecedent to or resulting from addictive behaviors. Last, but not least,
we stress a future orientation toward the therapeutic target, not only in
order to eliminate the undesirable habit but also to anticipate and cope
with future situations that can facilitate a recurrence of the habit. To this
end, the client must be helped (a) to set positive goals, (b) to acquire a
skill repertoire for reaching them, and (c) to continue a commitment to
these goals during and after therapy. To do this, a client must experi-
ence success and learn that these goals can be achieved and maintained.

To focus purely on drinking or other addictive behaviors is to lift
one element arbitrarily out of a complex system that encompasses the
social context, the psychological status, and the biology of a person.
Neither alcohol nor drug addictions nor excessive eating are unitary
pathological processes—their contexts and consequences vary from per-
son to person. And none of the addictive problems respond to solutions
or programs that fail to prepare the client to assume the heavy responsi-
bility for undertaking and maintaining a change. Thus, instead of focus-
ing solely on the inhibition of excessive alcohol drinking or drug taking,
self-management therapy stresses the need for a wider change in per-
sonal motivation, values, and living patterns. Initially, substitutions or
"positive addictions” may be helpful as transitional patterns. The for-
mer drug addict who becomes an “exercise nut” or a crusader for some
cause builds up a new set of behaviors and a new social context that is
incompatible with the drug scene. However, the ultimate goal is not to
help the patient become an antialcohol, antidrug, or antismoking cru-
sader, or tobe a ““diet freak,” but to achieve a stable life pattern in which
there is no longer any preoccupation with resisting temptations.

The ease with which this can be accomplished varies also with the
nature of the particular addiction. For example, whereas drug addictions
usually result in a living pattern that centers almost exclusively on the
drug habit, smoking, or some overeating patterns permit maintenance
of a socially acceptable style of life. Thus, although a psychological anal-
ysis may reveal similarities, social and biological consequences are quite
different in alcohol, drug, or tobacco abuse. It would be an error not to
address these differences and similarities during therapy.

RESEARCH SUPPORT FOR THE MODEL

SELF-MANAGEMENT FOR SUBASSERTIVE CLIENTS

The model of therapy that I have presented has been used with a
variety of populations, among them clients with eating disorders and
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alcohol problems. In a recent study, Schefft (1983) compared a number
of outcome and process variables in three groups of subassertive women
clients to examine the specific effects that differentiate self-management
therapy from other forms of cognitive behavior therapy. The implemen-
tation of our model, as can be noted from the foregoing description,
does not lie in novel treatment methods but in the context that is created
for the use of various techniques. The major features contributing to the
context are the sequential structure of themes, the focus on dlient re-
sponsibility for goal-setting and self-regulation, and the extensive and
continuing attention to client motivation. In this comparative study of
treatment outcome and processes we selected subassertiveness as the
criterion for treatment, not because of a primary interest in this problem
per se but because of practical considerations, such as available popula-
tions, relative ease of measurement of the dependent variables, and a
clean comparison with a standardized and widely used program. Our
intent was to study the process and outcome rather than the specific
content of the different therapies.

College females were recruited via public announcements of an
offer to obtain free training in “interpersonal communication and self-
expression.”” Participants were screened to eliminate persons who had a
previous history of psychiatric hospitalizations, or who were currently
in therapy for psychological problems and, on the basis of an interview,
were judged to be suicidal or psychotic. Final acceptance of nonassertive
women was based on obtaining a raw score of 7 or below on the Rathus
scale (1973). Fifty-five nonassertive women were selected for participa-
tion. In a blocked design, subjects were assigned randomly to balance
the three treatment groups for unassertiveness (Rathus Scores), overall
level of psychopathology (MMPI-168 Scores), and level of motivation
(Motivation Questionnaire scores). The three treatment conditions con-
sisted of administration of the standard cognitive-behavioral assertion
treatment program by Lange and Jakubowski (1976), a self-management
treatment, consisting of the same content as the cognitive-behavioral
assertion treatment but with administration of it in the therapeutic struc-
ture specified by Kanfer and Grimm'’s (1980) self-management model,
and relationship treatment, consisting of group therapy described by
Patterson (1974) and Rogers (1957, 1961). Two replications were con-
ducted, each consisting of nine consecutive, weekly 2-hour sessions.
Assessment included behavioral and self-report measures of therapeutic
processes and outcome. These data were obtained every 3 weeks during
treatment and at 6-week and 3-month follow-ups after termination.

It was hypothesized that the treatments would differ with respect to
outcome measures and to measures of the therapy process. Differences
between the cognitive-behavioral assertion treatment and the self-man-
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agement treatment would be attributed to the differences in the struc-
ture and context prescribed by the Kanfer and Grimm model because the
substantive content, that is, the program exercises and subject matter,
were identical in both groups. Because all three treatment approaches
were deliberately selected for their demonstrated effectiveness in pro-
ducing change, it was not primarily the extent of change in assertiveness
but the pattern of process and outcome differences that were the focus
of the study. Independent judges were asked to determine the identity
of each of the therapies on the basis of audiotape segments of sessions in
order to check whether the therapist indeed conducted each treatment
group in accordance with prepared manuals. The ratings of the judges,
made on treatment-specific criteria, indicated that the therapist adhered
closely to the manual. Judges identified the segments accurately for the
three treatment conditions in all 54 rated samples. In a second validity
check 15-minute videotape samples were randomly selected from the
first 90 minutes of Sessions 1, 3, 6, and 9. The judges rated four dimen-
sions of therapy for presence or absence, based on distinguishing crite-
ria for the three different treatments. The very high accuracy of rating
for the primary features in each treatment indicated that the therapies
were executed according to the specification of the treatment manuals.

Each treatment method was found to be effective in increasing as-
sertiveness and lowering the overall pathological level reflected by the
MMPI-168 scores. The self-management treatment resulted in the great-
est change on scores of interpersonal difficulty, nonassertive behavior,
assertive refusal ability, self-evaluation of assertive skills, and level of
assertion standards. On the Rathus Scale the self-management and cog-
nitive behavior groups improved more than the relationship group. The
greatest advantage of the self-management treatment was found on self-
report measures of assertive behavior and self-perception about the ade-
quacy of assertiveness. The self-management treatment also produced
the highest level of attendance at meetings and of client participation
and involvement in treatment as measured by a questionnaire devel-
oped by Yalom, Houts, Zimerberg, and Rand (1967). It also produced
the lowest level of resistance on the Vanderbilt Negative Indicators Scale
(Strupp, 1979). This treatment was the most effective in enhancing per-
ceived control and perceived confidence. Measures of rate and du-
rability of change further indicated that self-management therapy led to
the most rapid rate of change in positive self-reactions, as measured by
subject reports on their belief in controlling life events, their potential for
change (Schefft, 1983), and their resistance level and perceived involve-
ment in therapy. Self-management also resulted in the greatest mainte-
nance of therapeutic gains. The cognitive behavioral treatment was
found to be more effective than relationship therapy in increasing
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positive self-view and assertive behavior. The main findings of this
study, supporting the rationale of our conceptual model, are shown in
Table 3.

First, client motivation during treatment and completion of therapy
tasks was considerably higher in the self-management group than in the
other two treatment groups. Second, it is in the self-management group
that the specific training for interpersonal assertiveness also generalized

TABLE 3.
Summary of Results of Assertiveness-Training Study

1. Validity of therapy methods
Near 100% accurate rater match of videotaped session excerpts with manuals for
groups.
II. Outcome Variables?
Assertive Behaviors:

1. Improvement on interpersonal difficulties: SM > CB,RT?
2. On Contflict Resolution Inventory (CRI):
a. Assertive refusal ability: SM > CB,RT
b. Nonassertive behavior reduction: SM > CB,RT
c. Self-evaluation of assertive skills: SM > CB,RT
d. Magnitude of goal-setting: SM > CB,RT
e. On all other CRI measures: SM = CB > RT
3. On Rathus Scale: SM = CB > RT

4. All groups improved on assertiveness from pre- to posttreatment
Nontargeted behaviors:

1. MMPI- all groups improved

2. Self-Reports:

a. Self-efficacy: all groups improved: SM > CB,RT

b. Perceived control: all groups improved from
pre- to posttreatment SM > RT
Only SM maintained gains at follow-up

c. Belief in change: all groups improved: SM > RT
Only SM maintained gains at follow-up.

d. Self-esteem: all groups improved: SM = CB > RT

Only SM increased gains at follow-up.
IIl. Process Variables

Perceived involvement in therapy: SM > CB,RT
Perceived treatment value: SM > CB > RT
Vanderbilt Negative Indications Scale: SM decreased
RT unchanged

CB increased

Completed assignments: SM > CB
Attendance: SM > RT > CB

* Treatment groups: SM = Self-management; CB = Cognitive-behavior therapy; and RT = Relationship
therapy.

b All results in this table are significant at p < .05.

From Schefft, B. (1983).
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most widely to nontargeted behaviors after treatment. Finally, the enact-
ment of self-regulatory processes enhanced the durability of treatment
effects after termination. These findings tend to support the utility of the
model presented here, particularly in enhancing motivation, increasing
client participation and commitment, and extending therapeutic gains.

It is interesting to note that the model is consistent with the ap-
proach proposed by Marlatt in stressing the need for techniques that
enhance and maintain an individual’s compliance and adherence to pro-
gram requirements and for utilizing both specific behavioral techniques
and cognitive intervention procedures (Marlatt & Parks, 1982). The re-
lapse model proposed by Marlatt (1979) and Marlatt and Gordon (1980)
also stresses the importance of preparing the client for future difficulties
in viewing problem behaviors as a probabalistic function of the concur-
rence of numerous variables. The findings of the study presented here
are also consistent with the results reported by Miller, Hedrick, and
Taylor (1983), who used behavioral self-control training with problem
drinkers and found changes in nontargeted life problems on follow-up
as long as 24 months. Addictive clients are notorious for creating prob-
lems in therapy by their resistance to treatment requirements, non-
compliance, and other behaviors indicative of low motivation in addic-
tive disorders. Therefore this group of clients is particularly appropriate
for a treatment approach that emphasizes the development of moti-
vation toward a different living pattern, the participation of the client in
selecting treatment objectives, and assuming responsibility for carrying
out therapeutic tasks and a future orientation that stresses preparation
for enduring maintenance of treatment gains.

SELF-MANAGEMENT IN RESIDENTIAL TREATMENT

The model that I have presented has also been applied in various
settings for individual patients and group programs. One example of its
application to addictive behaviors is a residential treatment program for
alcoholics, developed and directed by Ralph Schneider and his col-
leagues in Germany. It was recently described in a book, edited by
Schneider (1982). The program is consistent with our model in its aim to
change problematic drinking behavior. But the program is also based on
the assumption that understanding the context of this behavior, in-
creased self-confidence and feelings of competence (self-efficacy), reduc-
tion of anxiety and skill deficits, and motivated changes in life-style are
necessary for a satisfactory adjustment to a life without substance abuse.

In the program at the Furth Clinic, West Germany, these general
objectives are pursued by a dual approach. First, all patients participate
in therapeutic activities that relate to the common factors associated with
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alcohol abuse, for example, group therapy that deals with understand-
ing the biological and emotional context and consequences of alcohol,
applied to each person’s situation; methods of utilizing self-control and
relapse training, relaxation training, problem solving, physical fitness,
and leisure-time organization, etc. Second, patient groups, with mini-
mal guidance by the staff, also meet to discuss problems, evaluate pro-
gress, and deal with any items that are put on the agenda by group
members. These group meetings practice the assumption of responsibil-
ity by the patients for their own activities, therapy progress, and future
welfare. Third, individual therapy sessions allow specification of the
individual patient’s problems and planning of the combination of vari-
ous specific treatment components that are available in addition to the
obligatory components; for example, preparation for occupational pur-
suits, social skills training, etc. Finally, family therapy is scheduled as a
required component of the program.

Because of the need for a gradual shift from initially high structure
to increasing personal responsibility, patients are first assigned to highly
structured groups. After about 6 to 8 weeks, they spend several days in
a relatively free period of “individual deliberation.” Therapy meetings
are reduced in frequency and each patient is responsible for engaging in
intensive individual work on developing a “life balance-sheet.” Follow-
ing the goal- and value-clarification phase in group work, this period
allows patients to work intensively on assessing their personal life goals
and developing plans for achieving them. Several daily therapeutic con-
tacts with individual staff members are of short duration (10 minutes).
They are designed to offer patients assistance and to monitor their pro-
gress. The patient then joins the more fully structured groups. The last
stages in our model, the preparation for generalization and transfer, are
represented by emphasis on return to the community or home environ-
ment for increasing durations. Patients prepare for contact either with
self-help groups or psychological service centers and plan how to
follow-up these contacts after discharge from the clinic. Contacts with
employers and employment agencies are also made at this time. A re-
cent extension of this approach has been proposed by Schneider in what
he calls “interval therapy” (in press). Its central feature is that patients
return to the clinic for “booster” treatments for periods of 2 weeks, at
intervals of 10 to 12 weeks, 6 months, and 22 months to strengthen
progress achieved and to deal with new problems. If the patient is in
outpatient treatment, clinic residence is not needed after the 6 month
readmission. The concept of realistic coordination of treatment, life
events, and social context underlies the interval-therapy program,
which is currently in the planning stage.

The Furth Clinic has an extensive system for data collection in order
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to evaluate and improve treatment strategies and methods. Approx-
imately 500 patients have been treated yearly since 1978, primarily for
alcohol abuse. A one-year follow-up (for patients from the year 1979)
indicated an 80% abstinence rate for those who returned the mail ques-
tionnaires. About 35% of the patients did not return the questionnaire.
Of these 120 persons, a sample of 65 was visited in person by a psychol-
ogist. On the basis of this information it was established that 40% of this
group had remained abstinent. A 4-year follow-up revealed essentially
the same findings. It is interesting to note that patients who had re-
lapsed after 6 months were also those who had relapsed at the 4-year
follow-up.

A FEW UNRESOLVED ISSUES

The model that I have presented stresses the blending of social and
personal control in therapy. It emphasizes the need for helping the
client to experience, not just verbalize, his or her potentials for change,
to set clear goals, and to accept responsibility for the change process.
Although each element requires the use of some techniques, our view is
closer to a general-systems approach than to a model that highlights
only one or a few limited principles or mechanisms of change, such as
reconditioning, removal of barriers to self-realization, or extending con-
scious awareness of the origin and nature of central emotional conflicts.

Recently, Smith, Glass, and Miller (1980), Shapiro and Shapiro
(1982) and others reported the generality of therapeutic effects, re-
gardless of the type of treatment, therapist experience, and other fac-
tors. These findings have created considerable emotional reactions for
several reasons that are well described by Parloff (1984). Nevertheless,
even if the research methods are flawed or the samples biased, the
findings do suggest that there may be critical components in the therapy
process without which successful outcome cannot be achieved. Some of
these factors were noted by Jerome Frank over 20 years ago (1973). The
presence of such common features and the report of similar proportions
of success across widely differing schools of psychotherapy has led
some authors to attribute the effects of therapy entirely to the rituals of
treatment (e.g., Fish, 1973), or to nonspecific factors. In the treatment of
addictions, as in other life problems, I believe that the effects are the
results of a combination of the unique constellation of factors that in-
clude the nature and severity of the client’s problem (e.g., schizophrenia
vs. subassertiveness), the social context in which the client lives and the
therapist and patient operate, (e.g., a court-referred middle-aged mar-
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ried male problem drinker vs. a self-referred, single adolescent client),
and the clinical approach used.

Although various metamodels of the therapy process are useful in
definition of the problem, in activation of the client, and in the creation
of favorable conditions for change, several tasks remain: first, the fur-
ther development of a repertoire of methods by which various key ele-
ments of the therapy process are best facilitated for a given client; sec-
ond, the wider use and application of data from other branches of
psychology, such as learning, motivation, information-processing, so-
cial processes, and others, in the development of these methods. The
issue of client motivation and commitment is particularly focal. Recent
work on compliance, the reexamination of the concept of resistance, and
the closer analysis of client motivation that I have proposed here, all
point to the need for further research in this area and for translating
concepts and laboratory procedures into clinical methods. Finally, we
need to recognize that the heuristics for application of a body of scien-
tific knowledge to a specific life problem can be developed only by close
collaboration between the theoretician-researcher and the practitioner.
Although general principles are needed to guide conceptualizations and
methods, specific experience and/or data in the client’s problem area are
required to know what principles to apply how, with whom, when and
by whom for greatest effectiveness. This does not mean individual ther-
apy in the sense of uniqueness and artistry but rather the planned com-
bination of various methods, objectives, and therapy contexts corre-
sponding to the capacities, potentials, and limitations that each client
presents.

SUMMARY

It is now possible to summarize the implications for the treatment of
addictive behaviors, the issue that is of central concern here. I have
presented a conceptual framework that may be useful mainly because it
calls attention to the diversity of factors that determine successful treat-
ment. But at the same time this perspective points to critical contextual
components that may be indispensible for any treatment that desires
durable effects.

It is widely accepted among therapists that addicted persons do not
change by enforced deprivation of the abused substance, nor do most of
them view the abandonment of the habit or substance as a virtue per se.
Therapy therefore cannot aim solely toward temporary compliance with
abstinence rules nor toward breaking the behavior sequence associated
with the consummatory act. Although physical and psychological bene-
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fits can be derived from such procedures, the key to long-term therapeu-
tic effects lies in helping patients to develop goals and incentives that are
based on their acceptance of the inherent advantages of an addiction-
free life. This motivational source cannot be the desire to avoid social
punishment or to please others but it must originate in goals that the
patient generates. To this end we have suggested a model for the thera-
py process that helps the patient

1. To develop goals and incentives that are potentially attainable
and fit with his or her life experiences and sociocultural milieu

2. To experience feedback over time that reflects a balance of great-
er satisfactions and/or lesser distress in favor of the drug- or
alcohol-free life-style over the addictive life pattern

3. To acquire a skill repertoire (a) for attaining some of the same
positive outcomes as previously achieved by the addictive habit
(e.g., stress-reduction, social contacts, and support) by other be-
haviors and achievements, and (b) for handling temptation,
seeking or creating environments that support and model non-
addictive life-styles, and for coping with new problems or cues
that prompt the old behavior pattern

For expository purposes these therapeutic tasks can be put in overly
optimistic and simple terms: the therapist must help the patient to
dream new dreams that are achievable and move the patient to action, to
taste some success on the road to making the dream a reality, and to
offer professional help to make the transition as easy and painless as
possible.
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From Contemplation to Action
The Role of the World Health Organization

MARCUS GRANT

The purpose of this chapter is to review current activities within the
World Health Organization’s (WHO) global program on the prevention
of alcohol-related problems and to explore the extent to which these
activities reflect the comprehensive model of change that underpins this
volume. In particular, because the majority of the other chapters focus
on the enhancement of clinical practice, work in two linked areas will be
emphasized—advocacy of the public health interest, and the develop-
ment of national policies.

To an extent, of course, it is stretching its limits to take Prochaska
and DiClemente’s model of change, which was derived from processes
in individuals, and apply it to larger social concerns. Nevertheless, there
are interesting lessons to be learned, particularly in relation to the stage
of decision making. Countries, like individuals, do not change ar-
bitrarily and it is possible to see the work of an organization like WHO as
assisting in the movement from contemplation to action.

WHO AS A FOCUS FOR CONCERN

Ever since the First World Health Assembly in 1948, WHO has
recognized that it has a role as the focus for international concern about

MARCUS GRANT ¢ Division of Mental Health, World Health Organization, 1211 Geneva
27, Switzerland. The views expressed in this chapter are those of the author and do not
necessarily reflect those of the World Health Organization.
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alcohol-related problems. The range and severity of these problems vary
considerably from country to country as well as within countries. Nev-
ertheless, the accumulated research evidence of recent years demon-
strates that there is generally a positive association between trends in
alcohol consumption and trends in alcohol-related problems. This needs
to be understood from an individual and a social perspective. The rela-
tionship between consumption and problems is certainly complex, be-
cause even in a single country it cannot be assumed that drinking behav-
ior is evenly spread throughout the population. It is also important to be
aware that there may be groups who are particularly at risk.

Recent decades have witnessed considerable increases in alcohol
consumption and in alcohol-related problems in countries in all regions
of the world (WHO, 1980). Within the WHO European Region, the
number of countries with an annual per capita intake of more than 10
litres of pure alcohol increased from 3 in 1950 to 18 in 1979. Countries in
the WHO Western Pacific Region report sharp increases in alcohol-relat-
ed health damage, in alcohol-related crimes, and in alcohol-related acci-
dents during the 1970s. Similar reports have emerged from countries in
other WHO regions, including those with long traditions of abstinence
from alcohol. Although some countries in Western Europe and North
America are now reporting a leveling-off and even a modest decline in
alcohol consumption, the global trend is still that of continuing growth,
with particularly sharp increases in commercially produced alcoholic
beverages in some developing countries in Africa, Latin America, and
the Western Pacific (Walsh & Grant, 1985).

Not only the alcohol dependence syndrome itself, but also a wide
range of disabling and sometimes fatal physical and psychological con-
ditions, can be attributed either wholly or in part to excessive drinking.
In addition, alcohol-related traffic accidents account for significant pro-
portions of deaths in many countries, especially among young people.
Other accidents, including accidents in the work setting, are more fre-
quently related to alcohol consumption than is widely recognized. In
more general terms, the disruption to family life caused by the excessive
drinking of one or more family members causes distress and can also
result in violence and neglect. Other areas of concern include drinking
by young people and drinking by pregnant women, because both pose
questions about the possible harm that may be caused to vulnerable
populations. Drinking practices in some developing countries, which do
not have long historical traditions of consuming commercially produced
beverages of the range and strength available in most developed coun-
tries, may lead to a concentration of alcohol-related problems among
technicians and professionals, who are the scarcest resource, or among
young people, who represent the country’s investment in its future. In
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such circumstances, the real cost to the community is greater than
would be apparent from a simple statement of alcohol-related mortality.

CURRENT WHO ACTIVITIES

Following the recognition, at the 32nd World Health Assembly
(WHA) in 1979, “that problems related to alcohol, and particularly to its
excessive consumption rank among the world’s major public health
problems . . .” (WHO, 1985, pp. 103-104), the technical discussions at
the WHA 3 years later brought together participants from more than 100
countries. In the report of their discussions, they emphasized four basic
messages: that alcohol-related problems are health problems; that action
to reduce them is urgent; that there is sufficient consensus on priorities;
and that explicit commitment must replace token action (WHO, 1982a).

These themes were echoed in a further resolution at the 36th World
Health Assembly, which urged member states ““to formulate compre-
hensive national policies, with prevention as a priority, and with atten-
tion to populations at special risk, within the framework of the strategy
of health for all” (WHO, 1985). This resolution demonstrates the impor-
tance of the alcohol program to WHO's global strategy of health for all
and expresses the collective decision of all member states of WHO to
deal with major risks to health through a resolute program of action
involving all sectors of government.

An international meeting on alcohol and health held in Geneva in
November 1983 identified etfective advocacy approaches. This meeting
involved media practitioners and communication scientists. The recom-
mendations are now being implemented through the Division of Mental
Health and the Division of Information and Education for Health. Na-
tional and international meetings and workshops are being organized to
develop, promote, and test specific approaches to the prevention of
alcohol-related public health problems, with special emphasis on the
needs of developing countries.

A review was undertaken of the various documents on alcohol pro-
duction, consumption, and related health problems issued or drafted by
the Organization during the past few years. This review revealed that
the information available had been insufficiently exploited for advocacy
purposes. It also highlighted some discrepancies between various sets of
data. Action has now been initiated for improving our data base and for
producing a series of documents on alcohol production, consumption,
and health-related problems. These include an analysis of alcohol pro-
duction and trade that documents major trends, discusses their public
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health implications, and suggests areas for future work (Walsh & Grant,
1985).

Thus, within the terms of Prochaska and DiClemente’s comprehen-
sive model of change, it can be seen that activities in the advocacy area
have the double purpose of providing substance for contemplation and
providing a stimulus for translating the results of contemplation into
specific plans for action. This is, in itself, an important component of
international efforts in the area of alcohol-related problems, because
there are still many countries that have been reluctant to accept the
seriousness of the public health risks associated with particular life-
styles that include increasing rates of alcohol consumption.

A second priority area within the WHO alcohol program is collab-
oration with countries in the development and evaluation of the effec-
tiveness of national policies on alcohol-related problems, within the con-
text of national health planning and development. Following a compre-
hensive review of the world literature (Moser, 1980), a basic document
has been prepared (Farrell, 1985) on policy options for decision-makers.
It distinguishes between those policy measures for which there is now
sufficient objective evidence of effectiveness, those for which the evi-
dence is mixed, and those for which there is widespread popular sup-
port but little objective information. It is hoped that this document will
be of use in a wide range of countries, and that opportunities will arise
for working with countries to help test the impact of different ap-
proaches to policy development and implementation.

In the meantime, intercountry and national workshops are being
organized in a number of countries, particularly in the WHO African
Region. Simultaneously, the European Regional Office is coordinating an
eight-country project on community response to alcohol-related prob-
lems, as part of the development of more effective national programs.

The lack of adequate statistical information to support work in this
area has been repeatedly deplored in World Health Assembly resolu-
tions and in requests from member states. Following detailed planning,
it has now been established that collaborating centers are especially well
placed to play a leading role in developing activities in this area. The
Addiction Research Foundation (Canada) and the National Institute on
Alcohol Abuse and Alcoholism (USA) are bringing together groups of
scientists from a range of countries to review the existing situation and
to plan for specific international collaborative work. The first meeting
will concentrate on the improvement of the measurement of the alcohol
component in casualty statistics.

All these activities in the area of national policy development rely
on the involvement of sectors other than health, as well as health au-
thorities themselves. They therefore serve as a stimulus to the creation
of a truly integrated approach to national policy formulation and imple-
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mentation. Indeed, it is as the process moves from formulation to imple-
mentation that the change from contemplation to action achieves partic-
ularly vivid relevance. Policy formulation is itself an active process,
involving the participation of representatives of agriculture, tourism,
law and order, finance, and many others. Then, as the policy is imple-
mented, so the quality of action becomes increasingly essential. Itis, ina
sense, comparatively undemanding to create a theoretical policy; but
when that policy is actually going to change the legal framework and the
sociocultural context in which people live, then it becomes an enterprise
demanding the most careful and the most courageous of approaches.

This is true, also, although in a more restricted sense, of the third
priority area for the WHO alcohol program—namely, the development of
techniques for identification, prevention, and management in primary
health care settings. Because this area of work is more familiar to readers
of this volume, itis sufficient to note that a series of activities are devoted
to the development of measures to reduce alcohol-related problems in
family settings and in employment settings. Of particular interest is work
on the early detection of alcohol problems and the evaluation of simple
treatment interventions in the primary health care context.

The work on early detection has involved the comparison of exist-
ing screening methods and their testing in Australia, Bulgaria, Kenya,
Mexico, Norway, and the United States. The results of this project are
being fed directly into work on the development evaluation of measures
to be used for treatment and management of alcohol problems in the
primary health care setting. The project on treatment emphasizes the
development of effective and simple low-cost methods, designed to in-
crease (a) the number of people that will be reached, (b) the likelihood
that health systems can incorporate the relevant knowledge, and (c) the
likelihood that countries can afford the cost.

A simple advice session - will be compared to a counseling session
and self-help manual, in order to test their effectiveness in reducing
consumption and/or alcohol-related problems in problem drinkers.
Efforts in this area are supplemented by a descriptive survey of the role
of general medical practitioners in the management of alcohol-related
problems in a range of developing and developed countries. Reports
based on studies from 14 centers in 12 countries have been prepared in
order to achieve a better understanding of the current practice and the
future potential of general practitioners in identification, treatment, and
prevention of alcohol-related problems.

CONCLUSION

As is apparent from this brief description of the current WHO ac-
tivities on the prevention and control of alcohol-related problems, the
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intention is to establish a program that makes the most cost-effective use
of scarce resources, that will attract the support of relevant national and
international interests, and that will contribute significantly to the
efforts of the Organization to work with countries to achieve the goal of
health for all.

Because these activities fall within the work of the Division of Men-
tal Health in relation to the prevention of control of alcohol and drug
abuse, it is important to be aware of the strong links that exist between
efforts to alleviate alcohol-related problems and efforts to alleviate drug-
related problems. For many of the activities described above in terms of
the alcohol program, there exist parallel activities in the field of other
psychoactive drugs. Some issues are of particular relevance to one area
or the other, but many benefit from the development of a common
approach to alcohol and drug abuse.

In either case, the relevance of descriptions of change processes in
individuals to change processes at community, national, and interna-
tional levels is more than accidental. As one moves from contemplation
to action, so the consequences of particular policies become actual and
presume commitments of their own. Although this is sometimes a dis-
tressing experience in which cherished approaches turn out to be less
effective than had been hoped, it is of course best viewed as a challenge.
The conclusions of scientific studies and careful analyses of policy op-
tions have to be applied in the world of political and social realities.
Either they improve the health of people and of nations, or they do not.
And if not, then at least they should be able to provide experience that
enables one to plan more effectively for the future. The work of WHO,
in this as in other areas of technical expertise, has to do with gathering
the best available data, marshalling those data into useful strategies, and
then disseminating the strategies globally. This is an active process,
consisting of a judicious blend of scientific credibility and persuasive
advocacy. It also involves a watchdog function, in which WHO can act
as a collective conscience for its member states.

All these interrelated tasks are apparent in the current efforts to
prevent and control alcohol- and drug-related problems. These, too,
need to be seen within the context of the complete program of work in
the Division of Mental Health (WHO, 1982b). In order to achieve its
goals, the program gives central attention to the development of ways
that can help in the preservation and enhancement of mental health at
all ages and in the specific sociocultural contexts of member states. Alco-
hol-related problems impinge on many areas of physical and mental
health as well as on social functioning. National and international efforts
to prevent and control alcohol abuse are best seen as part of the broader
health concerns that are reflected in the strategies to achieve health for
all by the year 2000.
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From Contemplation to
Determination
Contributions from Cognitive Psychology

CLAUS-PETER APPEL

HUMUNCULUS ALCOHOLICUS: A CASE OF ATTRIBUTIONAL
FAILURE?

Before beginning, I would like to comment on my choice of approach. I
have chosen to treat the subject matter entirely from a cognitive, infor-
mation-processing point of view. This choice emanates from the impres-
sion that cognitive aspects (except for descriptions of cognitive impair-
ment; Jones, Jones, & Hatcher, 1980; Mello, 1972) have not been given
proper attention in the treatment of addictive behaviors, especially with
regard to the client’s propensity to delay decision making with respect to
drinking. Yet, it is this very delay that seems to foster the therapist’s
resentment that is sometimes reported in the literature (Baekelund &
Lundwall, 1975, 1977).

The patient behaves in what seems to be an erratic manner. Hence,
patients are often described in a pejorative fashion, as recently demon-
strated in a paper by Einstein (1982). Reflecting on the concept of drug
user he concluded
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the concept is a pejorative misnomer that prevents adequate treatment plan-
ning, negatively affects the treatment process and is irrelevant to treatment
outcome research. The drug user is associated with categories of pathology,
irresponsible behaviour or deviance that serves to limit adequate treatment
planning. (p. 205)

The type of attributional failure pointed out by Einstein (1982) is by
no means new in the history of clinical psychology. My feeling is that
such misattribution to a large extent is due to a lack of communication
between those researching in clinical and general psychology. For the
sake of illustration I would like to remind you of a discussion that went
on in the beginning of the 1950s. At that point, psychiatrists reported a
phenomenon that was judged to be typical of the pathology of reasoning
in schizophrenic patients: patients were described as incapable of logical
reasoning. This judgment was based on the observation that schizo-
phrenic patients frequently would judge items as belonging to the same
class if they shared a common quality (Arieti, 1955). This notion was
vividly rebutted by some researchers in cognition (Chapman & Chap-
man, 1959) on the grounds that research on reasoning with normal
individuals showed that this manner of lumping things together was
also characteristic of normal individuals. Chapman & Chapman (1959),
in summing up their observations, concluded:

If those writers are reporting a partially valid observation, the validity must
exist in a greater error tendency among schizophrenics, or the appearance of
the error tendency in contexts in which normals would not show it . . . in
exacerbations of normal error tendencies. (p. 225)

In a recent article by Heather & Robertson (1983), a parallel to the
above may be found, in that it represents a refusal to accept prematurely
all drinking behavior as pathological:

But what can be asserted with reasonable confidence is that the drinking of
persons labelled alcoholic is subject to the same laws as drinking in persons
not so labelled and that alcoholic drinking is modifiable in principle. (p. 140)

For the success of a model of change, like the one proposed by
Prochaska and DiClemente (1982), it seems important to me that the
kind of misattributions reported above be avoided. This requires that we
disentangle the specific from the general, the pathological from the nor-
mal, in our understanding of the process that leads from contemplation
to determination. I therefore would like to seize this opportunity to
address some aspects of behaviors displayed by normal individuals
when solving problems and making decisions.

Were I to summarize in advance the main point of my presentation,
I would paraphrase Heather and Robertson (1983) by saying that the
shortcomings in decisional behavior often observed in the addictive cli-
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ent are governed by the same rules as the decisional shortcomings in
people not so labeled, and that much can be done to understand, and,
we might hope, facilitate the transition from contemplation to determin-
ation by utilizing results from research on normal problem solving and
decision making.

CONTEMPLATION: COMMON SHORTCOMINGS IN THINKING
AND REASONING

The process of contemplation may, to a large extent, be understood
as reasoning with oneself. From my reading of the literature on thinking
and reasoning, much of the behavior displayed by alcoholic clients can
be understood at least equally well by applying a frame of reference
based on normal psychology as by applying a frame of reference based
on assumptions of pathology. It is my belief that, unless we learn how to
handle the shortcomings normally displayed, little progress will be
made in counseling in general and in the counseling of alcoholic clients
in particular.

PROBLEM SOLVING

In reviewing classic research on problem solving, I was struck by
the rates of success in a number of studies. Maier’s (1931) by now classi-
cal work on problem solving may serve as an illustration. He asked
subjects to tie together two ropes that were suspended from the ceiling
but too far apart to be reached simultaneously. In order to tie them
together, subjects had to realize that a pendulum could be produced by
making use of tools lying about in the laboratory. The following rates of
success were reported: about 40% of the subjects solved the problems
without aid given by the experimenter, 38% with some help, and 22%
failed even after assistance.

These figures are intriguing because they are very similar to out-
comes reported in studies on treatment in general and alcoholism in
particular (Luborsky, Singer, & Luborsky, 1975; Menaghen, 1983). They
are also in line with findings regarding the percentage of people who
successfully handle addictive problems on their own without coming
into treatment (Pearlin & Schooler, 1978, Schachter, 1981). Perhaps the
similarity between these observations is not a matter of pure coinci-
dence, but rather is due to the fact that the process of problem solving
studied in the laboratory has much in common with the processes en-
countered in the natural environment and in the therapeutic context.

Maier (1931) also reported the behavior of his subjects when failing
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to arrive at a satisfactory solution. They would, when finally realizing
that a pendulum could solve the problem at hand, blow at the cords,
throw things at them, or talk about a magnetic force that might draw the
cord. The resemblance to behavior that alcoholic patients reportedly
display as described by Jacobs (1981) is striking: when failing to achieve
their objectives, people will often revert to what is called "wishful think-
ing” as if engaged in a "brainstorming session,” where much of the
result will end in the waste paper basket once it is scrutinized for feasi-
bility.

Maier (1931) also reported the amount of aid (or counseling if you
will) necessary in order to maximize success: 80% of those solving the
problem did so within 10 minutes without any aid, 49% of the subjects
in need of a hint solved the problem within one minute after the hint
was given. Finally, it was concluded that the probability of solving the
problem decreased as a function of time the subjects spent on the prob-
lem and of the number of hints given.

Again, the results reported by Maier remind me vividly of the liter-
ature on counseling, where more counseling does not necessarily yield a
better result. Maier also made some interesting observations on how
people progressed towards the solution and how they reported their
progress: there was a marked tendency to repeat variations of pre-
viously unsuccessful solutions. Solutions often appeared suddenly as a
complete idea. When hints are given, subjects usually were unable to
point out what it was that made them come up with a solution.

The results reported by Maier (1931) again are similar to findings
reported by researchers studying the therapeutic process. Clients will
often repeat previously unsuccessful behavior (like handling emotional
problems by means of drinking), suddenly change their pattern of be-
havior, and when asked what it was that affected the change, more
often than not, both the client and the counselor are unable to pinpoint
anything in particular.

In cases like these, Kohler (1947) would probably have offered the
concept of insight as an explanation. Although stimulating, it offers little
in the way of practical suggestions for the counselor. Other researchers,
like Maier (1931) would explain the kind of behavior discussed here in
terms of concepts like productive and reproductive thinking: most of the
everyday problems we are confronted with can be managed by the
implimentation of problem-solving behavior readily available to us.
Thus, we are required only to think reproductively. It is only when we are
faced with novel situations that we cannot rely on means readily avail-
able to us, and thus are required to think productively. In such instances,
experience has to be restructured, and this seems to be a task that is
more difficult to accomplish than learning from scratch. Birch & Rabino-



FROM CONTEMPLATION TO DETERMINATION 63

witz (1951) have pointed out that the importance of past experience for
the solution of a novel problem lies not in whether relevant information
has been acquired, but rather in what context the information or skill has
been acquired, because this seems to shape the perception of cues and
stimuli. More recently, Pearlin & Schooler (1978) have shown that cop-
ing efforts that are successful in one domain might have no effect, or
might be detrimental, in others. Hence it may prove difficult to perceive
a pair of scissors as a means of constructing a pendulum, or, more
relevant to the present issue, to learn to use a colleague as a resource for
getting rid of an alcohol problem: in order to do that, you have to
perceive him or her as a person not primarily to impress, but also as a
person who can help. The problem is to get rid of what Duncker (1945)
would have termed “functional fixedness,”” which is known to interfere
with problem solving by limiting the generation of alternatives.

When scrutinizing the literature for remedies for the kind of short-
coming discussed thus far, little is offered that may directly aid counsel-
ing. However, the point I am trying to make is that this situation will not
prevail once we start to see the similarity between the shortcomings of
supposedly abnormal behavior and normal behavior.

REASONING

One phenomenon discussed in the literature on reasoning is the
effect of context on reasoning. Henle (1962) points out that failures to
reason logically often emanate from the fact that subjects have a tenden-
cy to slip additional premises into the problem. Poor results are thus
often due to a misunderstanding of the problem rather than to a failure
to reason logically. It is interesting to note that subjects, capable of
solving simple syllogisms, drastically reduced their performance when
syllogisms were reissued in a form that had a highly emotional content,
as when pregnant women were asked to solve syllogisms about infant
care. Kopp (1960), analyzing data from schizophrenic patients, found
the same shortcomings with regard to reasoning as did Henle in her
normal subjects. A recent paper on alcoholics’ decisional and reasoning
processes (Samsonowitz & Sjoberg, 1981) described the reasoning pro-
cess of addicts as ““twisted’” when analyzing factors that addicts held to
be responsible for their relapse into drinking. I have the feeling that a
concept like ““twisted reasoning” will add little to our understanding of
the process at hand and runs the risk of being used in the pejorative
manner pointed out by Einstein (1982).

In the previous example we have been dealing with deductive rea-
soning. Inductive reasoning has also been intensively studied (Bartlett,
1958). A paradigm often employed in this context is sectional map read-
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ing. It requires subjects to make a plan for getting from point A to B.
They are fed relevant bits of information about the geography as they
proceed with the task. A consistent finding reported by Bartlett (1958)
was that subjects, once they had decided about a route, were not easily
convinced to abandon their course, no matter how much evidence was
piled up against it. Furthermore, subjects seemed to prefer routes that
gave them a variety of later choices, rather than routes that led to binary
choices. The subjects in Bartlett’s study are, to illustrate the results, like
people on the way to their weekend cottage who decide to take a short-
cut. After a while it becomes clear to everybody involved that the so-
called shortcut has turned out to prolong the journey considerably.
Meanwhile everybody gets hungry, tired, and irritated, yet the road that
seems to lead no where is not abandoned. This behavior, in my mind,
differs little from the behavior of a client who decides to take a shortcut
to comfort by buying yet another bottle of liquor, although it has
dawned on him that the shortcut is a mistake. The fact that the severity
of consequences differs in these two examples does not imply that dif-
ferent types of concepts need to be employed in order to understand
these two decisional behaviors.

Rayner (1958) has pointed out that people generally have great diffi-
culties when planning ahead, especially developing alternative plans in
case the original plan does not work out. This goes even for very easy
tasks. Combining Rayner’s (1958) results with those of Bartlett (1958),
one would expect that a treatment program that extends over a limited
span of time and that offers many alternatives, thus postponing final
choices, would be more attractive to clients contemplating treatment
than would programs that span over long periods of time and offer very
little in terms of alternatives. Similarly, it seems that a counselor would
do well in helping the dlient to develop alternative ways of handling
various problems, thus delaying premature steps towards closure. Once
a premature solution is attempted, it may be very difficult to stop the
process, let alone to reverse it.

Another commonly observed shortcoming in normal thinking is
due to the fact that we usually look for confirmation rather than nega-
tion about hypotheses or beliefs we hold to be true. A major source
regarding this topic is the work done by Bruner, Goodnow, and Austin
(1956). Their results suggest that only a small minority of subjects would
use a strategy where they tried to refute their own hypothesis. The
mainstream behavior is to try to gather evidence for one’s own beliefs.
This is so common in everyday life, that we tend to overlook its role as a
major source of distress. Indeed, it is the common way in which science
(as well as this presentation) tends to proceed, as has been pointed out
by Kuhn (1962) and Popper (1959). The result of such self-confirming
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behavior may very well be to slow down progress, be it on the level of
progress in science or on the level of recovery in our alcoholic patients,
when they reason that "there simply is no other alternative” to handle
the problem at hand.

For the sake of illustration I would like to describe one of my clients.
He had come for counseling because he recently had fallen and injured
himself. This worried him but he did not link his lack of balance to
drinking. Quite to the contrary: his own observation was that these
symptoms were reduced after taking a couple of drinks. What worried
him now was that drinking did not help any longer. In order to accom-
plish any change, my client would have to do something that few people
ever do, even when sober: challenge his own experience, not unlike the
subjects in Bartlett’s (1958) and Bruner’s (1956) experiments, by conduct-
ing an experiment of a special kind: quit alcohol for a couple of weeks
and compare the resultant state to the present one!

DETERMINATION: COMMON SHORTCOMINGS
IN DECISION MAKING

When faced with the task of decision making, the shortcomings
commonly observed in the thinking and reasoning process are likely to
come into play. However, research on decision making has exposed a
number of shortcomings that are particular to the context of decision
making. There is little reason to believe—a priori—that the principles of
the decisional processes in addictive behaviors differ from the principles
normally observed in people, even though the consequences may have a
quality of their own.

Much of the research done on the topic of decision making has
focused on model building, an enterprise with its roots in the 18th
century. Basically there are two classes of models. One, usually called
“normative,” is based on some criterion of rationality and prescribes
what one should do in order to be rational, like “maximizing outcome”
in a choice situation or alternatively "'minimizing loss.” The other class
of models, often referred to as “descriptive,” represents an attempt at
building models based on behavioral deviations from the normative
models of decision making.

OPTIMIZING

The optimizing type of model comes with various labels, depending
on how its various parameters are defined. In its basic form it would
include the two parameters expectation (E) and value (V). Hence, the
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model may be referred to as the EV model. Other forms of the model
have essentially the same structure and rationale. (For readers interested
in the formal aspects of these models, I would recommend consulting
Lee, 1971).

Basically, these models hold that people would choose the alter-
native with the highest payoff in a set of options, like choosing the best
apple one can get for a given amount of money, which seems to be
reasonable by anyone’s standards. The problem is, however, that you
would have to select the best apple on display, which means that you
would have to check each of the apples available with regard to all
aspects that make an apple a good bargain: size, color, taste, texture,
firmness, and price. My guess is that you will not attend to all aspects, at
least not when buying an apple, and it is a good bet that you will never
do so, no matter what you have to decide. Yet, this is exactly what the
optimizing model would expect you to do.

Simon (1979), in reviewing the literature on optimizing, concluded
that people simply lack the “wits” to maximize. Part of the problem is
that checking on all the available alternatives would make unreasonable
demands on our information processing capacity and exceed by far that
of our memory (Miller, 1956), which seems to work within the limits of
seven plus or minus two chunks of information (provided we are un-
affected by drugs). Thus, the frequently made observation that people
will behave in an erratic fashion when faced with decisions where many
variables have to be considered, is understandable.

Another problem involved is the tendency to frequently shift the
values attached to the aspects that enter the decision (like deciding
whether color or texture is more important in an apple). As a result,
drastic changes with regard to preferences are observed, and it does not
matter in this context whether we are talking about decisions concerned
with short- or long-lasting consequences. If we are dealing with long-
range consequences, there is, however, yet another problem that may
turn out to be detrimental to good decision making: usually we seek to
solve immediate problems, sacrificing long-range solutions to problems,
especially when under time pressure and real or imagined stress
(Young, 1966).

Thus, when scrutinized through the optics of this normative model,
it is uncommon for people to behave rationally, whether drunk or sober.
But, if we can not optimize, what can we do?

SATISFICING

The satisficing model has been formulated by, among others, Simon
(1976). Its attractiveness is due to the fact that it successfully handles
some of the shortcomings found in the optimizing model.



FROM CONTEMPLATION TO DETERMINATION 67

Instead of having you optimize outcomes, for example, looking for
the best apple available for a given price, this model assumes that you
only continue searching until you have found one thatis “good enough.”
In other words, a decision is made when an alternative is found that
meets a minimum set of requirements. One of the major advantages of
this model is that it requires a less thorough search of information as well
as less storage of information than the previous model. The payoff for this
reduction of effort would be less cognitive strain, but at the price of
making suboptimal decisions.

Numerous studies have corroborated this model in both real life
settings and laboratory experiments. For instance, in one study on exec-
utive decision making it was found that executives would lean toward
more conventional decisions, choosing the second best alternative, as
soon as uncertainty was involved in the decision (Young, 1966). In an-
other study (Tversky, 1972) it was shown that the tendency to subop-
timize will be stronger when greater uncertainty must be dealt with,
which often means sacrificing long-term gain for short-term accept-
ability. According to Etzioni (1968) this holds true for consumers in the
supermarket as well as for governmental officials. Thus, it seems reason-
able that it also will encompass the behaviour of our clients when mak-
ing a decision about sobriety.

What people seem to be looking for is an improvement over prevail-
ing states, and typically only two alternatives are compared at a time. If
neither of the alternatives will do, one is likely to repeat the whole
decisional sequence once more until one is satisfied. The model thus
does not preclude the contemplation of a larger number of alternatives,
but the process of scrutinizing is most likely to be done in a sequential
rather than in a parallel fashion. Thus a great deal of the information
gathered is usually lost along the way, which is one good reason why
record keeping and progressive balance sheets are of value in coun-
seling.

The satisficing model comes in various shapes. In one of them,
subjects will use one criterion only in their decision. Using only a single
criterion in the decisional process is by no means a sign of cognitive
impairment or inebriety. This ‘“‘single mindedness” is frequently ob-
served when people are faced with a major or a difficult decision. In the
information gathering phase of the decisional process, this is illustrated
by asking only one close friend for advice, one lawyer, or one physician
rather than a number of people; a simple decision rule has also been
found to satisfactorily describe choice behavior of consumers (Hansen,
1972).

A special case arises when morality is involved (Schwartz, 1970). In
such cases, people very often felt that they have not been suboptimizing,
but have chosen “the only possible alternative.” (In a similar vein,
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political decisions are often characterized by a simple decisional rule, like
the consensus rule.) As a result, the likelihood increases that the quality
of the decision may be impaired. This phenomenon is particularly pro-
nounced when disapproval is anticipated either from others or from
oneself. Utilitarian considerations that might be important are likely to be
set aside for the sake of adhering to an overriding moral criterion.

It is a common observation that moral issues often are raised in the
context of drinking problems. If we are to trust the literature on decision
making, in such instances a situation is created that promotes impaired
decision making.

It is safe to say that this model of decision making is closer to
what people actually do. It is equally clear, however, that the decisional
process understood in terms of this model is still far from rational,
because people will not make use of all the information available. Thus,
a bystander as well as a researcher or a counselor may very well despair
when watching what goes on.

ELIMINATION BY ASPECTS

One of the major assumptions of elimination-by-aspects model is
that the decisional process has much in common with the game known
as “Twenty Questions” (Tversky, 1972). People are not single minded as
in the previous model. Instead a considerable number of criteria may be
used. What happens is that people are expected to engage in a suc-
cessive narrowing-down process. Usually one would start with the most
important criterion or aspect and check available alternatives with re-
gard to this aspect. Alternatives that do not meet this criterion are thus
rejected as unacceptable. If we stick to the previous example of the
purchasing of an apple, it is like eliminating all green apples from con-
sideration, keeping the red ones only. Next, one would proceed by
scrutinizing the remaining red apples with regard to the criterion second
in importance, like size.

One of the major findings when researching this model is that peo-
ple frequently behave erratically with regard to what they consider the
most important aspect in their decision. After having scrutinized half of
all the apples on display, people may discover that the color of apples
really is not as important as their size or texture. Thus the process has to
start all over again.

Even though this process often is quite slow, it will usually progress
toward an optimal course of action in terms of “incremental improve-
ments”’ geared to alleviating present shortcomings (Miller & Starr, 1967).
It is also a type of process that is regarded as a safeguard against drastic
changes (Popper, 1959). In the context of addictive behavior, the incre-
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mental-decision-making model would fit the situation where a person,
beginning with an occasional drink for the purpose of relaxation, would
end up with what euphemistically is called a ““drinking problem” with-
out ever making an active decision about drinking behavior.

Evidence for major life decisions being the result of an incremental
decisional procedure comes from various studies. Ginsberg, Ginsburg,
Axelrad, and Herma (1951) noted that this type of model adequately
described the choice of career even in people with skilled occupations.
Similar results were obtained by Matza (1964) on the “careers” of delin-
quents, and by Qaller (1938) with regard to the way in which people
chose partners for marriage.

It is unlikely that people will adopt but one decisional strategy, and
Etzioni (1967) has proposed a model combining aspects of all three mod-
els previously reviewed. He claims that subjects would attempt optimiz-
ing when confronted with major difficulties, whereas satisficing would
be more common when simple decisions are asked for. However, os-
cillation between different approaches is likely to present a problem of
its own, especially when these oscillations occur unsystematically in the
context of counseling.

DETERMINATION: COMMON SHORTCOMINGS IN JUDGMENT

Judgment may be considered an integral part of all contemplation
and decision making and many researchers in decision making have also
turned their attention to various aspects of this topic. Some of their
findings may be of interest when reflecting on the normalcy of client
behavior.

One phenomenon described in the literature is called the “’conjunc-
tion fallacy.” The probability of a conjunction, such as P(A&B), cannot
exceed the probability of its constituents, P(A) and P(B). Judgments
under uncertainty, however, are often mediated by intuitive heuristics
that do not adhere to the conjunction rule. This means that in everyday
life, a conjunction can be more “representative’” in our minds than any
of its constituents. Such violations of the conjunction rule have been
demonstrated in various contexts; for example, personality judgment,
decision under risk, suspicion of criminal acts, etc. Tversky and Kahn-
eman (1983, p. 313) conclude:

In cognition, as in perception, the same mechanisms produce both valid and
invalid judgments. Indeed, the evidence does not seem to support a ““truth
plus error” model, which assumes a coherent system of beliefs that is per-
turbed by various sources of distortion and error.
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One such normal mechanism is the influence of affect on the judg-
ment of the probability of events. Reading about an undesirable event
increases people’s estimates of the frequency of risks (Johnes & Tversky,
1983), even for events totally unrelated to the event read about. Con-
versely, reading about a positive event can change affect accordingly.

Thus, the way in which information influences judgment about
future events may be systematic, but not necessarily adequate. In this
respect, alcoholic clients confirm the rule, rather than being an
exception.

Our normally somewhat disturbed relation to information is also
confirmed by research on the Bavesian model. This research deals prom-
inently with the impact of information on probabilities involved in deci-
sional problems. (For the mathematics of the model, see Lee, 1971). The
question is, how are people influenced by new eivdence when making a
decision?

What has been found in many studies is that people generally, at
least in single-stage decisions, undervalue new information; that is, they
behave more conservatively than is prescribed by the Bayesian model.
In multistage decisions the tendency is reversed: people tend to be more
extreme than they ought to. In any case, people tend to be highly confi-
dent in their judgment. Cohen, Chesnick, and Haran, describing what
they call the “inertial-phi effect” conclude: "the phenomenon which our
experiments appear to have identified . . . may turn out to be a charac-
teristic feature of human judgment, while pin-pointing one of its
Achilles heels” (1972, p. 46).

Tversky and Kahneman (1974) have suggested that simple heuris-
tics, which they have labeled representativeness, availability, and ad-
justment, might be responsible for our tendency to produce erroneous
and overconfident judgments.

The heuristic of representativeness implies, among other things,
that judgment regarding the likelihood that one event will generate
another, depends on the similarity between these events. (Similar
events are judged to be representative of one another.) In the process,
small samples are usually judged as being typical for large populations.
Finally, error due to unreliability in the data judgments are based on is
usually underestimated.

Research on the heuristic of availability shows that an event is
judged likely or frequent if it is easy to imagine or recall in relevant
instances. (For an alcoholic it may be neither easy to recall nor to imag-
ine what things are like when sober.) Because availability is affected by
factors unrelated to likelihood, such as familarity, recency, and emo-
tional salience, heavy reliance (as possibly done in satisficing) on this
heuristic is likely to result in a systematic bias in the decisional process.
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Finally, similar to results in psychophysics and social psychology
(e.g., anchoring, halo effect) the heuristics researched by Tversky &
Kahneman (1974) show that people are unable to adjust their judgment
to new information, which usually results in overconfidence. This is so
common in judgments involving chance and skill that some researchers
have talked about the “illusion of control”” (Langer & Roth, 1975; Slovic,
Fischoff, & Lichtenstein, 1976).

DEALING WITH OVERCONFIDENCE

One prominent line of reasoning to account for the phenomenon of
overconfidence (often found to be typical in the first steps of recovery in
clients) has been that the environment is often insufficiently structured
to provide adequate feedback to make changes in one’s judgments.
Considering the power and persistence of this tendency, it would proba-
bly require equally persistent and powerful feedback to achieve correc-
tion, something that is unlikely to happen in ordinary social conduct
without being regarded as a violation of rules for conduct. It seems thus
plausible that an important aspect of counseling would be to provide the
kind of feedback necessary, which is unlikely to occur in the natural
environment. Technically, this could imply the design of tasks a patient
would be asked to carry out between sessions.

However, even if adequate feedback is provided, there is still room
for distortion, because it is known that people are more likely to re-
member favorable outcomes than unfavorable ones in a number of dif-
ferent tasks (Langer & Roth, 1975). Furthermore, it is also well docu-
mented that people exaggerate their confidence and ability to predict
behavior, especially the extent to which others should have predicted an
outcome and their own ability to predict future events (Fischoff, 1975).
Inspected with this in mind, the client’s prediction, his confidence in his
ability to “quit the habit” must be understood for what it is: a declara-
tion of an intention rather than a promise, one that is subject to the same
fallacy of all “‘normal predictions.” Thus, what often is perceived as a
moral issue, or a character deficiency, can be understood otherwise.

SiTuaTIONS IN WHICH FEEDBACK WILL NoT WORK

One way of looking at the dilemma faced by the addict when trying
to change is to understand it in terms of a model called “Multiple Cue
Probability Learning” (Slovic & Lichtenstein, 1971), a type of inferential
learning. In essence, this means handling a number of cues (like situa-
tions or moods when one drinks) that come with different probabilities.
Provided the cues presented are linear (cues are linearily related to some



72 CLAUS-PETER APPEL

outcome in a situation, such as “every time I start to think about my
finances I start to drink”), learning is rather slow. If, however, a non-
linear relationship exists between outcome and cue, learning is even
slower. People are known to behave very inconsistently under such
circumstances, and what is worse, especially when one considers what
this means for decisional counseling, feedback does not help very much.

The situation is similar to one in a series of experiments done by
Brehmer (1974), where subjects were confronted with inferential tasks.
For some of these, the rules were entirely random. People tried to solve
the problems, generate rules, change them; they became very inconsis-
tent and would often revert (or relapse if you will) to previously unsuc-
cessful solutions. Even when tasks are not random, but nonlinearity
does persist, people will continue to have a hard time even when given
the proper rules. Real life feedback is similar to this situation in that
people in the client’s social environment vary their behavior toward
them. Inconsistent behavior toward clients is also likely to occur in the
hospital setting and, last but not least, in the individual counselor’s
behavior toward the dient.

NOT MAKING A DECISION: CONTEMPLATION
VERSUS DETERMINATION

In the literature on cognition and decision making, not making a
decision has been given little attention. It is usually regarded as a conse-
quence of factors involved in the decisional process, and not as behavior
in its own right.

An aspect that is likely to exacerbate the problem of the alcoholic
client, as indeed of all people contemplating a major life decision, is the
fact that the decision to stay sober is usually tied into a whole sequence
of decisions (e.g., developing new skills for handling anxiety without
alcohol, changing one’s leisure time activities or making new friends).
As noted before, in sequential decision making the final outcome is
affected by the probabilities in all steps in the sequence. Keeping the
inertial-phi effect in mind (Cohen et al., 1972), it is obvious that the more
steps involved, the less likely it is that the final outcome will be the one
predicted or hoped for.

There are, of course, many ways in which one could describe non-
decisions. I should like to address but three aspects of nondecision
closely related to what has been said about decision making in the pre-
vious paragraphs. Nondecision comes in at least three forms: refusals,
delays, and inattention.
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REFUSALS

In many real life situations the status quo is associated with less
uncertainty than other alternatives. Many writers view it as the refer-
ence point against which all other alternatives are evaluated (Pitz, 1980).
Its appeal is that one knows more about it, whereas one knows less
about the alternatives. How much the lack of knowledge regarding alter-
natives may mean in the decisional process is nicely illustrated by a
recent encounter with a client of mine. My client strongly believed that
the discomfort experienced when reducing her alcohol and drug intake
would prevail for the rest of her life. Her refusal to change was under-
standable in the light of beliefs about what things would be like if she
decided to quit drinking.

Perceived risk is another related factor that may lead to both deci-
sions and nondecisions. Subjects will often have a maximum level of risk
they accept, and beyond that level an alternative will be rejected, no
matter how favorable the outcome may be (Pruitt, 1962). These levels are
usually quite low, as demonstrated in several studies (Irwin & Smith,
1957; Lanzetta & Driscroll, 1966). The research has led to the suggestion
that “risk tolerance” or the style of decision making could be viewed as a
personality trait, but the evidence for such a view has been scanty (Cox,
Chesnick, & Rich, 1964; Goldsmith, 1968, Kogan & Wallach, 1967;
Lamm, 1967).

DeLAY

Another form of nondecision is delay. The reasons for delay may
include (a) inspection of alternatives, (b) getting a second opinion, (c)
deliberation, and (d) waiting for the availability of the goal.

Inspection of Alternatives

A paradigm that has been frequently used to simulate real life
events has been the “secretary problem,” proposed by Gilbert & Mostel-
ler (1966). It refers to a class of tasks where alternatives are presented
sequentially, for example, as when hiring a secretary. The subject may
stop the search for information at any time in the process or go on, at a
specified cost, to collect more information. Thus the number of alter-
natives can be controlled as well as their qualities. A major inference
from this type of study has been that the mere compilation of alter-
natives usually helps people to clarify their goal as well as the develop-
ment of means to achieve the goal in question. This is yet another piece
of evidence for the position that helping a client in the generation of
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alternative ways of handling a problem is vital in the process of
counseling.

Getting a Second Opinion

Klahr (1967) has shown that people will intensify their search for
information when the alternatives at hand are similar. However, they
will go on searching for information about the available alternatives,
even when the outcome is unavoidable and the information is useless
(Lanzetta & Discroll, 1966). People have even been found willing to
invest a greater part of available resources (be it time or money) into
reducing this kind subjective uncertainty. Thus, the reduction of uncer-
tainty seems to be of major importance in the formative period of a
decision, and counseling will, to a large extent, always imply the reduc-
tion of such uncertainty.

Deliberation

The evaluation of available alternatives after they have been com-
piled has been another popular topic in research on decision making.
Among the prominent questions that have been asked are (a) Why do
some decisions take so long, and (b) What do people do while not
making a decision?

These questions have been studied in various ways, often by em-
ploying reaction-time measures. Irwin (1958) suggested, as did Pavlov
before him, that delay in choice behavior is intimately related to the
possibility (or capacity) to make discriminations. It would seem plausi-
ble that gathering information would play an important part in this
process. However, it has been frequently found that people gathering
little information will not arrive at a decision sooner than people gather-
ing much information. Those gathering little information merely seem to
use more time in reiterating the information available. Furthermore,
there is no evidence that the two strategies involved would lead to
differences in the quality of the decision made (Zajonc & Bernstein,
1961).

Svensson (1974) has more directly investigated what is done when
information is evaluated. He found that people usually attempt to ease
the cognitive burden involved in decision making through simplifying
the problem dealt with, and a decision is usually achieved by reducing
the number of aspects considered in the decision.

In a similar vein Slovic, Fischoff, and Lichtenstein (1977) have at-
tempted to take a closer look at decision making by having people
“think aloud”” while in the process. From their compilation of verbal
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protocols they concluded that subjects proceed by eliminating alter-
natives they feel are unacceptable. The major reason for a prolongation
of decision making, viewed from this angle, is the tendency to oscillate
with regard to the relative value of aspects.

Another major problem involved here is the revocability of a deci-
sion: it takes more than twice the time to make a decision that is viewed
as irrevocable than it takes to make one that is perceived as revocable
(Mann & Taylor, 1970), provided the decision is easy. If it is difficult, the
irrevocable decision may take still longer by comparison. As of yet, we
know only little about how revocability affects real life decisions, be-
cause the results reported come out of the laboratory. Yet there is little
reason to believe that people would behave more efficiently in real life,
when stakes usually are considerably higher and the amount of informa-
tion to be dealt with usually is more complicated than in the laboratory.

Waiting for the Availability of the Goal

Even though often observed in every day life, the topic of waiting
for the availability of a goal has attracted little attention in research,
apart from the finding by Mischel (1961) that people will opt for less
attractive alternatives when delay of gratification is required. In a recent
study by Vuchinich & Tucker (1983), subjects were confronted with a
choice between different amounts of alcohol and different amounts of
money, with varying degrees of delay. It was found that the preference
for alcohol, in all types of subjects, varied negatively with the amount of
money at stake and positively with the length of delay. Several other
aspects often considered of importance in the clinical context were in-
vestigated in this study, like the role of mood, but data did not show
that they modified choice behavior. The authors concluded that states
often Reported as immediately preceding the decision to have a drink
are probably given too much importance. Instead they suggest that the
availability of alternatives be given more attention when studying the
processes involved in deciding to have a drink.

Inattention

The preceding examples are based on the premise that subjects are
aware of alternatives. This might, however, not be the case. (Whether
this is so subjectively or objectively does not really come into play at this
level.) While inattention prevails it is unlikely that a decision is equiv-
alent to making a decision. Therefore it seems to be vital to ask why
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situations fail to elicit a cognitive structure that will result in activities
normally associated with decision making.

There are mainly two lines of inquiry regarding this topic. One is
predominantly found in clinical literature and deals with the problem in
terms of avoidance whereas the other avenue of inquiry deals with it on
the level of task properties and is primarily found in the cognitive liter-
ature (Janis & Mann, 1977).

The propensity for the conscious avoidance of decision making
seems to be as old as mankind. It has been interpreted as shunning
responsibility, especially if blame, be it from others or from oneself, is
involved. Although this interpretation is quite frequently made (Kauf-
man, 1973; Mack, 1971), there is little evidence for such an interpretation
from research. The majority of support for such a view seems to ema-
nate from case studies and fiction. (This does not imply that such evi-
dence should be dismissed a priori.) Research on decision making that
might be interpreted to support the view that we are dealing with con-
scious avoidance comes from Kogan and Wallach (1967). In their work
they describe a phenomenon called “risky shift,” which has been in-
terpreted as the avoidance of individual responsibility. The phe-
nomenon refers to the observation that a higher level of risk is accepted
when people make decisions collectively than when making decisions
individually.

The variable most frequently researched in the other line of inquiry
is the salience of cues (Yakimovich & Salz, 1971). Studies in which this
aspect has been varied systematically show that decisions often can be
reversed as a consequence of this variable. Salience is thus a step to-
wards discrimination, which in turn is a vital step towards reduction of
ambiguity. If low levels in any of these factors prevail at any of the
decisional stages, the likelihood of attention is reduced and with it the
probability that a decision will be made. Hence, raising the salience of
appropriate cues is likely to be a main objective in all kinds of counsel-
ing, including the counseling of the addicted client.

Even cognitively oriented researchers have speculated about the
possibility that decision making is aversive in character, but have
stressed intellectual rather than emotional strain (Festinger, 1964; Janus,
1959; Lewin, 1942). As of yet, there is little experimental corroboration of
this notion.

According to the view outlined here, nondecision may, to a large
extent, be understood in terms of cognitive factors, such as uncertainty,
level of risk tolerance or ambiguity, salience of cues, perceived conse-
quences, generation of alternatives, and search for information. Because
there is little reason to believe that alcoholic clients differ from other
people in the dimensions discussed, it seems important that more cur-



FROM CONTEMPLATION TO DETERMINATION 77

rent research be geared toward the development of techniques that
make for more proficient handling of these factors in the counseling
context.

DECISIONS: SOURCES OF CONFLICT AND STRESS

Treating the subject of decisions from a cognitive point of view by
no means excludes consideration of emotion. Not being able to make or
carry out a decision, changing one’s value structure, finding out that one
has forgotten important aspects that should be incorporated into the
pending decision are the interface between cognition and emotion, and
therefore can not be overlooked in the present context. (For excellent
papers bearing on this topic see Folkman 1984; Simon 1967; and Zajonc,
1980.)

ANTICIPATORY REGRET

A feeling of regret may often creep in on us even before a decision is
made. This phenomenon is studied under the heading of anticipatory
regret (AR); it is probably the aspect of contemplation that has been
studied most intensively. Because it is reported that people during this
phase often display a maximum of anxiety (Epstein & Fenz, 1965; Janis &
Mann, 1977), it seems that contemplation is the phase of the decisional
process where we are most vulnerable. The level of anxiety displayed is
usually related to potential loss expected. Proficient counseling will thus
have to deal with the content of cognitions concomitent to this kind of
stress, which, as pointed out by Easterbrook (1959), is disruptive of
performance.

There are a number of conditions that can augment the severity of
AR. Among the more prominent ones is the anticipation that negative
consequences of a decision will materialize soon after the decision is
implemented. Under such circumstances it is likely that any decision
needs a good deal of support. The alcoholic who expects severe symp-
toms of abstinence is exactly in this predicament. The frequently ob-
served postponement of “getting on the wagon” is thus a normal behav-
ior. For this reason it is probably wise to alleviate medically the immedi-
ate negative physical consequences for the patient who tries to quit
drinking. Unfortunately, counselors can rarely offer such immediate
comfort for other types of more or less direct negative consequences of
stopping drinking, which, in the view of the patient, may result in a
pessimistic outlook regarding the benefit of the counseling relationship.

Another condition of importance is the expectancy that one has to
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adhere to a decision, especially if this expectancy is expressed by signifi-
cant others. Although significant others generally are looked on as a
major source of support in the literature, it probably should be remem-
bered that cases exist where the opposite may be true with regard to
effects on the level of anticipatory regret. The youngster who has his
first performance in the little league watched by his parents, the para-
chutist who is about to execute her first jump in front of her compan-
ions, or, last but not least, the alcoholic client who is expected by spouse
and friends to succeed at staying sober, no matter what hassles might be
involved, all these are everyday examples where those close to us can
become a threat to success, in that they exacerbate anticipatory regret.
Thus the propensity towards inefficiency and premature decision mak-
ing might be heightened considerably. Some recent data from Appel &
Berglund (1985) may be interpreted along these lines of reasoning.
These data show that clients who have been in treatment before seem to
place less emphasis on the support of significant others than on medica-
tion (Antabuse) when entering treatment for the second time. The re-
verse is true for clients coming into treatment for the first time. (This
does not imply that significant others should, as a rule, be excluded
from participation in the counseling process.) Further evidence that the
concept of support, especially social support, may need some refine-
ment is found in a recently published article by Kessler, Price, and
Wortman (1985).

PosTDECISIONAL REGRET

While AR is a state of mind that is associated with the time before a
decision is made, post decisional regret (PDR) is the label linked to the
period immediately after one has made a decision. A look into the liter-
ature on this topic shows that PDR is a common phenomenon that may
be induced by events or credible communications that call attention to
potential losses, no matter what type of loss is at stake, be it financial,
social, or health related (Festinger, 1964). The stressful nature of PDR is
well documented. People complain about sleeplessness and psychoso-
matic problems. Defensive strategies, such as shifting responsibility,
procrastination, intensive work, sexual indulgence, or getting drunk,
may be employed to reduce the strain experienced. Apart from this,
some other issues dealt with in this line of research may be of some
bearing on the present topic of decision-making behavior. The research
demonstrates that a decision is not necessarily final just because it has
been implemented.

However, once a decision is made, it may be in need of a lot of
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support to be maintained. For instance, people read ads about the prod-
uct they have bought and avoid ads of rival brands. This is tantamount
to looking for support for one’s decision. Another form of support fre-
quently employed is bolstering (Mann & Abeless, 1970; Vroom, 1966). It
seems that once we have made a decision, we want to look good re-
gardless of the quality of the decision made. This is not, it seems, unlike
the situation where an alcoholic client decides to stick to drinking bud-
dies, or avoid them altogether depending on what the decision is. Even
though the outcome of both these behaviors is likely to differ consider-
ably, the quest for support for one’s decision may very well be the same.
With this in mind, it is easy to understand why a client, having acted
contrary to advice given, would refrain from returning to the adviser.
Thus, a good counseling strategy would be to assure the client that he or
she is welcome back even if things do not turn out as anticipated.

Oscillations in PDR

One of the tricky qualities of PDR often overlooked in the clinical
literature is that PDR, although highest immediately after a decision,
seems to oscillate drastically even in the in context of normal decision
making. Walster (1964) was the first to report this phenomenon in a
study on draftees’ job choices. She found that the rated attractiveness of
a choice diminished directly after a decision was made, was then up-
graded and finally reduced again. The opposite was observed for the
rejected alternative. To me this seems a plausible frame of reference for
understanding what happens to many alcoholic patients. Viewed this
way, their oscillation between bouts of inebriety and sobriety does not
necessarily imply a pathological trait. Unfortunately, few clinical studies
seem to have scrutinized the mechanisms that are in control of this
phenomenon.

In the context of general psychology it has been found that PDR is
controlled mainly by the same variables as AR, for example, the level of
anticipated negative consequences and expected losses following the
implementation of the decision made. Furthermore, it seems that bouts
of PDR often occur spontaneously without having to be triggered by
external stimuli or events. Both the immediacy and spontaneity of the
occurrence of PDR should probably be given attention in counseling
sessions, and in order to minimize the probability of relapse it would
seem wise not to dismiss the client immediately after a decision is
reached. Rather, the frequency of contact probably should be high im-
mediately after a decision is made.

In a sense, the emphasis on PDR is only half the story. In reality we
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might very well be dealing with what is called a double ap-
proach/avoidance conflict, in that both quitting and continuing are am-
bivalent alternatives. The aversive concomitants of such dilemmas have
been well documented for both animal and man since Pavlov. Change in
this context is impossible without change in valence of the alternatives at
hand (Lewin, 1942).

Loss oF FREEDOM

One aspect of choice that seems to produce a state of conflict is the
perception that by making a choice, freedom is reduced, especially
when one has to choose between two alternatives only. It seems reason-
able to expect that some clients feel that entering treatment may include
such a loss of freedom. My guess is that any aspect of treatment that
exacerbates that impression, as when the only alternative offered to
drinking is total abstinence, would run the risk of low compliance.
When only two alternatives are open to us the situation is usually han-
dled in either of two ways: one is to make the threatening alternative
more attractive and the other would be to derogate the valued alter-
native. From research it seems that people spontaneously follow the
latter course (Walster & Walster, 1973). With this in mind, it seems wise
for the counselor to assist a client in this process, not only because there
is a natural tendency to do so anyway, but because we know that the
loss of a valued alternative is very likely to result in that alternative being
rated as more attractive later on, especially when the choice was a forced
one (Brehm, Stires, Sensenig, & Shaben, 1966).

A forced choice may result in what Sherif and Hovland (1961) have
called the “Boomerang Effect,” that is, a person coerced into a course of
action is likely to do exactly the opposite. Estimates of the occurrence of
this effect range between 40% and 80%; thus it seems to be a quite
frequent and natural reaction. (These figures remind me of figures con-
cerning dropout rates from treatment.) The lower the credibility of the
directive agent, the more frequent the boomerang effect. Worchel &
Brehm (1971) found that restrictions of freedom or choice evoked consid-
erable hostility in college students, and what is worse, the hostility was
elicted regardless of the quality of the alternative that was forced on the
subjects.

The above results may carry important implications for the preven-
tion of relapse and the design of treatment programs, suggesting treat-
ment programs, suggesting that patients should be offered a choice with
regard to treatment programs as well as freedom of choice regarding
drinking goals.
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HELPING CLIENTS TO MAKE A DECISION: COGNITIVE AIDS

Apart from providing an alternative frame of reference for under-
standing client behaviors, it has been pointed out, that research results
from cognitive psychology, if more productively used, might be of great
benefit to counseling (Heesacker, Heppner, & Rogers, Janis, 1982; Rush,
1982; Smith, 1982; Strong & Claiborn, 1982). I would like to address this
issue in this final section of my presentation.

DecisioNnAaL AIDs IN COUNSELING

The transfer of results from one area to another always presents
problems of its own (Arnkoff, 1980), because the conditions between
areas may vary a great deal. For instance, in normal decision-making
experiments, problems usually are better defined than in the therapeutic
setting, and usually it is assumed that subjects have the necessary skills
to execute the steps required to carry out a decision. Even more impor-
tant, subjects in an experiment are usually willing to carry out these
steps, whereas clients may not be. Indeed, this may be the primary
problem a counselor may be dealing with. Thus, techniques geared to
promote better problem solving or better decision making are not meant
to replace traditional counseling techniques, but they could be valuable
additions to existing approaches to assist the client to make a satisfying
choice about some major aspects of his or her life (Heppner, Hibel, Neal,
Weinstein, & Rabinowitz, 1982; Kahneman, Slovic, & Tversky, 1982;
Kanfer & Busemeyer, 1982).

Most of the decisional aids advocated focus on the alleviation of the
commonly observed normal shortcomings discussed earlier. Their ad-
vantage lies in that they are nonspecific and thus can become tools in the
hand of any user, whether it be a counselor or a client.

The basic rationale of many of these aids is a self-regulatory process
similar to the one proposed by Miller, Galanter, and Pribram (1960) in a
different context. Usually it implies the execution of a series of steps: the
detection of a difference between a current state and a desired state, the
generation of means to reduce the difference, the execution of steps
implied by the means generated, and finally checking the result against
the originally desired state. In the context of counseling this type of self-
regulation is usually achieved by self-monitoring and self-evaluation
(Miller & Murnoz, 1982).

A problem with the philosophy underlying this model is that the
client’s predicament may very well be the result of incremental deci-
sions. Changes often proceed in steps below what in psychophysics is
called the difference threshold or “’just noticable difference’” (JND) (Ste-
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vens, 1951). As a result, recognition of change may be slow if it occurs at
all and problems are not often detected at a time when change is still
relatively easy to implement. (This is similar to the gradual deterioration
of the brakes of your car: it is difficult to detect in everyday usage but if
adjusted, the difference is apparent.) When a client enters a counseling
relationship, it seems that problem detection has been successful at least
at some level, but that does not mean that detection has been successful
at all levels necessary to handle the problem successfully. The objective
of counseling will, at least to some extent, imply that the patient
emerges out of the process more sophisticated in the detection of warn-
ing signals that might serve as indicators of a problem. Furthermore, it
seems equallv important that the patient develop a decisional rule about
when to react to these cues and, finally, how to react to these cues. This
may sound trivial, but a closer look at the problem will reveal that a
dilemma may be implicit in this line of reasoning. The way in which I
like to suggest that one look at this problem is to apply an elementary
signal detection view (Green & Swets, 1966), which has been used suc-
cessfully as a model in other areas of psychology (McNicol, 1972). In this
mode] detection is handled as illustrated in Table 1.

Table 1 illustrates four different types of outcomes with regard to
the detection of signs or cues that “something is the matter.” These
different outcomes (hit, miss, correct rejection, and false alarm) are in-
terdependent. Thus it is impossible to maximize the number of hits
without substantially raising the frequency of false alarms, an outcome
that in the present context would characterize a hypochondriac. Con-
versly, it is impossible to maximize correct rejections without increasing
the number of misses, an outcome that would be characteristic of what
often is referred to as denial. The detection of cues, or the decision to act

TABLE 1.
Cue Detection

R Patient’s view

g Cue No cue
1 Cue Hit Miss

1

t No False Correct
y cue alarm rejection

Table 1 shows the four possible types of outcome when a
therapist (symbolized by “Reality” in the table) or a pa-
tient make judgments concerning cues of impairment.
The outcomes are interdependent. (For further informa-
tion please consult the text.)



FROM CONTEMPLATION TO DETERMINATION 83

on cues, is a function of factors like the payoff for different courses of
action, the proportion of relevant to irrelevant cues, and the similarities
between relevant and irrelevant cues. Some of these factors are beyond
the control of both the counselor and the patient. Others, like the payoff
function, may be modified in the course of counseling, provided detec-
tion is followed by implementing appropriate coping skills for the situa-
tion at hand.

Trees, GoALs, AND DECISIONS

Actually the above reasoning implies more than the mere detection
of cues. It also implies that a cue is linked to a state that differs from a
goal state. It is only when this requirement is met that we can talk about
a "problem” (Wickelgren, 1981). From both attribution theory (Harvey
& Waery, 1984) and research on problem solving (Simon, 1979), it is
known that the way a problem is presented has a major impact on the
efficiency with which it is solved, or for that matter, on whether it will be
solved at all. In real life, problems are typically more complicated by the
involvement of emotion and thus it is not uncommon that people wish
to “maximize” two incompatible outcomes (as when one wants to avoid
hassles with a spouse and to go on drinking.) In decision research vari-
ous means have been developed to handle this and similar problems.

Two major approaches for handling this kind of problem are called
“goal trees” or “means-end analysis” (Edwards & Newman, 1982;
Keeny & Raiffa, 1976). They have been used successfully to structure the
utilities of outcomes. The procedure implies that a hierarchical model of
a decision is built, one with the final goal at the top. This goal is then
decomposed into lower-level objectives, which are broken down into
concrete events. The procedure is thus a major step toward detailed
description of the process leading to any goal a person may want to
reach and seems ideal for monitoring progress. The approach is close to
what is known as “backtracking” in problem solving (Lindsay & Nor-
man, 1977). Another advantage of this approach might be that a goal,
thus decomposed, will render a more vivid picture in one’s memory
(Abelson, 1976), which may be important for keeping up motivation. A
major task for the counselor in this context would be to initiate this type
of process, which may be achieved by having the client project what
things would be like if he or she adopted different solutions.

What we have been discussing is actually a two-stage process.
Ideally, one would want to build a goal tree with the objective of arriving
at a hierarchy of goals. The second stage would require that one would
structure the sequence of possible or necessary actions to arrive at the
first goal. As a result, a decision tree composed of actions would be
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produced. Such a tree would have branches, points of choice or deci-
sion, where a previous outcome would determine the next step. (This is
a little like fault-finding charts for electrical circuits, or troubleshooting
charts for ignition problems in cars.)

A question of some importance is how far into the future it is rea-
sonable to project such decision trees and how many branches one
should allow in the counseling context before matters become too com-
plex. One way to look at this is to postpone such decisions until several
representations of a given problem area have been produced. The visu-
alization in itself is likely to propel further work resulting in revisions or
“pruning.” It is in this process of pruning that the counselor probably
has one of the most important tasks, that of advising on proper se-
quences (easy to difficult, now vs. later, generation of alternatives, etc.).
Another objective that might be achieved in this process is the pinpoint-
ing of a client’s specific strength or weakness, which may specify the
therapeutic interventions necessary (e.g., the development of coping
skills, such as self-assertiveness training or negotiation skills).

As pointed out before, from a cognitive point of view, a major
objective of counseling is the generation of alternatives. The strategy of
clarifying subgoals inherent in this approach is a step in this direction.

Apart from the type of analyses suggested earlier, problem solving
has been shown to improve greatly from using analogy (Newell & Si-
mon, 1972). The approach involves the extraction of relevant features
from a situation with which the client is familiar and the demonstration
of the similarity between that situation and the target situation. It is
important that the client not only be familiar with the situation, but also
have been successful in handling the situation that is used as a refer-
ence. In my experience, a lot is to be gained by demonstrating to a client
that progress could be made, provided he or she made use of skills
already in her or his possession. Another way to use analogy is to move
from simple to more complex problems, with the essential features kept
unaltered.

Is THE LITERATURE RELEVANT IN THE PRESENT CONTEXT?

In modern society, decision making is increasingly transferred to
heuristics. Military commanders have been relieved of the burden of
integrating information; United States analysts make use of the Bayesian
model for the processing of intelligence. The design of man-machine
systems has been adapted to ease the burden of decision making (Slovic,
Fischoff, & Lichtenstein, 1977).

There are, of course, other real life contexts where decisional aids
might be welcome. One such context is science, if one remembers how
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often researchers in psychology interpret a regression toward the mean
as an experimental effect (Furby, 1973), thereby differing little from the
subjects in Kahneman & Tversky’s research (1973). A similar situation
prevails in the field of law, where judges have been shown to display a
number of the effects discussed, like anchoring, failure to consider base
rates, and insensitivity to unreliability of evidence. They seem to do little
better than do eyewitnesses, who show the same overconfidence in
court as they do in the laboratory (Brooks & Doob, 1975; Buckhout, 1974;
Fischoff, 1976; Shah, 1975; Sue, Smith, & Caldwell, 1973).

Simple heuristics are thus held by people in all walks of life. It is this
very simplicity that makes them attractive and useful tools in the man-
agement of everyday life. However, these very same qualities turn them
into vicious instruments if applied to situations where they no longer fit.
Knafl and Burkett (1975), in attempting to analyze the decisional rules of
surgeons, found one dominating rule: “Don’t cut, unless you absolutely
have to.” Imagine an addict abiding by the same heuristic: “Don’t quit,
unless you absolutely have to. . . .”
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Critical Conditions for Change in
the Addictive Behaviors

JIM ORFORD

INTRODUCTION

What is so significant about this volume is that the disease model is
nowhere to be seen. We now have the collective confidence to develop a
genuinely alternative way of thinking about change in the addictive
behaviors, and it is as a contribution toward the development of this new
thinking that this chapter is directed. I will begin by outlining six conclu-
sions that I draw from what has been written about change. Not all of
these conclusions are comfortable to live with for those of us who see
ourselves as specialist or expert treaters of addictive behaviors, but each
has to be accommodated in any new model of change we care to develop.
I will then make some remarks about the directions in which I believe we
should look for ideas with which to build our new models of change. I will
attempt to make the point that we are in danger of reinventing the wheel;
a basic understanding of how those with addictive behaviors do change
has been with us for along time. Finally, I will briefly speak of some of the
implications for practice of our new ways of understanding how those
troubled by addictive behaviors make changes. Whether we care to admit
it or not, most of us practice within a quasi-medical format, and I am not
sure whether we have yet faced up to the need for changes in our own
ways of working that new models suggest.

JIM ORFORD e Department of Psychology, University of Exeter and Exeter Health Au-
thority, Exeter, England.
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SOME UNPALATABLE FACTS

CHANGES ARE DIFFicULT TO PREDICT

As Frederick Kanfer points out in Chapter 2 of this volume, when it
comes to addictive behaviors, people do not always, or even often, act
rationally, or in ways we believe would be in their best interests. Mil-
lions of people continue to smoke despite the well-publicized evidence
that it is damaging to health, and the experience of hospital liver units is
that most patients continue to drink alcohol after being told that this has
already damaged a vital organ (Wodak, Saunders, Ewusi-Mensah,
Davis, & Williams, 1983). Nevertheless, although some people per-
severe with addictive behavior against all logic and reasoning, many
make dramatic changes and give up or curtail long-established and
deeply ingrained patterns of behavior. The point is that the outcome of
addictive behavior is very varied and, as far as I know, our ability to
predict who will make changes and who will not is poor. This is appar-
ent, for example, in the lives of the American playwright Eugene O’Neill
and novelist F. Scott Fitzgerald. These two cases of alcoholism have
been described by the psychiatrist Donald Goodwin (1970, 1971).

According to Goodwin, O’'Neill already had a drinking problem in
his late teens, was a periodic binge drinker throughout his twenties and
most of his thirties, and was prone to mad and wild drunken outbursts
and monumental hangovers. At the age of 37, however, he underwent a
brief 6-week psychoanalysis and thereafter, with a few temporary
lapses, went on the wagon for the remaining 28 years of his life. Scott
Fitzgerald is described by Goodwin as “an alcoholic par excellence.” He
and his friends recognized this in his twenties and although he made
regular attempts to try to control his drinking, unlike O’Neill he never
succeeded for more than a few months at a time. He refused any psychi-
atric treatment and died prematurely of a heart attack. I doubt we could
have predicted confidently that O’Neill would change his addictive be-
havior and Scott Fitzgerald not, nor that a brief psychoanalysis would
have done the trick in O’Neill's case. Samuel Pepys and James Boswell
both struggled to control their sexual appetites according to Stone’s
(1979) The Family, Sex and Marriage in England 1500-1800. Pepys appears
to have mastered his urges in the end, whereas Boswell, who deteriorat-
ed and finally was having severe difficulty controlling his gambling and
alcohol intake as well, did not. Hypersexuality (Orford, 1978a), like
alcoholism, appears also to have a variable and unpredictable outcome.
We know from long-term follow-up studies of excessive drug takers
(e.g., Thorley, Oppenheimer, & Stimson, 1977) that the same is true of
drug addiction.
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CHANGE OuTsIDE FORMAL TREATMENT

This uncomfortable fact has already been referred to by Jim Pro-
chaska in his chapter in this volume. Among the most interesting dem-
onstrations are the studies by Saunders and Kershaw (1979) of changes
by problem drinkers in Clydeside, Scotland, and Tuchfeld’s (1981) sim-
ilar study in Texas. Saunders and Kershaw interviewed 60 people who
had once had drinking problems but no longer did. Nineteen were
“definitely alcoholics.”” The other 41 “problem drinkers” mentioned get-
ting married (most likely for those who had been under 30 at the time),
changing jobs, and having a physical illness (more common for those
over 30 at the time) as the three most common reasons for change.
Family advice, finances, general practitioner advice (three cases), and
ageing were other reasons stated by at least two respondents. This
group made no mention of specialized treatment at all. Even for the
smaller group of “definite alcoholics,” getting married and changing
jobs still headed the list of stated causes of change. Treatment, including
Alcoholics Anonymous, was mentioned by seven members of this
group, but even here the majority claimed to have given up a severe
drinking problem without the aid of formal treatment. In our own study
of treatment versus advice for married problem drinkers referred to a
psychiatric clinic (Orford & Edwards, 1977), patients in the advice
group, who did just as well as those in the more intensive treatment
group, nominated changes in work and marriage as the two most com-
mon reasons for change.

Tuchfeld (1981) advertised for people who had given up drinking
problems without treatment. Many of the 51 people he subsequently
interviewed were resistant to being labeled alcoholics and were adamant
that they had helped themselves without the aid of others. For example:

The one thing I could never do is go into formal rehab.; For me to have to ask

somebody else to help with a self-made problem, I would rather drink myself
to death. (p. 631)

Like Premack (1970), who had analyzed reasons people give for
giving up smoking, Tuchfeld found “humiliating events” to be the most
frequently cited reason for change. These included a pregnant woman
feeling her baby quiver and concluding she could be harming her un-
born child by drinking; a man who stopped drinking when his father
died, having concluded that his own drinking was one of the causes of
his father’s death; and another lying in the hospital and coming to the
realization that drinking could be the main cause of his health and other
problems. Negative role models, such as Skid Row drinkers who
shocked people into considering change, and family members, particu-
larly when they were seen to have provided persistent support, were
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also influential. So was religion, although most cases showed a gradual
increase in commitment, rather than a classic and sudden religious
conversion.

Tuchfeld concluded that the change process was essentially social in
nature, but was rarely if ever “spontaneous” in the sense of developing
without apparent external influence. Schachter (1982) studied changes
in smoking and eating behavior without treatment and Robins, Davis,
and Wish’s (1977) description of the apparently “spontaneous’” remis-
sion of drug taking on the part of Vietnam veterans on returning home
to the United States is well-known. A number of years ago Winick (1962)
spoke of the “maturing out” of drug addiction and Drew (1968) wrote of
alcoholism as a “self-limiting disease.” Both observed that the preva-
lence of addictive behaviors was less at certain ages than at others (fewer
drug addicts in their thirties than in their twenties, and fewer alcoholics
in their fifties and sixties than in their thirties and forties) and that these
differences were greater than could be accounted for by formal treat-
ment or mortality.

NONSPECIALIST PROFESSIONALS AS EFFECTIVE AGENTS OF CHANGE

It is some years since Chafetz, Blane, and Hill (1970) demonstrated
that physicians often failed to detect drinking problems, and that they
were particularly likely to do this if the patient appeared to be of higher
status (well dressed, employed, etc.) or if a straightforward physical
diagnosis was available. More recently in London, Cartwright and his
colleagues (Cartwright, 1980; Shaw, Spratley, Cartwright, & Harwin,
1978) have demonstrated that the therapeutic commitment to working
with problem drinkers is often low among such groups as general practi-
tioners, probation officers, and social workers. Two factors appear to be
necessary, from their studies, in order to overcome these negative at-
titudes. The first was practical experience of treating people with drink-
ing problems; it is so often the experience of helping agents that one or
two such cases come their way during training or shortly afterwards,
and that the outcome is apparently unsuccessful. As a result, such prob-
lems are avoided for the rest of the person’s career. The second neces-
sary ingredient for encouraging positive attitudes among nonspecialists
was the availability of support from supervisors, colleagues, or others in
responding to drinking problems.

Some results from a study recently completed in Exeter illustrate the
positive role that such agents can play in the change process when their
attitudes are encouraging. The study was principally concerned with
abstinence versus controlled drinking as alternative outcomes (Orford &
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Keddie, in press-a,b), but the one-year follow-up included questions
about the perceived helpfulness of agencies other than specialists.

The most frequently mentioned alternative help source was the
general practitioner (GP) (21 out of 34 clients). Although unfavorable
comments outnumbered favorable, six clients had only positive things
to say about their GP and a further six were mixed in their comments.
GPs appear to have been particularly helpful for those clients who had
finally adopted abstinence. The nature of the positive and negative com-
ments about GPs provide a fairly clear picture. The largest category of
positive comments suggested that the GP was available, particularly at
crucial times, and was able to address the issue of excessive drinking.
For example, “I have seen him once a week throughout the year, just
because he’s there, he doesn’t lose faith, he’s always the same’’; “I've
seen him five or six times, once at a crucial period, we always discuss
drink . . . he talks commonsense”’; “I saw my old GP, a friend, he gave
me support’’; “Saw him many times, often mention drink’; “I see him
regularly . . . he tries to get me into hospital”’; “I damaged my
ribs . . . he said take the opportunity not to drink, excellent advice, he’s
repeated it since”’; “‘He gave me strong advice to abstain, he described it
as a chemical reaction like diabetes, told me I shouldn’t think of drink-
ing.” Other positive comments about GPs concerned the appropriate
and useful prescribing of medication. Two clients felt that feedback of
results of blood tests had been important, and one was grateful to her
GP for arranging admission at a crucial time.

Of the negative comments about GPs, three concerned medication.
The large majority of negative comments, however, referred not to spe-
cific procedures or methods, but rather to the absence of a positive
relationship with the GP for one reason or another. Some felt that their
GPs were too busy to do other than be concerned with aches and pains,
blood pressure, or the giving of prescriptions. Others felt their GPs were
unsympathetic, in one case stating that a year was not a long time to
have been virtually abstinent, and in another giving a patient what the
latter perceived as a “dressing down.” One client felt that his GP was
inconsistent, on one occasion recommending reduced drinking and on
another abstinence, and another client complained that he saw a differ-
ent doctor every time he went to the Surgery. Several others felt that
their GPs were of little use, either because they could do nothing other
than prescribe or arrange hospital admission, or alternatively because
the client admitted she had been uncooperative.

Other agencies, such as social workers, were mentioned less fre-
quently, but our conclusions were the same. Hence a coherent picture of
the treatment process emerges. Although many will understandably
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question the generalizability of this picture, it is one in which successful
treatment agents build upon their clients’ beliefs and preferences by
offering a relationship that may be brief or prolonged, but that offers
understanding rather than condemnation, more often than not supports
a client’s own goal, and helps bring objectivity to clients’ perceptions of
the place of excessive drinking in their lives.

To anticipate a point I will make again later, it should be pointed out
that these conclusions are little different from those reached by Thomas
Trotter (1804) nearly two hundred years ago. His prescriptions were
mainly nonspecific and left little room for the paraphernalia of specific ex-
pert treatments. “The relationship is the essential tool,” Trotter advised:

Within the setting of that relationship confrontation can be used—particular
opportunities are therefore to be taken to hold a mirror as it were, that he
may see the deformity of his conduct and represent the incurable maladies
which flow from perseverance in the course of intemperence. . . . confron-
tations should be joined with offer of hope-—at the conclusion of every visit,
something consummatory must be left for amusement, and as food for his
recollection.

THE UNIFORM RESULTS OF SPECIALIST TREATMENTS FOR ADDICTIVE
BEHAVIORS

Goodwin (1971) attributed O’Neill’s change to brief psychoanalysis,
although to my knowledge this particular form of treatment is not one
that has been highly commended for the treatment of alcohol problems
or other addictive behaviors. This illustrates the now familiar fact that
most forms of treatment for the addictive behaviors meet with some
success irrespective of the particular techniques employed. The conclu-
sion to be drawn from a great deal of research that has been carried out
on this subject is not that treatment does not work, but rather that when
it does work, it does not do so for the reasons supposed.

Bernstein’s (1970) study of ““unaided quitting’’ by smokers, and our
study of advice versus treatment for problem drinkers (Orford & Ed-
wards, 1977) both found that advice to quit (smoking and drinking re-
spectively) was as effective as more intensive treatment. It is important
to be clear, however, that our “advice” was given by a high-status
medical consultant, in the presence of the problem drinker’s wife (all the
problem drinkers were men in our study) and two other members of
staff, at the end of a 4-hour-long period of assessment, during which
husband and wife had seen a number of members of the team separately
and jointly. These sessions took place in a high-prestige psychiatric
hospital to which the couple had been invited after referral from their
general practitioners. During the advice giving itself, the couple was
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clearly told that the problem was one of drinking, that it could be over-
come if the client gave up drinking altogether—this was before the days
of flexible drinking goals—that no treatment as such was available to
help a person achieve this, and that the solution was clearly in their
hands. In other words, we gave each couple a lot of time and attention,
and there were a whole host of nonspecific factors encouraging commit-
ment to change. Bernstein, in his smoking study, also sent smokers
away with the clear message that the responsibility for stopping smok-
ing was theirs and that no further treatment would be forthcoming.
Other studies have even found countertheoretical treatments to be
as effective as theoretically appropriate ones. For example, Russell,
Armstrong, and Patel (1976) found noncontingent aversion theory (aver-
sive stimuli being delivered at the wrong time according to the learning
theory principles on which the effectiveness of aversion therapy is sup-
posed to be based) to be as effective as aversion therapy carried out in
the proper fashion. Similarly Ley, Bradshaw, Kincey, Couper-Smartt,
and Wilson (1974) found a “willpower’ control group (overeaters were
advised to go into supermarkets when hungry, to leave tempting foods
around at home, etc.) to be as effective as theoretically appropriate ad-
vice in the context of a behavioral self-control treatment program. The
important point is that, although the specific procedures may have been
theoretically wrong in some of the treatment groups in these studies, all
treatments were similar in terms of nonspecific factors enhancing com-
mitment to change. DiClemente and Prochaska (1982) were surprised to
find that even clients who received aversion therapy rated “self-libera-
tion”” as one of the most important factors in the change process.
Gardner (1964), on the other hand, perhaps because he was a cler-
gyman, was one who could appreciate the symbolic and self-liberating
elements in the aversion therapy he received for his drinking problem:

The great boon, for me anyway, was the feeling of freshness which accom-
panied the treatment: the body was livelier, eyes clearer, and a new alertness
took the place of the former mental lethargy. Even more than this were the
spiritual benefits. To one who had lived and thought for much of his life in
terms of sacramental symbolism, it was easy to'see how the sudden, sharp
expulsion of alcohol, and its attendant poisons, from the body, could be
allied with the exorcism of that devil-desire to drink: and on each fresh
appointment with the trolley of drinks there was a decisive sense of waking
to a new life. (p. 215)

My argument, then, is that special treatments for addictive behav-
iors often work, but they rarely work for the reasons favored by our
cherished theories. The effective ingredients are more likely to lie, if my
reading of the literature is correct, in the direction of the consciousness-
raising and commitment elements. This leads me on to my final, and
perhaps the least palatable to modern professionals, fact.
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MoRraL oOR SpIRiTUAL ELEMENTS OF CHANGE

There are a number of reasons for stating that change often contains
a large moral or spiritual element. Most obvious is the huge success of
Alcoholics Anonymous. Although A.A. publishes no figures about out-
come success rates that would match up to our high scientific standards,
its success as a confident, widespread, and ever-growing self-help
group is in no doubt. David Robinson’s chapter in this volume makes
this fact quite clear. Furthermore, there can be little doubting its spiritual
aspects: God or a Higher Power is mentioned in no fewer than 6 of the
12 Steps. Glaser (1973) has traced A.A. and the origins of the drug-free
therapeutic communities, such as Daytop Village, Synanon, and Phoe-
nix House, to the Oxford Group Movement, a worldwide and still-
functioning organization, originally known as the First Century Chris-
tian Fellowship and later as Moral Re-armament. It was from this source
that A.A. received its ideas of self-examination, acknowledgment of
character defects, restitution for harm done to others, and working with
others. Among the key practices of the Oxford Group Movement was
"sharing,” by which was meant the open confession of sins at large
public meetings or smaller “house parties.”

Like many others, I have been intrigued by 19th-century attempts to
bring about change in excessive drinkers, and have wondered whether
the processes at work were the same as those that operate, under very
different circumstances, in our modern treatments. It may be impossible
to know now whether old-fashioned pledge taking was more or less
successful than our favored treatments, but it does appear that the for-
mer was sometimes on a rather larger scale. McPeek (1972), in his histo-
ry of the American temperance movement, tells us that claims were
being made that as many as a third of a million people had signed
abstinence pledges in 3 years following the foundation of the American
Temperence Union. The Washington Temperence Society claimed be-
tween 150 and 250 thousand pledged members in the few years of its
existence in the 1840s. Both McPeek (1972) and Longmate (1968), in his
history of the British temperance organizations, describe the influence of
Father Mathew of Cork, one of the most famous of all temperance re-
formers. By all accounts, this one man had such a sizable influence on
the volume of consumption of alcohol in Ireland that the drinks trade
did their best to break up his meetings when he attempted to carry his
message across the water, first to England and then the United States.
From the few sources available to him, McPeek estimated the follow-up
success rate after the Washingtonians and Father Mathew’s campaigns
at around 25% to 30%. The similarity between these estimates of the
numbers who managed sustained change in drinking habits following
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exhortation and pledge taking within a religious context and the per-
centages of success estimated by observers of the modern treatment
scene is striking.

Although the changed values of modern society would not allow us
to return wholeheartedly to the moral persuasion techniques of the last
century, I have argued elsewhere (Orford, 1985) that modern treat-
ments, when examined closely, are much more of a subtle blend of
directive and nondirective, the spiritual and the scientific, than we
would like to think. This is true of Alcoholics Anonymous (Tiebout,
1961), small therapeutic halfway houses (Otto & Orford, 1978), and
psychiatric clinics (Davies, 1979). Tiebout wrote of the need for “humili-
ty” and “surrender” to the A.A. program; the halfway house staff
whom we studied spoke of “putting in a lot,” being “part of the house,”
being “realistic’” and "‘thoughtful,” and showing “an appropriate at-
titude”; and Davies’ doctors spoke of "sincere determination to do
something,” “realising that she must stop drinking,” "a sensible and
constructive attitude,” “motivation,” and “insight.” Self-control thera-
pists and others may argue that they have purged their treatments of all
such nonsense, but I doubt it.

0" 1

TOWARD A MODEL OF CHANGE

Whatever our new understanding of the change process, it must,
therefore, account for dramatic but unpredictable changes in addictive
behavior, for the fact that most change occurs outside treatment, and
that those changes that occur in a treatment context often occur in the
nonspecialist setting and for nonspecific reasons, and that people have
been changing addictive behaviors for centuries and often in circum-
stances that seem to us very alien from our present perspectives. Models
of change must be able to account for Father Mathew converts, Synanon
graduates, A.A. successes, unaided quitters of smoking and reducers of
eating, Clydesiders and Texans who give up excessive drinking when
they get married, returning war veterans who give up their drugs, and
others who simply grow older and wiser.

Where should we look to gather the necessary ideas in order to
build a new model of change in the addictive behaviors? I have thought
for some time that we could profitably look outside the clinical sphere in
the direction of general social psychology (Orford, 1971, 1978b, 1985),
and in particular toward the work of Janis and his colleagues on the
processes of decision making (e.g., Janis & Mann, 1968, 1977). I am
delighted to see, from Claus Appel’s chapter and others, that the impor-
tance of this work on how decisions are made is now being recognized.
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Janis and Mann’s (1977) book, Decision Making: A Psychological Analysis of
Conflict, Choice, and Commitment, is concerned with all manner of impor-
tant life decisions, including making changes in addictive or potentially
addictive behaviors, such as smoking and eating, other decisions about
health, choices about jobs, housing, and marriage and divorce, what to
do when given warnings of impending natural and other disasters, as
well as decisions of a political and executive nature. Janis and Mann
would have appreciated Marcus Grant’s assumption, in his chapter in
this volume, that governments go through a similar process in respond-
ing to national drinking problems as do individuals faced with a decision
about their own addictive behavior.

This breadth of thinking has great appeal. It immediately makes
available to us bodies of theory and knowledge about human experience
and action that would be closed to us if we confined attention to the
traditional clinical areas of alcoholism and drug addiction studies. | have
not the space here to do justice to the many insights that Janis and Mann
offer, and I would recommend that people read their book carefully.
There are, however, a number of features of their approach that I find
particularly applicable.

FEATURES OF JANIS AND MANN’s MODEL OF DECISION MAKING

One of the most attractive aspects, for our purposes, is the central
place that they give in their model to the ideas of loss and conflict. Many
decisions, particularly those concerning health, involve loss according to
Janis and Mann. The greater the loss involved, the greater the conflict
about taking health-promoting or illness-avoiding decisions. In the case
of addictive behaviors, the inclination to reduce or abstain from behavior
would be opposed by the positive incentives for carrying on with behav-
ior as before. This leads directly to the formulation of such conflicts in
terms of a payoff matrix or balance sheet of “pros” and “cons” for
different courses of action. Janis and Mann’s model of general decision
making contains, then, the idea of dilemma or contflict, a vital ingredient
for an understanding of change in addictive behavior and one that has
been missing from disease and other previous models.

A second, and very significant, attraction of viewing addictive be-
havior change in terms of decision making is the light this throws on
what Prochaska calls the precontemplation stage. In Janis and Mann’s
terms, defensive avoidance of making a decision is particularly likely to
occur when such decisions are highly “ego-involving.” Under the head-
ing of defensive avoidance, they list a number of tactics, including selec-
tive inattention to relevant informal or mass media communications,
distracting the self, buck-passing, bolstering by oversimplifying, distort-
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ing, evading, omitting major considerations, exaggerating favorable
consequences, minimizing unfavorable consequences, exaggerating the
remoteness of any action required, as well as recourse to alcohol or
drugs! Previous models of addictive behavior change have no way of
handling such behavior, other than attributing it to “poor motivation”
or, what is worse, to “personality disorder.” With the help of decision-
making theorists we now have a way of understanding such behaviors
in terms of the highly ego-involving personal conflict surrounding the
need to change addictive behavior.

Janis and Mann also speak of five stages of the decision making
process, although their correspondence with the stages considered in
this volume is far from exact. Their first two stages, reappraisal and
considering options, may correspond to contemplation, and their stages
three and four, selecting one option and acting upon this choice, to the
action stage. Their fifth, consolidation, looks like maintenance. They
acknowledge that reappraisal may take place over a long period of
time—the “slow burn” type of chronic reappraisal as they call it—and
that there may be many reversions to earlier stages of the process. Once
again, the idea of reversion to an earlier stage of the decision-making
process carries with it a greater understanding of what is happening
than does the term relapse.

Particularly valuable is the emphasis that Janis and Mann place on
recommendations for new behavior. Once again, the term recommenda-
tion immediately broadens our appreciation of the influences that may
be brought to bear on someone embarking on addictive behavior
change. Recommendations may come from family, friends, or the mass
media. There is certainly no suggestion that the source of an influential
recommendation need be an expert or a professional, although it may
come from a prestigeful source, such as a government report on smok-
ing and lung cancer. What an effective source or recommendation for
addictive behavior change does require, perhaps, is some basis for social
power or influence over the person to whom the recommendation is
directed. Table 1 lists the types of social power outlined by French and
Raven (1959), with a rudimentary attempt to suggest the types of people
who may be in a position to exercise these forms of power for addictive
behavior change.

Finally, in this very partial list of attractive features of Janis and
Mann'’s decision making model, is their idea that vigilance is required in
order to make good, and stable, life decisions. This notion serves to
bring together a number of ideas discussed in this volume about the
personal actions required to consolidate addictive behavior change, as
well as similar ideas that have existed for decades or even centuries past.
Their central idea is that all factors for and against a particular course of
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TABLE 1.
Types of Social Influence and their Possible Uses for Addictive
Behavior Change

Reward power
Based on the perception that this person has the ability to give or withhold
rewards, e.g., partner, employer.
Coercive power
Based on the perception that this person has the ability to give or withhold
punishments, e.g., partner, the law.
Referent power
Based on identification, e.g., close friend, admired other, someone who has
previously made a similar change.
Expert power
Based on the perception that this person has some special knowledge, e.g., general
medical practitioner, addiction counselor, some mass media presentations.
Legitimate power
Based on internalised norms and values that dictate acceptance of influence from
this person, e.g., a parent.

Note, Based on French and Raven’s (1959) typology of the bases of social power.

action, including factors impinging on the self and those impinging on
others, those that involve material considerations and those that are
more subjective, should be laid out and carefully considered and recon-
sidered before coming to a decision. Anything, including defensive
avoidance, that detracts from this process will reduce the quality of the
decision-making process. In particular, they recommend the drawing up
of a balance sheet with pros and cons for different courses of action. To
make the point that there is nothing new about this procedure, they
provide the following quotation from Benjamin Franklin, who wrote to
the scientist Joseph Priestley in 1772 in the following terms:

When those difficult cases occur, they are difficult, chiefly because while we
have them under consideration, all the reasons pro and con are not present
to the mind at the same time; but sometimes one set present themselves, and
at other times another, the first being out of sight. Hence the various pur-
poses or inclinations that alternatively prevail, and the uncertainty that per-
plexes us. To get over this, my way is to divide half a sheet of paper by a line
into two columns; writing over the one Pro, and over the other Con. Then,
during three or four days consideration, 1 put down under the different
heads short hints of the different motives, that at different times occur to me,
for or against the measure. When I have thus got them all together in one
view, I endeavor to estimate their respective weights; and where I find two,
one on each side, that seem equal, I strike them both out. . . . and thus
proceeding I find at length where the balance lies; and if, after a day or two of
further consideration, nothing new that is of importance occurs on either
side, I come to a determination accordingly. And, though the weight of
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reasons cannot be taken with the precision of algebraic quantities, yet when
each is thus considered, separately and comparatively, and the whole lies
before me, I think I can judge better, and am less liable to make a rash step,
and in fact I have found great advantage from this kind of equation, in what
may be called moral or prudential algebra. (Janis & Mann, 1977, p. 149)

William James (1891), writing about habits in his Principles of Psychol-
ogy, already knew a lot about the need for action if permanent changes
were to be made in habitual behavior. He quoted with approval from
Professor Bain who wrote in his Moral Habits:

In the acquisition of a new habit, or the leaving off of an old one, we must
take care to launch ourselves with as strong and decided initiative as possible.
Accumulate all the possible circumstances which shall re-enforce the right
motives; put yourself assiduously in conditions that encourage the new way;
make engagements incompatible with the old; take a public pledge, if the
case allows; in short, envelope your resolution with every aid you know. . . .
Never suffer an exception to occur till the new habit is securely rooted in your
life. . . . Keep the faculty of effort alive in you by a little gratuitous exercise every day.
That is, be systematically ascetic or heroic in little unnecessary points, do
every day or two something for no other reason than that you would rather
not do it, so that when the hour of dire need draws nigh, it may find you not
unnerved and untrained to stand the test. (James, 1981, pp. 122-126)

The need for action to consolidate decision is well known in Alco-
holics Anonymous. For example:

Don’t for a split second allow yourself to think: “Isn’t it a pity or a mean
injustice that I can’t take a drink like so-called normal people”. . . . Don't
allow yourself to either think or talk about any real or imagined pleasure you
once did get from drinking. . . . Don’t permit yourself to think a drink or two
would make some bad situation better, or at least easier to live with. Sub-
stitute the thought: “one drink will make it worse—one drink will mean
drunk”. . .. Catalogue and re-catalogue the positive enjoyments of so-
briety. . . . Cultivate a helpful association of ideas: Associate a drink as being
the single cause of all the misery, shame and mortification you have ever
known.” (A.A., undated)

Sjoberg and his colleagues in Sweden (Samsonowitz & Sjoberg,
1981; Sjoberg & Johnson, 1978) are almost alone among modern re-
searchers in daring to examine the notion of willpower in addictive
behavior change. They write of the need for “high-quality information
processing,” and the occurrence of volitional breakdowns accompanied
by “low-quality information processing” and “twisted-reasoning.” In a
study of a small number of excessive drinkers, Samsonowitz and
Sjoberg found an inverse correlation between the number of relapses
and the number of techniques used, such as bringing to mind the
positive consequences resulting from maintaining a decision, or the
negative consequences of going back on the decision, conscious plan-
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ning and preparation prior to the decision, avoiding difficult and tempt-
ing situations, and performing alternative activities.

THREE THINGS TO ExPECT OF A THEORY OF CHANGE IN ADDICTIVE
BEHAVIORS

As well as having a number of attractive features, including those
previously outlined, an understanding of change in terms of decision
making begins to do three general things that we should expect of a
theory of addictive behavior change, and which a disease model does
not do.

1. It should unite different addictive behaviors on an equal footing.
Disease models were always more comfortable with hard-drug addiction
and severe drinking problems. It was clear that they were stretched to
the breaking point when considering the full range of alcohol-related
problems, the full range of forms of drug misuse, and certain forms of
eating disorder. They were never serious contenders for embracing ex-
cessive gambling, most forms of excessive eating, excessive sexuality,
and even tobacco smoking. On the other hand, all can be embraced
within a model of decisional conflict.

2. Ideally, our theory should unite early and late choices or deci-
sions. We can now begin to talk in the same terms about early decisions
to take up a new form of potentially addictive behavior and late deci-
sions to give up a form of addictive behavior that has become trou-
blesome. In terms of practice, this is probably the single most important
aspect of the shift from disease to psychological models of addictive
behavior.

3. Our theory should unite the clinical and the social-epi-
demiological fields. It was always unhelpful to use one language to
describe a clinical change process (motivation to enter treatment, thera-
pist, patient, relapse, etc.) and another to describe the more numerous
changes that occur elsewhere (decision, spontaneous, unaided, etc.). A
theory of conflict, decision, and action, with the help of influence based
on social power of one kind or another, meets this criterion for a satisfac-
tory theory much more adequately.

THREE POINTS THAT MAY CAUSE TROUBLE

There are three aspects of change in addictive behaviors that, in my
view, receive less than adequate attention in this volume. The first of
these is probably easily accommodated in a decision-making model of
change, but the others may cause difficulties.

1. We have given little attention to the possibility that change is
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most likely to occur at times of crisis. Is it the case that change is particu-
larly likely to be initiated at one of a limited number of occasional choice
points in a career of addictive behavior? There is a saying that problem
drinkers seek change only because of livers, lovers, livelihood, or the
law. Are changes confined to those times when one of these factors
plays up, when some humiliating event occurs, or perhaps when a
person enters a new role position (e.g., as father, mother, manager,
widow)?

2. The moral or spiritual aspects of the change process, discussed
above, are largely missing. Whether an understanding of change in
terms of a specific decision or action about an addictive behavior can do
justice to changes involving widespread modifications of attitudes and
values remains to be seen.

3. To those not brought up within a behavioral tradition, and not
familiar with a health-education approach, our deliberations must ap-
pear very addiction focused. The assumption has been that change oc-
curs because people contemplate or appraise their position regarding
the addictive behavior, that they consider the pros and cons regarding
it, that they monitor their behavior carefully, that they take action about
it. We have given little attention to the possibility that some change may
occur because the addictive behavior loses its meaning or its functional
significance, possibly without any direct contemplation or action, or
even without the person being aware that the addictive behavior was
changing at all. This is presumably one of the ways in which “maturing
out” works: as a person ages the formerly addictive behavior simply
ceases to perform the functions that the older person values.

IMPLICATIONS FOR PRACTICE

If we are going to abandon a disease model and replace it with one
based on human choice or decision making, and if this model, as I have
suggested, links a variety of addictive behaviors, equates early and late
choices, and views the therapeutic setting as simply a special case of
settings for change, then our practice will surely need to alter also. For
many of us this may present problems. Our training and our subsequent
careers have been spent in medical, or quasi-medical, institutions. Our
disdain for disease models notwithstanding, our skills lie in treating
people within a medical-like format of therapist and client.

As a teacher of clinical psychology, this concerns me not a little. My
perception is that graduates are increasingly applying for such training
in order to be therapists rather than to apply psychology in the most
effective way, whatever that turns out to be. On the other hand, I am
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much encouraged by the community psychology movement, which is
much better advanced in the United States than in the United Kingdom,
and in the development of community forms of alcohol service delivery
which I suspect are better developed in the United Kingdom where the
National Health Service has given strong backing (sceptics would say on
grounds of cost) to the development of community alcohol teams. My
experience of working in one such team in Exeter is that the techniques
and skills required are much broader than those implied by the term
therapist. The team has needed to develop knowledge of how to select
people to train as volunteers, to teach a multidisciplinary audience using
a range of visual aids, to provide a consultancy service to health, social
services, prison and probation personnel, to evaluate, to make decisions
in a team, and to use the local media to best advantage. Appropriately,
the team’s institutional affiliation is a hybrid one. Its headquarters is a
health service building, part of which is leased by the voluntary Council
on Alcoholism, which is an integral part of the whole team. In addition,
there are members of the team from social services, probation, and
health education.

We have witnessed a revolution in thinking about alcohol problems
and other addictive behaviors in recent years (Sobell & Sobell, 1984). The
change has been rapid. Are our institutions for training and practice so
flexible?
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Trying to Stop Smoking

A Decision-Making Perspective

STEPHEN SUTTON

The theoretical perspective that guides this chapter is that processes of
change in the domain of addictive behaviors can be understood in terms
of individuals’ decisions based on evaluating the possible outcomes of the
courses of action available to them. The key decision is seen as one of
whether or not to try to change one’s behavior (e.g., to try to stop
smoking, to try to reduce one’s consumption of alcohol, to try to lose
weight). Once the person has embarked on such an attempt, he or she
will be faced repeatedly with another decision, namely whether to per-
severe with the attempt, often in spite of unpleasant withdrawal symp-
toms, or whether to abandon it. It is an unfortunate fact that the decision
to try to change can always be deferred and, when acted on, can be
revoked at any time.

Based on this perspective, this chapter presents a formal theoretical
model for explaining smokers’ decisions to try to stop smoking. The
model is based on subjective expected utility (SEU) theory (Edwards,
1954). Expectancy-value models have been widely employed in psychol-
ogy, but there have been surprisingly few applications in the field of
addictive behaviors. The model presented here takes into account the
fact that an attempt to give up smoking may or may not be successful
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and that the consequences for the individual are conditional on the
success or failure of the attempt. After describing the model, I will
present data from three studies that were designed to evaluate this or
related models.

THE MODEL

The model used in this chapter is derived from subjective expected
utility or SEU theory. The subjective expected utility for a course of
action is the sum of the subjective values or utilities attached to the possi-
ble outcomes of that action, each weighted by the subjective probabilities
that the action will lead to those outcomes. According to the model, a
person faced with two or more alternative courses of action will choose
the one with the greatest subjective expected utility. Put simply, the
person will choose the course of action that they think, on balance, will
bring them more of what they want and less of what they dislike or fear.
It should be noted that the SEU model is an ““as if” model. In other
words, it is not suggested that in making decisions people consciously
perform the multiplications and additions implied by the model, only
that they behave as if they do these calculations.

To see how this approach might be applied to smoking, consider a
smoker who has just watched a television program on the subject of
smoking and lung cancer. The choice facing the smoker can be seen as
one of continuing to smoke or trying to stop. Obviously other options
are available (e.g., cutting down, switching to a milder brand) but for
present purposes we are concerned only with the two options of con-
tinuing to smoke or trying to stop. Figure 1 shows the decision-tree
diagram for this situation where there is only one long-term outcome
(lung cancer). The second action alternative, trying to stop smoking,
may end in success or failure. The subjective probability of succeeding,
given that an attempt is made (P, in the diagram), we call ““confidence.”
The subjective probabilities of success and failure are assumed to sum to
unity (P, + P; = 1). There are two other subjective probabilities in the
model. P_ is the subjective probability of getting lung cancer given that
one continues to smoke (or tries and fails). P, is the subjective proba-
bility of getting lung cancer given that one successfully stops smoking.
Finally, U is the utility of lung cancer, which will be negative.

Under the assumption that subjective probabilities and utilities are
combined multiplicatively, it is a simple matter to show that the decision
to try to stop smoking will depend on three factors:

1. The utility the person attaches to lung cancer (U)
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FiGure 1. Decision-tree diagram of the choice facing a smoker who is exposed to a fear-
arousing communication about lung cancer (from Sutton & Eiser, 1984).

2. The probability difference (P, — P,), that is, the reduction in the
perceived risk of getting lung cancer that follows from success-
fully stopping smoking

3. The subjective probability of succeeding given that an attempt is
made (P,), or confidence

Thus, according to the model, a smoker will be more likely to try to stop
smoking to the extent that he or she believes: (a) that such an attempt is
very likely to end in success (high confidence); (b) that lung cancer is
extremely serious; and (c) that lung cancer will be much less likely if they
stop smoking than if they continue to smoke.

It is important to appreciate that the proposed model is entirely
compatible with the notion that smokers are physically or psychologi-
cally dependent on nicotine. For example, a smoker who is contemplat-
ing whether or not to try to stop smoking may anticipate unpleasant
withdrawal symptoms, and these may in fact be nicotine related. From
the standpoint of the model, however, it is the smoker’s expectations
regarding such outcomes, regardless of their possible basis in nicotine
dependence, that will influence his or her decision.

Expectancy-value models are sometimes dismissed on the grounds
that they make the unrealistic assumption that people behave rationally.
This is true only in a limited sense, however. The model in fact permits
several kinds of what might be called irrational or suboptimal behavior.
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For example, smokers may hold beliefs that conflict with the scientific
evidence: a two-pack-a-day inhaling smoker who has smoked for 20
years may believe that his or her chances of getting lung cancer are nil.
Again, people may fail to take into account all the relevant outcomes or
all the alternative courses of action open to them. On the other hand, the
model does assume that peoples’ behavior is rational in the sense of
being future oriented and in the sense that they attempt to maximize
expected outcomes.

STUDY 1

The first study (Sutton & Eiser, 1984) was designed to investigate
the utility of this single-outcome SEU model in explaining the response
of smokers to a film about smoking and lung cancer. In an experimental
design, groups of smokers watched either a film about smoking and
lung cancer or a control film on a different health topic. The smoking
film we used was a television program called “Dying for a fag?”’ made
by Thames Television and originally broadcast in the United Kingdom in
1975. It consists of an extended interview with a man who is dying from
lung cancer and includes information about the health risks of smoking.
The effects of the film were assessed by means of questionnaires com-
pleted immediately and 3 months after exposure. Our subjects were 61
office workers from two companies based in London. They smoked on
average 17 cigarettes a day.

Figure 2 shows the causal model for this study. Film refers to the
between-film contrast (i.e., the experimental film versus the control
film), and behavior refers to whether or not the smoker tried to stop
smoking or to cut down in the 3-month follow-up period. The other
variables in the diagram were all measured by means of single rating
scales on the questionnaire administered immediately after watching the
film. Intention is assumed to represent the person’s decision at this time.
Probability difference, utility, and confidence were predicted to mediate any
effect of the film on intentions and subsequent behavior. Because fear
has traditionally been regarded as the central explanatory construct in
research on the effects of communications about health risks, we also
included a measure of the amount of fear aroused by the film.

Figure 2 shows the results of multiple regression analyses of the
data. The numbers on the paths are the standardized partial regression
coefficients, or betas, which can be interpreted as estimates of the direct
effects of one variable on another, given the causal ordering shown in
the diagram. Specifically, they estimate that portion of the observed
correlation between two variables that is due to the direct causal effect of
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FIGURE 2. The estimated path model for Study 1 showing the direct effects in terms of the
standardized partial regression coefficients (from Sutton & Eiser, 1984).

one variable on the other. Their size may be judged by reference to the
more familiar correlation coefficient (bearing in mind that, unlike cor-
relations, beta coefficients may in some circumstances exceed unity).
This approach to data analysis is useful in that it allows the total effect of
one variable on another to be decomposed into a single direct (unmedi-
ated) effect and one or more indirect (mediated) effects. Furthermore, it
enables each observed correlation to be decomposed into causal and
noncausal components. Sex, age, and cigarette consumption were con-
trolled for in the analysis, but are not shown in the diagram for the sake
of legibility.

As Figure 2 shows, there were a number of film effects. Relative to
the control film, “Dying for a fag?” aroused more fear. The direct effect
of the film on fear was .40 and the total effect (that is, the direct effect
plus the indirect effects mediated by other variables) was .45. The film
also strengthened intentions to try to stop smoking. Although the direct
effect of film on intention was only .07, the total effect was .41, signifi-
cant at the .025 level. The film also influenced the utility variable; it
apparently impressed on the subjects the importance of reducing their
chances of getting lung cancer. The largest effect of the film, however,
was on behavior. The total effect was .59, which was significant at
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the .01 level: 86% of those who saw the smoking film tried to stop or to
cut down compared with 33% of those who saw the control film. Most of
this effect of the film on behavior was accounted for by the direct effect
of .43 (see Figure 2). Thus the five variables measured on the postex-
posure questionnaire did not mediate the effect of the film on behavior
to any great extent.

As predicted, confidence had a significant direct effect on intention.
Those smokers who thought they would be more likely to succeed if
they tried to stop smoking also expressed stronger intentions to try to
stop. The effects of probability difference and utility, however, were not
significant. Intention was also influenced by the amount of fear aroused
by the film—a direct effect of .39; those who were more frightened by
the film tended to have stronger intentions to try to stop. Finally, the
relationship between intention and behavior was, as would be expected,
positive and significant; those who expressed stronger intentions to try
to stop smoking tended to be more likely to try to stop or to cut down in
the 3-month follow-up period. Forty-six percent of the variance in inten-
tion and 57% of the variance in behavior was explained.

STUDY 2

The second study (Sutton, 1979) differed from the first in that a full
SEU model was used. Instead of focusing on one long-term outcome
(lung cancer), a number of different outcomes were assessed. It also
differed in employing a nonexperimental design.

The source of data for the study was a sample of 2,000 smokers
randomly selected from over half a million smokers who sent for a free
stop smoking kit offered by Granada Television’s “Reports Action” pro-
gram. A questionnaire was included in the kits sent to these 2,000
people.

Ratings of confidence and intentions were obtained as in Study 1.
The questionnaire also listed 26 possible outcomes of continuing to
smoke or stopping smoking (‘‘Be irritable with people,” “Get lung can-
cer,” “Put on weight,” etc.). The subjects were asked to rate each of
these outcomes in terms of their subjective probabilities; for example, “If
you STOPPED smoking altogether would you be more likely or less
likely to be irritable with people than if you CONTINUED TO SMOKE?”
They indicated their response by ticking one of five boxes labeled from
“Much less likely’” through to “Much more likely.” Having rated the
subjective probabilities associated with the 26 outcomes in this way,
they then rated the utility of each outcome, which was operationalized
in terms of “importance.” An SEU score was computed for each person
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by summing the products of the probability and utility ratings over the
26 consequences. This score is assumed to represent the benefits of
stopping smoking relative to continuing to smoke, as perceived by the
person. A positive score means that stopping smoking is expected to
bring more benefits and fewer costs than continuing to smoke. A nega-
tive score means that continuing to smoke is expected to bring more
benefits and fewer costs than stopping smoking. A score of zero indi-
cates that the two alternatives are perceived as equally desirable/unde-
sirable.

Subjects who returned the first questionnaire were sent a short
follow-up questionnaire 3 months later to find out whether or not they
had tried to stop smoking or to cut down in the intervening period. Only
106 cigarette smokers provided adequate information on both question-
naires. The most likely reason for the poor response was that the “kit”
received by the subjects bore little resemblance to the one shown in the
program, consisting only of a broadsheet, a cardboard no-smoking sign,
a leaflet on how to stop smoking, and the questionnaire. The sample
consisted of fairly heavy smokers, smoking on average 25 cigarettes a
day: in fact, no subject smoked fewer than 10 cigarettes a day.

Figure 3 shows the results of regression analyses of the data. As in
Figure 2, intention refers to the intention to try to stop smoking and
behavior refers to whether or not the subject tried to stop smoking or to
cut down in the follow-up period. As before, the numbers on the paths
are the standardized partial regression coefficients.

Both SEU and confidence influenced intention. Those smokers who
had higher SEU scores (i.e., who were more "'motivated” to stop in the
specific SEU sense) tended to have stronger intentions to try to stop

INTENTION - i BEHAVIOR

CONFIDENCE

FiGURE 3. The estimated path model for Study 2 (from Sutton, 1979).
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smoking (p < .001). Furthermore, as in the previous study, those who
were more confident of succeeding had stronger intentions to try to stop
(p < .01). SEU and confidence correlated .35, that is, those who were
more strongly motivated to stop smoking were also more confident of
succeeding. These two variables accounted for 25% of the variance in
intention. Again, as expected, those who had stronger intentions to try
to stop were more likely to report at the 3-month follow-up that they had
tried to stop or to cut down (p < .02). Only 13% of the variance in
behavior could be accounted for.

STUDY 3

The data for Study 3 come from a survey of smokers’ attitudes
conducted in the United Kingdom by the Office of Population Censuses
and Surveys (Marsh & Matheson, 1983). I am running some additional
analyses of the data in collaboration with the authors of the study. The
results reported below are preliminary findings from these analyses.

A large sample of smokers representative of the United Kingdom
population were interviewed and then completed a detailed question-
naire designed to assess, among other things, their confidence and in-
tentions, and their subjective probabilities and utilities with regard to 32
possible outcomes of continuing to smoke and stopping smoking. Six
months later they were sent a short questionnaire to find out whether or
not they had tried to stop smoking in the intervening period.

Figure 4 shows the results of regression analyses of the data on a

INTENTION * BEHAVIOR

CONFIDENCE

Ficure 4. The estimated path model for Study 3.
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subsample of 966 cigarette smokers. The results show a pattern very
similar to that in Study 2. Again, those who had higher SEU scores, and
those who felt more confident, expressed stronger intentions to try to
stop; and those who expressed stronger intentions were more likely to
try to stop in the subsequent 6-month period. Thirty-five percent of the
variance in intentions and 9% of the variance in behavior was accounted
for.

DISCUSSION

This chapter has briefly reported three studies designed to evaluate
an expectancy-value model for explaining smokers’ decisions to try to
stop smoking. The model is clearly inadequate as a full explanation of
smokers’ decisions, whether these occur in response to a fear-arousing
film or as part of a ““spontaneous” attempt to stop. This is shown by the
large unmediated effect of the film on behavior found in Study 1, and by
the relatively small amount of variance in intentions and behavior that
was explained in Studies 2 and 3. On the other hand, the model has
been shown to have heuristic value in enabling consistent and possibly
important relationships to be identified. Although sample charac-
teristics, such as average cigarette consumption, differed from study to
study, the results showed a surprising degree of consistency. For exam-
ple, a positive effect of confidence on intention was found in all three
studies, and in the two studies in which a full SEU model was em-
ployed, intention was also influenced by SEU score. These results sug-
gest that it is useful to regard the attempt to stop smoking as a decision
based in part on weighing up the pros and cons of stopping smoking
and continuing to smoke. Moreover, the results suggest that the
smoker’s expectation of success or failure (confidence) also enters into
this decision. Thus a smoker who is motivated to stop smoking (in the
sense of having a high positive SEU score reflecting an expectation of net
personal benefits from stopping smoking) will be more likely to have
strong intentions to try to stop smoking if he or she also expects to
succeed in such an attempt. Confidence can be seen as a way of incorpo-
rating the addictive aspects of smoking into a social-psychological analy-
sis of smokers’ decisions. From this viewpoint, what is important in
understanding smokers’ decisions to stop is their expectations concern-
ing the possible outcomes of stopping smoking or trying to do so. To
what extent such expectations (for example, about withdrawal symp-
toms) have a basis in dependence is an important question that should
be addressed in future research.
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The Effectiveness of Alcoholism

Treatment
What Research Reveals

WILLIAM R. MILLER AND REID K. HESTER

INTRODUCTION

In 1979 we set out together on a journey. We decided to try to read every
study that had ever been published (in languages we could understand)
on the effectiveness of different approaches to treating alcohol prob-
lems. We had no idea what lay in store for us.

In the course of our research we encountered four major surprises.
The first of these was the sheer volume of research. We had had no
conception of just how much research had been done. The chapter that
resulted from our search (W. R. Miller & Hester, 1980) comprised 130
printed pages and encompassed more than 600 references. It took us 6
months just to read the research.

Our second surprise was the encouraging number of alternative
treatments available for dealing with alcohol problems. We found em-
pirical information on more than 20 different treatment methods, a few
of which we had never encountered before. Some were old and familiar.
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Others were novel applications of methods that had been used effective-
ly to treat other problems.

A third surprise was that we were pleased at how much clinically
relevant information is already available. Not only is the volume of
research large, but it is gratifyingly consistent. The results of well-con-
trolled studies in this area have seldom contradicted one another. Cer-
tain methods have a very good track record, working well across a wide
range of populations and settings. Others seem to have little therapeutic
value, and are rather consistently found to yield little impact on drinking
behavior when subjected to controlled evaluation. Although client char-
acteristics have not proved to be consistent prognostic indicators for
alcoholism treatment in general (Gibbs & Flanagan, 1977), certain meth-
ods do appear to be differentially beneficial for specific types of clients.
Encouraging gains have been made in deriving differential diagnostic
schemes that will allow the professional to help clients select an optimal
approach (Gottheil, McLellan, & Druley, 1981; cf. Chapter 8, this vol-
ume).

But the fourth surprise was, for us, the most disturbing. As we
constructed a list of treatment approaches most clearly supported as
effective, based on current research, it was apparent that they all had
one thing in common as of 1979: they were very rarely used in American
treatment programs. The list of elements that are typically included in
alcoholism treatment in the United States likewise evidenced a com-
monality: virtually all of them lacked adequate scientific evidence of
effectiveness. We were shocked. The problem, it seemed, was not that
““we know not what we do,” but rather that in the alcoholism field we
are not applying in treatment what is already known from research.

Since 1979 we have continued to read the emerging research on
treatment outcome and to search still further to accumulate whatever
knowledge might be available. Among the questions that have fasci-
nated us are: (a) Which treatment methods are most effective in treating
alcohol problems? (b) What types of individuals do best within each
alternative method? and (c) How is effectiveness influenced by the
length, intensity, or setting of treatment?

In the 6 years since our original review, more than 300 new treat-
ment reports have been published. A number of important controlled
investigations have appeared, and the information available on how to
select optimal interventions is still stronger than it was in 1979. Yet, as
far as we can see, this research has still had virtually no effect on treat-
ment practices in the United States, where alcoholism treatment has
become a major profit-making industry.

This chapter is an overview of the evidence on effectiveness of
alternative treatment approaches. Because of constraints on length, we
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have had to impose several exclusionary criteria on what could be dis-
cussed here. First, we have restricted ourselves primarily to the evi-
dence from controlled research; that is, studies including either random
or matching assignment designs with control or comparison groups.
Given the wide variability in treatment outcome across populations, we
believe that controlled designs offer the best hope of providing reliable
and replicable results. Second, we have focused on studies evaluating
the impact of treatment on drinking behavior. Many studies have evalu-
ated treatment effects on alcoholics’ mood, compliance, anxiety, insight,
or other variables, but we have emphasized here those studies including
measures of change in alcohol consumption. Third, we have discussed
only treatment interventions with problem drinking populations, and
have not included preventive interventions. Finally, we have concen-
trated on presenting the “’bottom line,” attempting to draw reasonable
and accurate conclusions from the data available. Space limitations con-
strain us from offering detailed methodological critiques of each study.
Our prior review (1980) offers methodological commentary on some
earlier studies.

SPECIFIC TREATMENT METHODS

We will give separate consideration to nine major classes of inter-
ventions, although we recognize that these methods frequently overlap
or are combined. First consideration will be given to four very common
elements of current treatment programs: pharmacotherapy, psycho-
therapy or counseling, Alcoholics Anonymous, and alcoholism educa-
tion. The review of specific approaches will then conclude with evalua-
tions of five less commonly employed approaches: family therapy,
aversion therapies, operant methods, controlled drinking, and broad
spectrum treatment. Finally, we will discuss the effects on outcome of
treatment length and setting, and briefly review the state of knowledge
on matching clients with interventions.

PHARMACOTHERAPY

The conception of alcoholism as a disease has fostered investigation
of a large number of medications as potential therapeutic agents. We
will summarize the evidence on three major alternative strategies of
pharmacotherapy for alcoholism: (a) antidipsotropic drugs, (b) psycho-
tropic medications, and (c) hallucinogens.

Although there has been a staggering number of studies of drug
therapies for alcoholics, there have been surprisingly few controlled
investigations that have included an adequate outcome measure of
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drinking behavior. Follow-up periods have commonly been restricted to
those typical of short-term drug trials, brief periods inadequate for eval-
uating long-range impact on drinking. Dropouts from pharmacotherapy
studies (50% is not uncommon) as well as noncompliance with dosage
regimens have also posed major problems for interpretation of findings.

Antidipsotropics

Antidipsotropics represent a class of drugs that are prescribed with
the intention of creating an adverse physical reaction when the indi-
vidual consumes alcohol. Three agents of this type have been studied:
disulfiram, citrated calcium carbimide, and metronidazole.

Disulfiram. Disulfiram (trade name: Antabuse) is, by far, the most
popular American pharmacotherapy for alcoholism. A client taking an
adequate dose of disulfiram develops an extremely unpleasant physical
reaction upon ingesting alcohol. Although hundreds of articles and
commentaries have been published on this drug, we found fewer than a
dozen controlled studies.

The earliest of these was an extensive study by Wallerstein et al.
(1957), who reported 53% of alcoholics treated by disulfiram to be im-
proved, as compared with 24%, 36%, and 26% in comparison groups. In
light of apparent deviations from random assignment, however, we
question the interpretability of these results (W. R. Miller & Hester,
1980). Reinert (1958) reported superiority for disulfiram over reserpine,
but the absence of placebo or unmedicated controls, combined with a
44% attrition rate at follow-up, renders these results difficult to in-
terpret. Gallant, Bishop, Faulkner et al. (1968) reported no advantage for
disulfiram over no treatment, but this study likewise was plagued by a
massive attrition rate.

An interesting experiment by Yalovoi (reported by Mottin, 1973)
compared two groups comprising 300 male alcoholics. The control
group received disulfiram, including a ““challenge” procedure in which
the client was forced to consume alcohol in order to experience the
adverse reaction that would ensue. A comparison group for whom dis-
ulfiram was medically contraindicated (therefore not randomly as-
signed) received a parallel “challenge” experience of nausea induced by
the emetic drug, emetine. No significant differences were observed be-
tween the groups during 3 years of follow-up.

In an attempt to sort out the specific effects of disulfiram from those
of motivation and therapeutic attention, Gerrein, Rosenberg, & Man-
ohar (1973) randomly assigned outpatient alcoholics, who were willing
to take part in their experiment. The patients came to an outpatient clinic
either once or twice weekly. Some patients received disulfiram whilst
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others did not receive the drug. Eight-week follow-up data pointed to
superiority of the group visiting twice weekly and receiving disulfiram.
Unfortunately, the follow-up was not extended beyond this brief period.
The latter problem was remedied in a study by Fuller and Roth (1979) in
which 128 alcoholic patients were randomly assigned to receive a
therapeutic dose of disulfiram, an inactive dose (1 mg.), or no medica-
tion. At one year, no significant differences were observed in absti-
nence, drinking days, appointments kept, family stability, or em-
ployment. The investigators did note, however, that both groups
receiving the drug (even if an inactive dose) showed a higher abstinence
rate (23%) than did those given no pill (12%), suggesting a placebo effect
in being told that one is taking the drug. Using a life-table method to
reanalyze their data, Fuller and Williford (1980) reported statistical sig-
nificance of this difference, whereas the previous analyses had yielded
only a nonsignificant trend. It must be recalled, however, that the placebo
group in this study (inactive dose) achieved the highest abstinence rate
at 12 months, indicating that the therapeutic effect is not attributable to a
specific pharmacological action of the drug. This study is a valuable
contribution to the literature, because it helps to untangle specific from
nonspecific effects that were confounded in much-cited earlier studies,
such as Hoff and McKeown (1953) where “experimental” patients who
were willing to take the drug were found to fare better than “controls”
(not randomly assigned) who refused the drug or for whom it was
contraindicated.

Another well-controlled study by Azrin, Sisson, Meyers, and God-
ley (1982) suggests that the effectiveness of disulfiram may be aug-
mented by an intervention to increase medication compliance. At 6-
month follow-up, two groups that received a behavioral compliance
program to encourage the taking of disulfiram showed superior out-
come (less drinking, intoxication, unemployment, institutionalization)
than a group receiving a typical alcoholism treatment regimen (dis-
ulfiram, education and films, individual counseling) but no compliance
intervention.

An alternative method for administering disulfiram is to implant it,
thus eliminating problems in compliance with daily oral dosage. Hus-
sain and Harinath (1972) reported, in a brief letter, that 91% of implant
cases sustained abstinence whereas 52% of “controls” had relapsed
within 2 months. There was no indication of random assignment, how-
ever, and the placebo effects of surgery are potentially large. Whyte and
O’Brien (1974) reported a similar study in which post hoc matching was
used in an attempt to assemble a comparable control group, again re-
porting superior duration of abstinence for implant patients.

Wilson and his colleagues have conducted a well controlled series of
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studies to evaluate the placebo component of disulfiram implantation.
In their initial investigation (Wilson, Davidson, & White, 1976), 20
chronic alcoholics received either disulfiram implant or sham surgery.
Although the number of abstainers at follow-up did not differ substan-
tially (5 versus 4), the disulfiram patients who drank had waited signifi-
cantly longer before relapsing, and were more likely to abstain again
following the initial episode. Both groups showed substantial increases
in abstinence relative to the 2 years prior to surgery. Reporting 2-year
follow-up data for these patients, Wilson, Davidson, Blanchard, and
White (1978) found a sustained advantage for the implant group over
the placebo surgery group. Nevertheless, the placebo effect (sham sur-
gery vs. no surgery) was substantially larger than the drug effect (im-
plant vs. sham surgery): Wilson (1979) reported a mean of 367 and 307
days of abstinence in disulfiram implant and placebo groups, respec-
tively, as compared with a mean of 27 abstinent days in an unoperated
comparison group.

In summary, the most striking differences in controlled evaluations
are those between alcoholics receiving no medication and those given a
“drug’” they believe to be disulfiram (even if it is a placebo). Current
findings point to small differences between disulfiram and placebo, typ-
ically at marginal levels of statistical significance. Thus it appears that the
therapeutic effects of disulfiram (beyond those attributable to population
characteristics, such as motivation) derive from a substantial placebo
effect combined with a modest (at best) specific effect. Given the known
side-effects of disulfiram and current indications of potential deleterious
health effects of this drug (e.g., Burnett & Reading, 1970; Goyer & Major,
1979; Kwentus & Major, 1979; Lake, Major, Ziegler, & Kopin, 1977;
Lijinski, 1979; Van Thiel, Gavaler, Paul, & Smith, 1979) we question the
wisdom of its use as a routine therapeutic agent. We particularly question
the ethics and effectiveness of the rather common practice of mandating
disulfiram as a consequence of alcohol-related offenses.

Citrated Calcium Carbimide. An alternative antidipsotropic agent is
citrated calcium carbimide (CCC). Like disulfiram it produces an aver-
sive reaction in combination with alcohol. In comparison with the dis-
ulfiram-ethanol reaction, its effect apparently occurs sooner after inges-
tion, is less severe, and is shorter lived. Likewise, the unpleasant side
effects appear to be less severe and prolonged than those of disulfiram,
increasing the likelihood of compliance, and the health risks that ensue
if drinking occurs are less extreme (for review see W. R. Miller & Hester,
1980). Marketed under the trade names of Temposil and Abstem in Cana-
da and Britain, CCC is not currently approved for use in the United
States. Levy, Livingstone, and Collins (1967) reported a 37% abstinence
rate at 9 to 14 months in a group treated with CCC, contrasted with no
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abstainers in a comparison group given disulfiram. No adequately con-
trolled evaluations of CCC have been published to date.

Metronidazole. The story of metronidazole (trade name: Flagyl) is an
instructive chapter in the history of alcoholism treatment. Metronida-
zole is a drug useful in the treatment of urinary and vaginal infections.
Early reports that it produced a taste aversion to alcohol (e.g., Taylor,
1964) generated substantial enthusiasm for and interest in this drug as a
pharmacotherapeutic agent for alcoholics.

The evidence from controlled evaluations, however, has been con-
sistently negative. Merry and Whitehead (1968) found that the addition
of metronidazole to a standard hospital program resulted in no signifi-
cant improvement in the maintenance of abstinence during the 30 days
of the trial. Egan and Goetz (1968) found identical outcomes for metroni-
dazole versus placebo treatments in a double-blind 6-month clinical trial.
Gallant, Bishop, Camp, and Tisdale (1968) found that neither metroni-
dazole nor chlordiazepoxide yielded a significant improvement over
routine group therapy. Tyndel, Fraser, and Hartleib (1969) found no
evidence of decreased desire for or consumption of alcohol in metroni-
dazole versus placebo groups in a double-blind design. Penick, Carrier,
and Sheldon (1969), in another double-blind study, found a higher rate
of improvement (abstinent with only an occasional drink) in placebo
(64%) than in drug-treated patients (42%) at 6 months. The same direc-
tion of findings persisted at 4 year follow-up (Penick, Sheldon, Templer,
& Carrier, 1971). The absence of any therapeutic effect from metronida-
zole has also been confirmed in other controlled evaluations (Lal, 1969:
Lowenstam, 1969; Lysloff, 1972: Platz, Panepinto, Kissin, & Charnoff,
1970). The single exception to this pattern is a positive double-blind
evaluation conducted by Swinson (1971), who found no differences be-
tween drug and placebo groups until the 12-month follow-up, at which
point more drug-treated (9/18) than placebo-treated (1/13) patients were
classified as improved.

The history of metronidazole treatment contains the important
lesson that one cannot rely on optimistic uncontrolled reports of effec-
tiveness, and that a consistent pattern of findings from adequately con-
trolled research may well differ from the findings of a single study and
from anecdotal reports and clinical impressions. The overwhelming
weight of findings here indicates that metronidazole produces no signif-
icant reduction in drinking behavior, and after two decades this drug
has fallen into justifiable disuse as a treatment for alcoholism.
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Psychotropics

The rationale for using psychotropic medications is that by treating
underlying psychopathology that is presumably causing the excessive
drinking, the alcohol abuse will be eliminated. The following review is
organized according to the type of underlying pathology targeted by
these medications.

Antianxiety Drugs. An early study by Hoff (1961) reported a com-
bined improvement (abstinent, one slip, or better control) rate of 72% for
alcoholics receiving chlordiazepoxide (trade name: Librium) versus 52%
for matched controls over 3 to 12 months of follow-up. Subsequent
studies, however, have failed to find significant differences between
chlordiazepoxide and comparison groups on either drinking measures
or psychosocial functioning (Bartholomew & Guile, 1961; Charnoff,
Kissin, & Reed, 1963; Mooney, Ditman, & Cohen, 1961; C. M. Rosen-
berg, 1974; Shaffer, Freinek, Wolf, Foxwell, & Kurland, 1963). Overall,
controlled research provides no persuasive support for using antianxiety
agents with alcoholics, and many physicians caution against their use
because of the risks of multiple abuse of alcohol and medication.

Antipsychotics. Drugs intended for the treatment of psychoses have
also been tried with nonpsychotic alcoholics. Butterworth and Watts
(1974) evaluated the effectiveness of thiothixene, trifluoperazine, and
placebo by using global rating scales of adjustment in alcoholics. Over
the 3 weeks of the study no differential improvement was noted among
these groups. Turek, Ota, Brown, Massari, and Kurland (1973) similarly
found no differential advantage among these same two drugs and
placebo.

Once again, although early anecdotal and uncontrolled reports
were quite optimistic (e.g., Fox & Smith, 1959), no evidence has
emerged from controlled research to indicate that these medications are
of value in treating alcoholism itself.

Antidepressants. Shaffer, Freinek, Wolf, Foxwell, and Kurland (1964)
reported a double-blind study of nialamide (an MAO inhibitor) versus a
placebo. During the 28 days of inpatient treatment no differences were
observed on "incidence of sobriety lapse.” Butterworth (1971) reported
combined improvement rates of 79% versus 40% for clients receiving
imipramine versus a placebo, respectively, based on a global rating
scale, but follow-up was restricted to 3 weeks and the criteria used to
define “improvement” are unclear.

Kissin and Gross (1968) compared the combined effects of chlor-
diazepoxide and imipramine with those of either drug alone or placebo.
At 6-month follow-up they reported reduced-drinking rates of 28%,
19%, 0%, and 13% with the combination, chlordiazepoxide, imipramine,
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and placebo groups, respectively. In a subsequent study Kissin, Platz,
and Su (1970) compared this drug combination to controls receiving only
inpatient ward treatment, psychotherapy, or no treatment. Success rates
after an unspecified length of follow-up were 21%, 15%, 36%, and 5%,
respectively.

A number of other studies have investigated the effects of anti-
depressant medications on depression among alcoholics, often finding
modestly superior symptom reduction in drug-treated groups (e.g.,
Baekeland & Lundwall, 1975; Shaw, Donley, Morgan, & Robinson,
1975). Unfortunately, such studies have typically been restricted to brief
periods of follow-up and often have included no measure of impact on
drinking behavior.

At the present time, findings are equivocal regarding the effect of
antidepressant medications on drinking behavior, although there may
be beneficial effects of certain medications on mood. Further research is
needed, and it would be particularly sensible to examine the differential
effectiveness of antidepressants with alcoholics who are clinically de-
pressed versus nondepressed. Various investigators are now exploring
whether antidepressants affect desire for or effects of alcohol in animals
and humans. At the present time it seems appropriate to consider the
use of antidepressant medications as one alternative for treating mood
disorders that persist with sobriety, but it would be ill-advised to rely on
these drugs as primary agents to bring about sobriety.

Lithium. Some of the best-controlled investigations of pharmaco-
therapy for alcoholism have been with lithium carbonate. Studies exam-
ining measures of depression in alcoholics have found no differences
between those given lithium or placebo (Kline, 1974; Merry, Reynolds,
Bailey, & Coppen, 1976; Pond et al., 1981). When drinking behavior is
examined, however, a different picture has sometimes emerged. Kline et
al. (1974) reported that alcoholics receiving lithium had fewer drinking
episodes and relapses as compared with a placebo control group. Merry
et al. (1976) similarly found that depressed subjects receiving lithium
showed significantly fewer days of incapacitation from drinking than
did those given a placebo. Pond et al. (1981), by contrast, found no
significant differences in weekly alcohol consumption during lithium
versus placebo weeks using a within-subjects crossover design. Like
other pharmacotherapy studies, these have been compromised by high
drop-out rates.

McMillan (1981) has suggested that lithium may influence drinking
behavior by reducing alcohol’s euphoric effects. With the controlled
studies numbering two positive and one negative, further research is
needed to clarify whether lithium has a specific or differential effect on
alcohol consumption of problem drinkers. As with antidepressants, re-
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liance on lithium as a primary agent for modifying drinking behavior
cannot be recommended at present.

Summary. No psychotropic medication has yet been shown to pro-
duce reliable changes in drinking behavior. Where psychopathology
persists, particularly after initial sobriety has been achieved, a carefully
chosen medication may be appropriate for treating these concurrent
problems. There is very tentative evidence that certain antidepressants
and lithium may reduce desire for and consumption of alcohol, but
neither the magnitude of this effect nor the volume of research to date
can substantiate lithium as a primary therapeutic agent for alcoholism.

Hallucinogens

During the 1960s and early 1970s, the use of lysergic acid di-
ethylamide (LSD) as an alcoholism treatment enjoyed a rapid rise in
popularity, followed by an equally precipitous decline. The rationale
was that alcoholics would have a psychedelic experience or would un-
dergo an altered state of consciousness that would render them more
amenable to personality change. Early uncontrolled studies enthusi-
astically reported positive results, with abstinence rates ranging as high
as 94% (Chwelos, Blewett, Smith, & Hoffer, 1959).

As controlled studies began to appear, however, a different picture
emerged regarding the effectiveness of LSD therapy for alcoholics. With
two exceptions, controlled evaluations found no differential or additive
advantage for LSD in treating alcoholism (Bowen, Soskin, & Chotlos,
1970: Denson & Sydiaha, 1970; Hollister, Shelton, & Krieger, 1969; John-
son, 1970; Ludwig, Levine, Stark, & Lazar, 1969; Ludwig, Levine, &
Stark, 1970; Smart, Storm, Baker, & Solursh, 1966). Both of the studies
finding an advantage for LSD treatment (Jensen & Ramsay, 1963; Tom-
sovic & Edwards, 1970) suffered high attrition rates at follow-up. Of the
two, the Tomsovic and Edwards study is better designed, having em-
ployed random assignment, a large sample, and follow-up to 12
months. Although the LSD-treated group in this study did show a high-
er abstinence rate (44%) than the control group volunteering for but not
receiving LSD (11%), the experimental group did not differ in outcome
from another group not volunteering for LSD.

Here, at least, the weight of negative findings appears to have influ-
enced practice, and by the early 1970s the use of LSD in alcoholism
treatment had all but disappeared. Indeed, with the exception of a 6-
year follow-up of an uncontrolled study (Rydzynski & Gruszczynski,
1980), there have been no subsequent reports on this approach.
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PsycHOTHERAPY AND COUNSELING

Various types of counseling and psychotherapy have been pro-
posed as appropriate for alcoholics, and uncontrolled evaluations of
such interventions yield a wide ranging mixture of outcomes (W. R.
Miller & Hester, 1980). As in other sections of this chapter, we will
confine our discussion to controlled and comparative studies that yield
information about the absolute and relative effectiveness of these ap-
proaches in reducing drinking behavior and alcohol-related problems.

One type of design has assigned patients either to receive or not
receive counseling or psychotherapy in addition to a regular inpatient
ward regimen. Levinson and Sereny (1969) sequentially assigned alco-
holics to receive or not receive insight therapy (including individual and
group therapy and educational sessions). At one-year follow-up, con-
trary to predictions, no significant differences were found between
groups on measures of drinking, work status, psychological health, or
social adjustment. The control group, who received only occupational
and recreational therapy in an inpatient milieu, showed a somewhat
higher rate of improvement (33%) than the therapy-treated group (15%),
based on personal interviews. Working with ““chronic character disor-
ders” (not restricted to alcoholics), Pattison, Brissenden, and Wohl
(1967) randomly assigned inpatients to receive or not receive psycho-
analytic group psychotherapy. The only significant difference found on
a broad range of outcome measures favored the control group, who
showed higher self-acceptance. Tomsovic (1970) studied the outcome for
alcoholic patients before and after the introduction of a new program
procedure, an intensive counseling conference session in which the pa-
tient met with staff to discuss problems. Contrary to expectations, those
receiving the counseling fared significantly worse. Finally, Bjornevoll
(1972) assigned 46 alcoholics to receive or not receive intensive encoun-
ter group therapy. Although nearly every patient in the encounter
groups rated them as helpful and indicated they would recommend
them to other patients, no differences were found (contrary to predic-
tions) at 6- to 7-month follow-up on measures of drinking status, with a
trend toward more abstainers in the control group. In sum, studies that
have examined the value of adding psychotherapy to an inpatient milieu
have found either no differences or, contrary to the expectations of the
investigators, trends favoring patients who did not receive additional
psychotherapy.

Another type of design has been used to study psychotherapy or
counseling in relation to more minimal interventions, usually on an
outpatient basis. Ogborne and Wilmot (1979) randomly assigned 40 Skid
Row alcoholics to receive or not receive outpatient counseling sessions
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to discuss their drinking problems. Only 10 of the 20 assigned to coun-
seling remained in contact for the 6 months of intervention, and these
were matched with 10 controls. No significant differences were ob-
served during or 3 months after intervention, based on personal inter-
views and examination of records. Bruun (1963) assigned alcoholics ran-
domly to an intensive psychotherapy group plus disulfiram (32 visits) or
to disulfiram alone (10 clinic visits), and found no differences in drink-
ing, social, or psychological functioning between the two groups at fol-
low-ups ranging from 2 to 3.5 years. Zimberg (1974) contrasted a com-
prehensive outpatient treatment program including group and individ-
ual psychotherapy and medication (50 visits) with a minimal treatment
condition consisting of medication and brief supportive counseling by
an internist (24 visits). At 12 months, 40% of the “comprehensive”
group and 44% of the “minimal” group showed few or no symptoms of
alcoholism, and the latter group showed significantly more improve-
ment on 5 of 7 scales of emotional adjustment. Crumbaugh and Carr
(1979) randomly assigned inpatients to receive either or neither of two
forms of logotherapy (8 hr/week) and found no significant overall dif-
ferences at the end of treatment (measures restricted to subjective pur-
pose in life—no measures of drinking). Mindlin (1965) failed to find any
difference in sobriety and attitude change between alcoholics receiving
group therapy and those assigned to educational lectures. Thus in out-
patient settings, as in inpatient settings, controlled evaluations have
failed to demonstrate benefit from adding psychotherapy or counseling
to more minimal interventions.

Several studies have provided slightly more encouraging results.
Kissin et al. (1970) compared outpatient psychodynamic group psycho-
therapy or psychotropic medication versus inpatient rehabilitation on a
ward where group therapy was the primary intervention. No differences
in effectiveness were found among groups (thus failing to support psy-
chotherapy over medication), but all treated groups did fare better than a
randomly assigned group of untreated controls. Brandsma, Maultsby,
and Welsh (1980) randomly assigned alcohol-related offenders to insight
therapy, cognitive-behavior therapy, Alcoholics Anonymous, or a no-
treatment control. Although at early follow-ups all treated groups com-
bined showed more improvement than controls, by 12 months the only
remaining significant difference indicated fewer days of drinking among
insight and cognitive therapy groups relative to controls, with no other
differences on a wide range of measures. These two studies suggest that
psychotherapy may yield modest short-term gains relative to no treat-
ment at all, at least within certain alcoholic populations.

Other studies have compared different approaches to psycho-
therapy. Ends and Page (1957) contrasted client-centered and psycho-
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analytic groups with a group involving discussion of learning principles
and with a control discussion group. At one to one and a half year blind
follow-up, the groups showed 53%, 40%, 13%, and 24% improvement,
respectively (abstinent or only 1 to 2 slips). Tomsovic (1976) found
slightly more improvement in self-concept among inpatients treated in a
closed encounter group as compared with those treated in an open-
membership group, but no drinking measures were reported. Waller-
stein et al. (1957) found less improvement among patients treated with
group milieu therapy than among those given disulfiram or hypno-
therapy. Pomerleau, Pertschuk, Adkins, and d’Aquili (1978) randomly
assigned problem drinkers to either insight-oriented or behaviorally ori-
ented therapy groups. Dropouts were significantly greater from the in-
sight group (43%) than from the behavioral group (11%), but among
completers the differences (which favored the behavioral group) fell
short of statistical significance. McCance and McCance (1969) and P. M.
Miller, Hersen, Eisler, and Hemphill (1973) failed to find differences in
effectiveness between group therapies and electrical aversive counter-
conditioning. The absence of untreated controls in these studies makes
it impossible to judge whether any of the treatments offered would have
exceeded the efficacy of no intervention.

Viewing the controlled and comparative studies as a whole, we are
struck by the absence of consistent and substantive support for the
efficacy of traditional psychotherapy and counseling approaches as eval-
uated to date. The majority of studies have found no differences be-
tween those receiving versus not receiving such therapy in spite of the
fact that in most of the studies the investigators expected to find an
advantage for the former. In several studies the existing differences have
favored those not receiving additional counseling or psychotherapy.
Studies reporting an advantage for therapy relative to controls have
violated random assignment (Kissin et al., 1970), lacked adequate out-
come measures of drinking (Ends & Page, 1959), or shown minimal
differences at best (Brandsma et al., 1980).

Of course specification of the precise procedures involved in coun-
seling or psychotherapy is often less than clear. This lack of clarity
would be a more serious problem were it the case that some studies
showed substantial success whereas others did not. In the absence of
persuasive evidence for efficacy, it seems futile to pursue differentiation
among relatively inert procedures. Suffice it to say that although group
and individual counseling and psychotherapy have become exceedingly
popular elements in the standard treatment of alcoholics, there is little or
no evidence to date that such interventions have a specific long-range
impact on drinking behavior.
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CONFRONTATION

Within the popular lore on treating alcoholics, there is nearly uni-
versal agreement that confrontation is a valuable if not essential element
of counseling. The common belief is that alcoholics as a group tend to
deny or fail to recognize the reality of their problems, and that it is
therapeutic to confront them with reality.

Actual procedures for carrying out confrontation vary widely. The
literature on alcoholism treatment includes many dozens of descriptions
of how to carry out confrontation. The usual procedures include a force-
ful and factual presentation of evidence that the individual “has alco-
holism,” refutation of the client’s protestations to the contrary, and
application of any available leverage or contingencies to persuade or
coerce the individual into treatment.

In our research of the literature, we found not a single adequately
controlled evaluation of confrontational counseling with alcoholics. This
lack of evaluative research is disturbing, given the current ubiquity of
confrontational approaches in alcoholism treatment. In a comparative
study, MacDonough (1976) found, contrary to expectations, that two of
four alcoholics treated in a token economy ward showed improvement
in undesirable behavior, whereas of five alcoholics treated by an inten-
sive confrontation approach, none showed improvement. The general
literature on group therapy is no more encouraging regarding the effec-
tiveness of a confrontational approach. Lieberman, Yalom, and Miles
(1973), for example, reported that a hostile-confrontational style of
group leadership was associated with more negative outcomes than other
leader styles. Likewise, research on motivation for change does not
support an exhortatory or argumentative style as optimal for inspiring
behavior change (W. R. Miller, 1983).

Yet confrontation need not be equated with strategies of coercion
and extrinsic control. An alternative is a feedback model in which the
client is given information about his or her current health status (W. R.
Miller, 1985). Exemplary research has emerged from a Swedish team
headed by Hans Kristenson (Kristenson, 1983; Kristenson, Ohlin,
Hulten-Nosslin, Trell, & Hood, 1983). Individuals at risk for alcohol
problems were identified via elevated liver enzyme values on routine
physical examinations. Patients with at-risk values were then ran-
domized, and those assigned to an experimental condition were given
feedback of their test results, information about the meaning of such
enzyme elevations, and simple advice to reduce alcohol consumption.
Those given feedback and advice were found, at follow-ups ranging to 5
years, to have substantially lower mortality, illness, hospitalization, and
work-absence rates relative to control subjects.
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One form of feedback that has received experimental attention is
videotape self-confrontation (VSC). The typical procedure has been to
videotape the client during a period of intoxication (either upon admis-
sion or following a period of supervised drinking), then to have the
client view the tape on a subsequent day while sober. Clinical reports
indicate that this procedure is quite stressful for alcoholics, yielding
depression, decreased self-esteem, and anxiety. The impact of this pro-
cedure on drinking behavior has been evaluated in several studies. One
common result is a high rate of relapse shortly after the treatment (Faia
& Shean, 1976; Feinstein & Tamerin, 1972), sometimes higher than that
of clinical controls (Schaefer, Sobell, & Mills, 1971). Schaefer et al. (1971)
likewise reported a differentially higher dropout rate among patients
exposed to VSC (56%) than among comparable patients assigned at
random to standard treatment without VSC (10%). Controlled com-
parisons of patients given versus not given VSC have indicated little or
no beneficial impact on drinking behavior. Baker, Udin, and Vogler
(1975) found a modest advantage at 6 weeks for clients receiving VSC
plus behavioral counseling (80% abstinent or controlled) versus those
receiving only counseling (73%), but this difference had disappeared by
6 months. Faia and Shean (1976) found no significant differences in
results for a hospital program with or without a VSC component.
Schaefer et al. (1971) and Shaefer, Sobell, and Sobell (1972) also observed
no significant differences in sobriety of inpatients receiving versus not
receiving VSC. Finally, Lanyon, Primo, Terrell, and Wener (1972) found
no benefit from a VSC intervention versus a comparison discussion
group, although the addition of systematic desensitization to VSC did
yield more encouraging results.

Taken together, these studies indicate that confrontational interven-
tions are not inert. Kristenson’s findings in particular suggest that a
minimal feedback procedure can have a substantial impact on behavior
and health. At the same time, confrontational approaches must be un-
dertaken with care because of the potential for precipitating dropout,
negative emotional states, lowered self-esteem, and proximal relapse. It
seems likely that feedback interventions may be of value in prevention
and treatment programs, but the optimal approaches and safeguards
remain to be delineated.

ALCOHOLICS ANONYMOUS

In spite of the fact that it inspires nearly universal acclaim and
enthusiasm among alcoholism treatment personnel in the United States,
Alcoholics Anonymous (A.A.) wholly lacks experimental support for its
efficacy. A number of studies have reported positive correlations be-
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tween A.A. attendance and abstinence (W. R. Miller & Hester, 1980),
but these studies have failed to control for multiple confounding vari-
ables and yield results that are virtually uninterpretable (Bebbington,
1976). Only two studies have employed random assignment and ade-
quate controls to compare the efficacy of A.A. versus no intervention or
alternative interventions. Brandsma et al. (1980) found no differences at
12-month follow-up between A.A. and no treatment, and at 3-month
follow-up those assigned to A.A. were found to be significantly more
likely to be binge drinking, relative to controls or those assigned to other
interventions (based on unverified self-reports). Ditman and Crawford
(1966) assigned court mandated “alcohol addicts” to A.A., clinic treat-
ment, or no treatment (probation only). Based on records of rearrest,
31% of A.A. clients and 32% of clinic-treated clients were judged suc-
cessful, as compared with 44% successes in the untreated group (Dit-
man, Crawford, Forgy, Moskowitz, & MacAndrew, 1967).

Other studies have evaluated multidimensional programs in which
A.A. was one component. Edwards et al. (1977), for example, found that
a complex treatment program (including A.A., medication, outpatient,
and inpatient care) was no more effective in modifying alcohol con-
sumption and problems at 12-month follow-up than was a single session
of counseling consisting of feedback and advice.

To be sure, these studies (like most any research) can be criticized
for methodological weaknesses, and as always “further research is
needed.” Given the absence of a single controlled evaluation supporting
the effectiveness of A.A. and the presence of these negative findings,
however, we must conclude that at the present time the alleged effec-
tiveness of A.A. remains unproved.

AvLcoHoLisM EbucaTioN

One additional element that has come to be common in American
alcoholism treatment centers is an educational component, usually con-
sisting of a series of lectures, films, readings, or discussions on the topic
of alcohol and alcoholism. Typical content includes the negative effects
of alcohol on health and behavior, combined with a disease model of the
etiology and treatment of alcohol problems. Such intervention proceeds
from the assumption that alcoholics are uninformed about alcohol and
their problems with it, and require education. Here there is a parallel
between “treatment” and “prevention” research, with the distinction
residing in the level of current problem development among those being
educated. We will focus on controlled evaluations of education pro-
grams for individuals already evidencing problem drinking.

Studies employing random assignment of subjects have been few,
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and have failed to support the efficacy of education as a treatment inter-
vention. Scoles and Fine (1977), using a Solomon four-group design,
found that drinking drivers assigned at random to an education pro-
gram on the hazards of drinking and driving were no more improved on
measures of alcohol consumption and impairment than a control group
receiving assessment only. Swenson and Clay (1980) similarly found no
differential gains in a group of offenders assigned at random to 10 to 15
hours of education, as compared with controls given a minimal inter-
vention (home study course), with most subjects reporting more drink-
ing at posttest.

Studies not using random assignment have yielded mixed results.
At least two studies (Hagen, Williams, McConnell, & Fleming, 1978;
Salzberg & Klingberg, 1983) have found higher rates of repeat offenses
among offenders sent to education and treatment programs than among
those given standard legal sanctions. One possible mechanism for such
a paradoxical outcome is a desensitizing effect, such that a group educa-
tion program may diminish the deterrent impact of arrest and penalties.
Malfetti (1975), by contrast, reported significantly fewer subsequent of-
fenses among 500 drunken drivers attending an education class, versus
500 controls. McGuire (1978) reported that 1,000 participants in an edu-
cation program showed 78% fewer repeat offenses, 34% fewer acci-
dents, and 23% fewer moving violations compared to 1,000 control sub-
jects given only probation and fine. However, the assignment of
offenders to conditions in all of these studies was not only nonrandom,
but systematically biased so that groups were nonequivalent before in-
tervention. The findings may therefore be attributable to sample differ-
ences.

Least evaluated has been the value of alcohol education within the
context of an alcoholism treatment program. The only comparative eval-
uation to date contrasted three alternative modalities for education, but
lacked a no-education control group (Stalonas, Keane, & Foy, 1979). The
investigators found that patients watching presentations on videotape
showed significantly greater gain in knowledge than did patients at-
tending live lectures or reading written presentations of the same mate-
rial. All groups, however, showed return to baseline levels of knowl-
edge at follow-up. Furthermore, it is questionable whether changes in
knowledge or attitudes about alcohol can be expected to generalize to
behavior change (Uecker & Boutilier, 1976).

Although uncontrolled studies have sometimes found gains in
groups receiving alcohol education, the full body of such research sug-
gests that detrimental effects are at least as likely to occur (cf. review by
Kinder, Pape, & Walfish, 1980). Controlled studies employing random
assignment have failed to support the efficacy of alcohol education in
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changing drinking behavior and problems. Future research should help
to clarify what kinds and content of education programs, if any, might
be effective in alleviating problem drinking. In the meantime, we are
inclined to agree with the assessment of Uecker and Solberg (1973),
made more than a decade ago:

Until it has been clearly demonstrated that alcohol education is effective and
essential in the . . . treatment of alcoholics, this form of treatment should
probably be deemphasized in favor of methods that have a sounder basis in
research. (pp. 512-513)

MaARITAL AND FAMILY THERAPY

Recognizing that alcohol problems both influence and are influ-
enced by the family, therapists and programs have increasingly in-
cluded the spouse and other family members in the treatment process.
A few controlled evaluations have been published to date, with mostly
encouraging results.

In an early quasi-experimental study, Corder, Corder, and Laidlaw
(1972) provided an intensive 4-day marital therapy workshop to 20 male
alcoholics and their wives following a 3-week inpatient program. A com-
parison group was constituted of 20 alcoholics treated in the same inpa-
tient program during the prior month. At 6-month follow-up, 85% of the
comparison group had relapsed, butin the group receiving marital ther-
apy in addition to inpatient treatment only 42% had relapsed.

In a more carefully controlled study, Cadogan (1973) assigned 40
alcoholics following inpatient treatment to either an outpatient marital
therapy group or a waiting list control group. At 6-month follow-up,
45% of those receiving marital therapy were abstinent, whereas only
10% had remained abstinent in the control group.

Hedberg and Campbell (1974) permitted clients to choose either
abstinence or controlled drinking as a goal, then randomly assigned
them to one of four treatment conditions: behavioral family therapy,
electrical aversion, systematic desensitization, and covert sensitization.
Combining as “successful” all cases rated as abstinent, controlled, or
improved at 6 months, 87% of cases treated by family therapy showed
successful outcomes, as contrasted with 87% in desensitization, 67% in
covert sensitization, and 25% in aversion therapy. The family therapy
group yielded the highest rate (53%) of total abstainers.

A very thorough study with longer follow-up was contributed by
McCrady and her colleagues (1979), comparing joint inpatient admission
of alcoholic and spouse, outpatient involvement of spouse, and no
spouse involvement. At 6-month follow-up, patients in both groups
with spouse involvement showed significant decreases in drinking,
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whereas those treated individually without spouse involvement showed
no change—clearly arguing for including the spouse in treatment. In-
terestingly, spouses who were admitted jointly with the alcoholics also
showed significant reduction in their own alcohol consumption at fol-
low-up, whereas spouses attending therapy sessions but not admitted
failed to show such change. Improvement in marital adjustment was
approximately equal across groups. By 4-year follow-up (McCrady, Mor-
eau, Paolino, Longabough, & Rossi, 1982), however, differences be-
tween the groups had disappeared, suggesting that marital therapy has
an important short-term impact but not necessarily an enduring advan-
tage over individual treatment.

In a similarly well-designed study, O'Farrell and his colleagues
(O’Farrell & Cutter, 1982; O’Farrell, Cutter & Floyd, 1984) contrasted
two styles of couples groups (behavioral versus interactional) with indi-
vidual outpatient alcoholism counseling. Assignment to groups was
random, and follow-up extended for 18 months. In immediate gains
(change from pretreatment to posttreatment), the behavioral marital
therapy group showed significantly more improvement in marital ad-
justment than the other two groups. Differences were less striking on
drinking measures, however, and by the 18-month follow-up most dif-
ferences between the groups had disappeared.

All of these studies indicate that marital or family therapy (at least
the types studied) when added to other treatment increases the level of
improvement observed at short-term follow-up (6 months). The absence
of enduring differences at later points appears to be due in part to
gradual improvement of the comparison groups and in part to erosion of
gains following marital therapy. The consistency of positive findings at
short follow-up certainly warrants further investigation, and indicates
that marital therapy is a worthwhile modality to consider for inclusion in
alcoholism treatment.

AVERSION THERAPIES

The aversion therapies have as their common goal the altering of an
individual’s attraction for alcohol. Through counterconditioning pro-
cedures, alcohol is paired with any of a variety of unpleasant experi-
ences. If the conditioning is successful, the individual shows an auto-
matic negative response when later exposed to alcohol alone. Aversion
therapies must not be confused with antidipsotropic medication, in
which the intended effects rest not on conditioning by repeated aversive
pairings but rather on suppression of drinking by fear of immediate
aversive consequences.

The aversion therapies differ from each other in the kind of unpleas-
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ant event with which alcohol is associated. We will consider four types:
nausea, apnea, electric shock, and imagery (including hypnosis).

Nausea. The oldest form of aversion therapy pairs alcohol with the
experience of nausea. In this type of treatment nausea is induced—
usually by chemical means—while the individual drinks favorite alcohol
beverages. Apomorphine, emetine hydrochloride, and lithium hydro-
chloride have all been used to induce nausea and vomiting in this type
of treatment. Although there are a number of uncontrolled reports with
long follow-ups reporting excellent results (averaging around 60% absti-
nent at 1 year), controlled evaluations have been few. The previously
mentioned study by Wallerstein et al. (1957) included an emetine-condi-
tioning modality that yielded a success rate comparable to that of milieu
therapy, but less favorable than hypnotherapy or disulfiram treatment.
Selection problems and high attrition at follow-up cloud these results,
however. Jackson and Smith (1978) reported abstinence rates of 57% and
55%, respectively, for emetine versus electrical aversion therapy, but
again assignment was not random and follow-up rate was low. Random
assignment was employed in a study by Cannon, Baker, and Wehl
(1981) comparing emetine conditioning, electrical aversion, and routine
inpatient treatment. At 12 months no differences were found between
the emetine group and control subjects (309 versus 304 days of absti-
nence), although both fared substantially better than those receiving
electrical aversion (188 days of abstinence).

Boland, Mellor, and Revusky (1978) have provided the only con-
trolled evaluation to date of chemical aversion therapy using lithium as
the aversive agent. At 6-month follow-up, 36% of patients in aversion
therapy reported total abstinence, as compared with 12% in a com-
parison group receiving citrated calcium carbimide (CCC). The absence
of an unmedicated control group renders the results difficult to interpret
on an absolute scale.

Finally, Richard (1983) published the first controlled evaluation of
aversive counterconditioning based on nausea induced by motion sick-
ness. In a series of four well-designed studies, he found no support for
the superiority of this approach over control conditions at follow-ups as
long as 24 months.

Apnea. A terrifying type of aversion was practiced briefly on an
experimental basis during the 1960s. The aversive stimulus was an injec-
tion of succinylcholine, which induces total paralysis of movement and
breathing for an interval of about 60 seconds. During this interval, alco-
hol is placed on the lips of the paralyzed patient. Initial uncontrolled
studies provided glowing reports of effectiveness, but two controlled
evaluations yielded less optimistic findings. Clancy, Vanderhoof, and
Campbell (1967) compared apneic aversion with two controls: one re-
ceiving a saline injection, and another receiving standard hospital treat-
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ment (given to all groups). At 12-month follow-up the apnea group
failed to show greater improvement than that observed in the saline
placebo condition. Laverty (1966) contrasted apneic aversion, a placebo
condition, and a group with apnea induced only after alcohol admin-
istration had been completed. Because of the absence of immediate pair-
ing, the latter group theoretically should not show conditioning or im-
provement. In fact both groups with induced apnea showed superior
outcome (defined by abstinence) relative to the placebo. The severe
nature of this treatment quickly discouraged its application in any but
experimental settings, and no new evaluations have appeared.

Electrical Aversion. The arduousness of chemical aversion and diffi-
culties in controlling its severity and onset led to the exploration, begin-
ning in the late 1960s, of electric shock as an aversive agent in treating
alcoholism. Electrical aversion has been used as a component in pro-
grams with goals of either abstinence or controlled drinking. Results
have been quite mixed. Vogler, Lunde, and Martin (1971) reported that
subjects receiving electrical aversion in addition to hospital treatment
fared significantly better (time to rehospitalization, number of readmis-
sions, time in hospital) than did ward controls, but noted that similar
improvement was shown by a group receiving noncontingent electrical
stimulation (which theoretically should not work). Lunde, Johnson, and
Martin (1970) similarly noted that patients receiving electrical aversion
took significantly longer to relapse, but by 8 months the number of
relapses was comparable to that in a control condition. Glover and Mc-
Cue (1977) reported superior improvement rates at 13 months for sub-
jects receiving versus not receiving electrical aversion (64% versus 33%).
Blake (1967) found that the 12-month improvement rate with electrical
aversion (50%) could be increased (59%) by the addition of relaxation
training. Success was also reported by Hallam, Rachman, and Falkowski
(1972), who rated 75% (6/8) of aversion subjects as successful outcomes,
as compared with 40% (4/10) of controls.

An important but unpublished study by Marlatt (1973) compared
alternative conditioning paradigms in electrical aversion with alcoholics.
Although no differences were found in abstinence rates at 3 months, the
two groups receiving paradigms that would be expected to produce
conditioning (escape or avoidance) showed substantial reductions in
consumption (69% and 65% reduction) as compared with modest reduc-
tions with noncontingent shock (23%) and a control group receiving
only the basic ward program (42%). These findings converge with other
studies of electrical aversion that suggest that this type of treatment may
be more successful in reducing consumption than in inducing total absti-
nence (cf. W. R. Miller & Hester, 1980).

Other controlled studies have found either no differences or less
improvement among alcoholics treated by electrical aversion, as com-
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pared with alternative or no treatment (Cannon et 4l., 1981; Devenyl &
Sereny, 1970; Hedberg & Campbell, 1974; McCance & McCance, 1969;
Regester, 1971).

Electrical aversion has also been included as a component in several
multimodal programs intended to produce controlled drinking out-
comes, with varying rates of success (Ewing & Rouse, 1976; Lovibond &
Caddy, 1970; W. R. Miller, 1978; Sobell & Sobell, 1973; Vogler,
Weissbach, & Compton, 1977; Vogler, Weissbach, Compton, & Martin,
1977). Only two studies of this type have evaluated the contribution of
electrical aversion to the larger package. Caddy and Lovibond (1976)
compared a group receiving electrical aversion alone, a group given self-
control training alone, and a combination group. The aversion-alone
group proved least effective and suffered the most dropouts. The com-
bination group was most effective overall, but only modestly more so
than the self-control training alone. W. R. Miller (1978) found compara-
ble outcomes at 12 months for electrical aversion, self-control training,
and a combination program, and noted that the aversion yielded the
lowest rates of successful outcome at early follow-ups. He concluded
that the beneficial effects to be derived from electrical aversion could be
achieved equally by alternative and less painful procedures.

Overall the research on electrical aversion presents a confusing pic-
ture. Some studies note strong and significant effects, whereas others
find none. The method of administration appears to be a crucial vari-
able, although it is puzzling that paradigms not expected to produce
conditioning nevertheless have been found to yield therapeutic effects
in some studies. It appears that electrical aversion procedures have po-
tential for supressing drinking behavior, at least over several months of
follow-up, but the mechanisms for such change are unknown at pre-
sent. There is reason, however, to question whether the painfulness and
risk of dropout associated with this approach are warranted, given the
availability of alternative methods with known efficacy in reducing alco-
hol consumption.

Covert Sensitization. Covert sensitization (discussed by Klinger in
this volume) is a relative newcomer among the aversion therapies. It
is conducted entirely in imagination, pairing aversive scenes with drink-
ing imagery. Sensitization bears close resemblance to some treatment
procedures that have been labelled “hypnosis” (W. R. Miller & Hes-
ter, 1980), and therefore these two approaches will be reviewed to-
gether.

In an early controlled study, Ashem and Donner (1968) reported
that 40% (6/15) of clients treated by sensitization were abstaining at 6
months, whereas none were abstinent among an untreated control
group. Maletzky (1974) found a modified sensitization procedure
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yielded superior improvement when compared with outcome from a
halfway house program in a random assignment design. The sensitiza-
tion-treated clients reported fewer urges to drink, less drinking, and
fewer drinking-related problems. Hedberg and Campbell (1974) found a
74% improvement rate among clients assigned to sensitization, which
was higher than that for electrical aversion but lower than rates for
family counseling or desensitization. Olson, Ganley, Devine, and Dor-
sey (1981) assigned blocks of alcoholics in a milieu treatment to receive a
behavioral program including sensitization, or transactional analysis, or
both, or neither additional modality. Rates of total abstinence were not
different at any follow-up point over 4 years. The two groups receiving
behavioral treatment, however, did show significantly greater reduction
in drinking and better overall adjustment than either the control (neither
treatment) group or the group receiving only transactional analysis.

Two comparative evaluations have failed to find sensitization to be
superior to alternative interventions Fleiger and Zingle (1973) found no
differences in outcome for clients receiving either sensitization or prob-
lem-solving therapy. Piorkowsky and Mann (1975) found equivalent
outcomes for sensitization, desensitization, and insight therapy, but a
65% dropout rate renders these results uninterpretable.

A key to differences in outcome may lie in specification of pro-
cedures employed in administering sensitization. Strong support for
this view has been provided by the exemplary work of Elkins (Elkins,
1980; Elkins & Murdock, 1977). Working with inpatient alcoholics,
Elkins demonstrated that the success of covert sensitization could be
predicted from the degree of conditioning established during treatment.
Those showing conditioned nausea responses (verified by physiological
monitoring) remained abstinent significantly longer (14.9 versus 3.7
months) than those failing to show conditioning. Among those showing
conditioning, 31% sustained abstinence for periods of 5 to 62 months,
whereas no subject without conditioning sustained abstinence for an
extended period. These findings, then, point to conditioning as the
effective mechanism in covert sensitization treatment of alcoholism, at
least within a taste aversion modality.

Following Elkins’ work, W. R. Miller and Dougher (1984) compared
three alternative procedures for administering covert sensitization: Stan-
dard nausea scenes, nausea scenes augmented by aversive odors (Mal-
etzky, 1974), or individualized scenes focusing on plausible negative
consequences of drinking. At 2 weeks after treatment, all groups showed
comparable reductions in alcohol consumption. In both of the nausea
groups, reduction in drinking was associated with the establishment of a
conditioned aversive response to alcohol, confirming Elkins’ prior report.
In the third (consequences) group, however, conditioning occurred less
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frequently and was unrelated to outeome. At 18-month follow-up, the
mean drinking rate had reverted to baseline in the group given standard
nausea scenes, whereas the other two groups largely sustained the reduc-
tions observed immediately following treatment. These data support
Elkins’ finding that covert sensitization using nausea scenes does operate
via the establishment of a conditioned aversion response (subject to
extinction). The therapeutic effect observed with ‘“negative conse-
quences” scenes is more puzzling, in that the reduction in alcohol con-
sumption was substantial and sustained, yet unrelated to conditioning.

Hypnosis. The outcome literature on hypnosis in the treatment of
alcoholism is brief and readily reviewed. Two controlled studies found
hypnotherapy to be superior to milieu treatment alone (Smith-Moore-
house, 1969; Wallerstein et al., 1957), but both studies had substantial
methodological flaws. Edwards (1966) and Jacobson and Silfverskiold
(1973), by contrast, found no advantage in hypnotherapy over standard
inpatient treatment or psychotherapy. The two latter studies employed
random assignment and in general were more sound methodologically.
Variations of procedure in “hypnosis” are quite wide, ranging from
posthypnotic suggestion to induced aversion. Variations in procedure
combined with the inconsistency of findings from controlled research
render it impossible to judge the potential value of hypnosis in alco-
holism treatment at the present time.

Summary. Research on the aversion therapies constitutes one of the
largest literatures in the alcoholism treatment field. Few approaches
have been more thoroughly evaluated, and important gains have been
made in understanding the mechanisms of effectiveness, although there
is still a long way to go. Aversive conditioning strategies appear to be
effective in suppressing drinking behavior and urges to drink, at least
for a period of a few months. Nausea aversion is well founded in experi-
mental learning literature, and conditioning procedures are clearly capa-
ble of inducing a taste aversion to alcohol in both animals and humans.
The availability of covert sensitization makes aversion therapy applica-
ble to a wider range of clients, because it can be administered on an
outpatient basis and is considerably less dangerous and stressful than its
chemical predecessors. Reduction of consumption rather than total ab-
stinence is a common observation following aversion therapies, and
thus the success of these approaches would not be well reflected if
complete abstinence were used as the criterion. Better specification of
optimal procedures is needed, following the example of Elkins (1980).
With continued refinement in procedure, it seems likely that aversive
counterconditioning will remain a valuable modality for inclusion in
alcoholism treatment programs.
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CONTROLLED DRINKING

Controlled drinking is not a treatment method, but rather an outcome
or a goal of treatment. For decades, studies of treatment outcome have
reported that some clients maintain patterns of moderate and non-
problem drinking over extended periods of follow-up (Heather &
Robertson, 1983). Even when the sole goal of treatment has been total
abstention, up to one third of clients have been reported to be nonabsti-
nent but improved (Emrick, 1974; W. R. Miller, 1983). Such “accidental”
controlled drinking outcomes are not to be confused, however, with the
results of studies to be reviewed here—evaluations of treatment pro-
grams intentionally designed to teach moderate and nonproblem
drinking.

The first published study of this kind was a report by Australian
psychologists Lovibond and Caddy (1970). Testing a complex multicom-
ponent treatment program, they reported that 21 of 28 problem drinkers
completing the program were controlled drinkers at 16 to 60-week fol-
low-up, and that 3 others were improved. Unfortunately a high dropout
rate in the control group prevented meaningful comparative analyses. A
subsequent study (Caddy & Lovibond, 1976) revealed an 80% success
rate (controlled or improved at 12 months) in the group receiving full
treatment, as compared with 60% in a group receiving the program
without its electrical aversion component, and 30% among those receiv-
ing a similar program without a self-control orientation. Assignment to
conditions was random, and follow-up was conducted by interviewers
blind to treatment condition.

A second series of studies was initiated at Patton State Hospital in
California. Schaefer (1972) compared 13 clients receiving standard hospi-
tal treatment with 13 others given an additional treatment consisting of
electrical aversion aimed at a moderation goal. He reported that at 12
months, two of the former versus seven of the latter were showing
favorable outcomes. Following this pilot research, Sobell and Sobell
(1973) conducted a major outcome study comparing behavioral ap-
proaches with hospital treatment alone in groups having either an absti-
nence or a moderation goal. Subjects selected for this study were all
diagnosed as chronic gamma alcoholics. Within the controlled-drinking
goal, patients receiving the behavioral treatment were reported to show
superior outcome as compared with control subjects at follow-ups rang-
ing to 3 years (Caddy, Addington, & Perkins, 1978). A major controver-
sy regarding this study emerged in 1982 with the publication of a 10-year
follow-up by another group of researchers (Pendery, Maltzman, &
West, 1982). Based on an unspecified follow-up protocol, the Pendery
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group reported that of the 20 patients receiving controlled drinking
training, only one had succeeded in maintaining it continuously over 10
years. No data were provided regarding the control group, except for
the comment that they had ““fared badly.” After a prolonged series of
allegations and investigations, the Sobells provided a detailed rebuttal of
the Pendery et al. report (Sobell & Sobell, 1984), and no further evidence
has been forthcoming from the Pendery team. A third study from the
Patton group (Baker ef al., 1975) found modest advantages for groups
receiving moderation-oriented behavioral treatments, as compared with
a randomly assigned control group.

Further evaluation of the multicomponent approach developed at
Patton was pursued by Roger Vogler and his colleagues. In a study with
inpatient alcoholics (Vogler, Compton, & Weissbach, 1975), those re-
ceiving the full behavioral treatment were found to show somewhat
greater reduction in alcohol consumption and problems at 12 months, as
compared with a control group receiving standard hospital treatment
plus alcohol education. These differences fell short of statistical signifi-
cance, however. Similar results were obtained in two outpatient sampes
(Vogler, Weissbach, & Compton, 1977; Vogler, Weissbach, Compton, &
Martin, 1977) comparing various treatment programs differing in inten-
sity but sharing the goal of moderation. Overall percentages of suc-
cessful outcome were encouraging (averaging 60% to 70%), but more
extensive interventions showed only modest and nonsignificant advan-
tages over minimal educational interventions.

A series of studies by Miller and his colleagues have explored alter-
native methods for teaching controlled drinking to problem drinkers. In
all of these studies, individuals showing signs of severe dependence or
biomedical deterioration were screened out, leaving a population of
problem drinkers showing mild to moderate physical dependence
symptoms. Four controlled evaluations have yielded success rates con-
sistent with those found by Vogler's group for outpatients (W. R. Miller,
1978; W. R. Miller & Taylor, 1980; W. R. Miller, Taylor, & West, 1980; W.
R. Miller, Gribskov, & Mortell, 1981). All of these studies contrasted
more extensive therapist-directed interventions with less intensive self-
control approaches. All found equal effectiveness, and in the latter three
studies a self-directed bibliotherapy intervention based on a self-help
manual (W. R. Miller & Mufioz, 1982) proved as effective as its therapist-
directed counterpart. All studies employed random assignment and
confirmation of self-report by collateral interviews.

Comparative evaluations from other clinics have yielded strikingly
similar findings. Problem drinkers receiving behavioral self-control
training show marked reduction in alcohol consumption and problems
at one-year follow-up, with approximately two thirds being rated as
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successful outcomes (Alden, 1978; Carpenter, Lyons, & Miller, 1985:
Hedberg & Campbell, 1974; Lovibond, 1975; Pomerleau et al., 1978;
Sanchez-Craig, Annis, Bornet, & MacDonald, 1984). Alden found mod-
est differences between groups receiving more versus less intensive
treatment (Alden, 1978), and Sanchez-Craig et al. (1984) reported no
differential reductions among patients assigned at random to abstinence
versus moderation goals.

Another group of studies has examined the effectiveness of moder-
ation training methods with individuals convicted of driving while in-
toxicated. Lovibond (1975) compared outcomes of 27 offenders trained
in moderation with those of 16 matched controls. Of the former 27, 16
were rated as controlled drinkers and 7 as improved (at follow-up of 1 to
9 months). Among the 16 controls receiving only legal sanctions, just
one was rated as controlled and one as improved. Two other studies
have compared behavioral self-control training with traditional drink-
ing-driver education approaches, using random assignment designs
(Brown, 1980; Coghlan, 1979). Both studies found significantly greater
improvement in the behaviorally treated groups.

Although these studies have yielded consistent findings, none has
included an untreated control condition. In an unpublished study, Buck
and Miller (1981) compared therapist-directed and self-directed behav-
ioral training with two waiting-list control groups, one of which self-
monitored alcohol consumption whereas the other did not. Assignment
was random, and collaterals confirmed self-report of clients. Neither
control group evidenced significant reduction in drinking during the
treatment phase, whereas both treated groups showed gains consonant
with those observed in prior studies. This suggests that behavioral self-
control training has a specific effect on drinking behavior, but that it can
be equally effective in self- or therapist-administered formats.

Not every study has yielded positive findings, however. In a well-
controlled evaluation with inpatient alcoholics, Foy, Nunn, and Rych-
tarik (1984) found that patients given a broad-spectrum moderation-
oriented program in addition to hospital treatment showed significantly
less abstinence and more abusive drinking than controls receiving only
hospital regimen. The difference persisted for 6 months, but was non-
significant thereafter. Other studies have reported very low rates of
success in teaching moderation (Czypionka & Demel, 1976; Ewing &
Rouse, 1976; Maxwell, Baird, Wezl, & Ferguson, 1974). It is noteworthy
that all studies reporting negative findings with controlled drinking
training (including Pendery et al., 1982) have had one commonality: the
patients studied were inpatient chronic alcoholics, often with high levels
of physical dependence. By contrast, the positive studies reported above
have been predominantly evaluations of moderation training with out-
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patient problem drinkers having little or no documented physical
dependence.

Behavioral self-control training methods (with a goal of moderation)
have been subjected to a large number of controlled and comparative
evaluations—more, in fact, than any other single method for treating
alcohol problems. The majority of these studies have employed random
assignment to treatment conditions and have verified self-reports with
collateral interviews or objective indexes. With outpatient problem
drinkers, consistent improvement rates of 60% to 70% have been found
at follow-ups as long as 2 years (W. R. Miller & Baca, 1983). With drunk
driving offenders, behavioral training has been found to be significantly
more effective than traditional approaches. Controlled drinking appears
to be an attainable and successful goal for problem drinkers who have
not established significant degrees of dependence (W. R. Miller, 1983;
W. R. Miller & Caddy, 1977; W. R. Miller & Hester, 1980). Chronic
inpatient alcoholics, by contrast, have presented a rather mixed picture,
and negative findings with controlled drinking training have been re-
stricted to this population. Current data (e.g., Foy et al., 1984; Pendery et
al., 1982) indicate that controlled drinking training is not an effective
method for chronic alcoholics who are severely dependent.

OPERANT METHODS

Operant conditioning techniques alter behavior through modifica-
tion of its consequences. With alcoholics, reinforcement and punish-
ment contingencies have been used to influence drinking and drinking-
related behaviors.

A very large literature attests to the effectiveness of reinforcement
contingencies in influencing drinking behavior within laboratory set-
tings (for reviews see Heather & Robertson, 1983; W. R. Miller & Hester,
1980). In vivo applications of operant methods have been fewer, and
published studies consist mostly of successful case reports. Taken to-
gether, the laboratory and case reports indicate that drinking behavior
can be influenced by contingencies of reinforcement and punishment.

Surprisingly few controlled reports have appeared, however. Lieb-
son, Bigelow, and Flamer (1973) were successful in increasing disulfiram
compliance among methadone patients by making methadone con-
tingent on taking disulfiram. Patients who were required to take dis-
ulfiram in order to obtain methadone showed significantly fewer drink-
ing days (1%) than a randomly assigned control group receiving metha-
done noncontingently (17%). Rosenberg, Gerrein & Schnell (1978), how-
ever, were unsuccessful in decreasing alcoholics” drinking by offering
them marijuana cigarettes contingent on their attending sessions. This
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failure may have been due to ineffectiveness of the reinforcer or to
ineffectiveness of the counseling sessions (or both).

Two populations that have commonly been coerced into treatment
(usually by threat of punishment for noncompliance) are drunk driving
offenders and problem drinking employees. It is quite clear that the
threat of imprisonment or job loss can be effective in increasing com-
pliance with treatment recommendations, although such compliance
typically ends as soon as the contingency is removed (e.g., C. M. Rosen-
berg & Liftik, 1976). In this sense, coercion is “effective.” The long-term
impact of coerced treatment on drinking behavior is quite a different
matter, however, and one that cannot be answered without considering
the treatment into which the person is being coerced. Coerced compliance
with an ineffective treatment program will not produce long-term
change in drinking patterns unless the coercion itself has an effect inde-
pendent of treatment. A properly controlled evaluation would consist of
random assignment to (a) mandatory treatment, or (b) a nontreatment
or minimal treatment alternative. With regard to drinking drivers, three
studies (already reviewed) have found no effect of coerced treatment
(Brandsma et al., 1980; Ditman et al., 1967, Swenson & Clay, 1980). Three
other studies evaluating controlled drinking training found significantly
greater reductions in subsequent drinking behavior of offenders receiv-
ing mandated treatment, as compared with untreated offenders (Brown,
1980; Coghlan, 1979; Lovibond, 1975). Studies contrasting the improve-
ment of voluntary versus mandated clients within the same treatment
program have typically found no significant differences in outcome
(e.g., Freedberg & Johnston, 1980; W. R. Miller, 1978; Smart, 1974).

Overall, then, it is clear that reinforcement and punishment con-
tingencies can be used to enhance program compliance, but that ulti-
mate impact on drinking behavior depends on the effectiveness of the
program itself. Clients mandated to treatment respond similarly to vol-
untary clients undergoing the same treatment. It is meaningless, there-
fore, to discuss the “effectiveness” of coercion methods (e.g., employee
assistance programs or legal mandating of treatment) in general. The
treatment impact of coercion can be defined only in relation to the inter-
vention into which the individual is coerced. As currently practiced in
the United States, for example, coercion programs commonly refer indi-
viduals into costly disease-oriented treatment consisting of components
with little or no known effectiveness.

BROAD-SPECTRUM APPROACHES

In the 1970s, the concept of broad-spectrum treatment began to be
applied in the alcoholism field. The premise of this approach is that
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drinking behavior is functionally related to other problems in the per-
son’s life, and that an approach addressing this broader spectrum of
problems is more effective than one that focuses on drinking alone.
Research to date has focused particularly on hypothesized skill deficits
of alcoholics. The typical prediction is that alcoholics who are taught
crucial coping skills will be more successful in maintaining sobriety than
those whose treatment focuses only on alcoholism.

Social Skills Training. Alcoholics are often deficient in social skills.
Several controlled studies have examined the value of adding social
skills training to an alcoholism treatment program, and the results to
date have been quite consistent. Freedberg and Johnston (1978b) found
that the addition of assertiveness training to a 3-week inpatient program
substantially improved treatment outcome at one-year follow-up (36%
versus 24% abstinent in the control group). Combining abstinent and
improved categories, the assertion and control groups yielded success
rates of 72% and 57%, respectively.

Chaney, O’Leary, and Marlatt (1978) also reported a one-year fol-
low-up of V.A. alcoholics given assertiveness training in addition to the
regular treatment program. The trained group practiced assertive re-
sponses to a range of problem situations, whereas a control group was
encouraged to express and discuss personal feelings about these same
situations without practicing new responses. A second control group
received regular hospital treatment. At one year, the group given asser-
tion training showed significantly greater reductions in total number of
days drunk, length of drinking period, and total alcohol consumption,
relative to both control groups.

Jackson and Oei (1978) compared social skills training with a cog-
nitive restructuring treatment intended to change clients’ belief struc-
tures that inhibit assertive behavior. Alcoholics received either of these
treatments or traditional supportive therapy as a control condition. Both
treatments proved superior to supportive therapy. The social skills train-
ing group was significantly more improved than the cognitive therapy
group at posttreatment, but by 3 months the direction had reversed,
with the cognitive therapy group showing better maintenance of gains.
This study points to the importance of addressing cognitive patterns in
social skill training. In a subsequent study, Oei and Jackson (1980) ran-
domly assigned 32 alcoholics to receive either social skills training or
traditional supportive therapy, with each condition further divided into
individual or group format. The social skills training group showed
superior gains on measures of alcohol consumption, personality and
social functioning throughout one year of follow-up. Overall there were
no main effects of group versus individual therapy formats, although in
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the social skills training condition there appeared to be a slight advan-
tage for group over individual training.

West (1979) compared alternative methods of teaching communica-
tion skills to alcoholics and found that a branching-programmed manual
yielded better acquisition than nonbranching material presented in ei-
ther videotape or written form. West further found that acquisition was
increased by providing the opportunity for practice of new social skills.
The group receiving both programmed instruction and practice reported
significantly fewer drinking episodes at a 4-week follow-up than a con-
trol group receiving neither.

Finally, Ferrell and Galassi (1981) assigned patients in a milieu pro-
gram to receive additional treatment consisting of either assertiveness
training or human relations training. Clients were selected for the pro-
gram on the basis of low scores on a scale of adult self-expression,
indicating a need for social skills training. The assertion training group
showed significantly higher rates of abstinence at both one year (38%
versus 11%) and 2 years (25% versus 0%) after treatment. The assertion
group likewise reported significantly more months of abstinence, on the
average, over the 2 years of follow-up.

Controlled research to date clearly supports social skills training as a
helpful addition to alcoholism treatment. Comparative findings currently
available suggest that optimal elements include assertiveness training,
group training with practice, branching programmed instruction (if writ-
ten materials are used), and attention to cognitive inhibitions.

Stress Management. Stress has often been hypothesized as an ante-
cedent of drinking and relapse, and stress management has been evalu-
ated as a broad-spectrum adjunct to alcoholism treatment. Both relaxa-
tion training and systematic desensitization with alcoholics have been
subjected to controlled evaluation.

Blake (1967) reported that alcoholics who received relaxation train-
ing in combination with electrical aversion therapy showed superior
improvement (59%) at 12 months, relative to those assigned to receive
only aversion therapy (50%). Freedberg and Johnston (1978a) compared
the outcome of a group given relaxation training in addition to regular
inpatient treatment, with that of a control group receiving only the
latter. At 12 months, no differences were found on drinking measures,
although the relaxation group fared significantly better on measures of
employment, depression, and relaxation. In other controlled studies,
both Sisson (1981) and W. R. Miller and Taylor (1980) found no impact
on drinking measures of a relaxation intervention.

A study by S. D. Rosenberg (1979) suggests a possible reason for
these inconsistent findings. Rosenberg assigned 59 alcoholics to receive
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either biofeedback relaxation training or alcoholism education (the con-
trol condition). He further differentiated clients as high versus low
scorers on the anxiety subscale of the Alcohol Use Inventory. Among
the high scorers (indicative of high levels of anxiety), clients given relax-
ation training showed significantly greater reductions in alcohol con-
sumption than did controls. Among the low scorers, by contrast, no
benefit was found from the addition of relaxation training. This finding
suggests that broad-spectrum intervention may differentially benefit
those alcoholics who need it.

Systematic desensitization has also been evaluated in controlled
research. Lanyon et al. (1972) evaluated the effectiveness of a confronta-
tional “interpersonal aversion” procedure with or without the addition
of systematic desensitization. At 6- to 9-month follow-up, 71% (5/7) of
those taught desensitization were abstaining, as compared with 14%
(1/7) of those given confrontation alone, and 25% (1/4) in a randomly
assigned control group consisting of group discussion. Piorkowsky and
Mann (1975) set out to compare desensitization, covert sensitization,
and insight therapy, but a 65% attrition rate (26/40) precluded mean-
ingful interpretation of their findings (one abstinent in each group at 6
months). Storm and Cutler (1969) found no differences in treatment
outcome at 6-month follow-up between outpatients given desensitiza-
tion versus standard alcoholism clinic treatment, but 62% of patients
dropped out of each group, again clouding interpretation. Finally, in a
previously mentioned study, Hedberg and Campbell (1974) found an
87% (13/15) improvement rate in a group given desensitization, which
was equivalent to the improvement rate in family therapy condition, but
superior to rates reported for groups receiving (by random assignment)
either electrical aversion or covert sensitization.

Community Reinforcement Approach. If one were to judge the effec-
tiveness of alcoholism treatment methods based on the strength of sci-
entific support available for them, the community reinforcement ap-
proach (CRA) would surely be at the top of the list. A series of well-con-
trolled studies have provided strong evidence trhat this intervention has
a powerful impact on alcohol use and general adjustment. Yet the com-
munity reinforcement approach remains little known and seldom used.

The CRA is included with the broad-spectrum approaches because
it is designed to restructure family, social, and vocational reinforcers in a
manner that reinforces sobriety while discouraging further drinking
through operant extinction or “time-out.”” The original program (Hunt
& Azrin, 1973) included problem-solving training, behavioral family
therapy, social counseling, and—for unemployed clients—job-finding
training. This program was put to a stringent test. Hunt and Azrin
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(1973) tested its effectiveness when added to a full inpatient program for
chronic addicted inpatient alcoholics. Patients assigned (at random) to
CRA in this study showed such massively larger gains than the hospital
controls (alcohol education lectures and Alcoholics Anonymous) that by
6-month follow-up there was little overlap between the groups. CRA-
treated patients were drinking on 14% of days (versus 79%), unem-
ployed days were 12 times higher in the control group, and controls
spent 15 times more days in institutions. All marriages in the CRA group
remained intact, whereas 25% ended in separation or divorce in the
control group. Collaterals confirmed self-report measures.

In 1976, Azrin published an improved version of CRA incorporating
disulfiram, a behavioral program for disulfiram compliance, a “buddy”
system, and daily self-monitoring of moods as an early warning system
for impending relapse. He tested this intervention with a similar popula-
tion, again comparing it with standard hospital treatment alone. The
same counselors administered the hospital program (their accustomed
approach) and the CRA. In this study, CRA clients at 6 months were
drinking on 2% of days (versus 55%), spent 7% of days away from home
(versus 67%), 20% of days unemployed (versus 56%), and no days in-
stitutionalized (versus 45%). These gains maintained very well in the
long run, with CRA dlients (all found at follow-up) showing more than
90% abstinent days at 12, 18, and 24 months.

Azrin et al. (1982) evaluated the contribution of disulfiram to their
program. They compared the full CRA (Azrin, 1976) with disulfiram
alone (but including the behavioral compliance program), both being
added to regular outpatient treatment. A randomly assigned control
group receiving the regular outpatient alcoholism treatment program
reported over 50% drinking days, and approximately one third of days
intoxicated and unemployed at 6-month follow-up. These rates were
roughly double those obtained in the disulfiram-compliance group. The
full CRA program, however, resulted in nearly total suppression of
drinking days (0.9/month), days intoxicated (0.4/month), and unem-
ployed days (2.2/month). By a 3-month follow-up, nearly all patients in
traditional outpatient treatment had relapsed, a rare occurrence in the
CRA group. It was noted that the CRA program was differentially bene-
ficial for unmarried clients, whereas for married clients comparable
gains were obtained from CRA and from disulfiram-compliance alone.

Mallams, Godley, Hall, and Meyers (1982) tested the value of one
component of the CRA, attendance at a nondrinkers’ social club. Clients
were chosen at random to be encouraged or not encouraged to attend
the alcohol-free club. Those so encouraged showed higher rates of atten-
dance, greater reduction in drinking, less behavioral impairment, and
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less time spent in environments associated with heavy drinking, as com-
pared with controls.

Summary. Current research provides sound support for at least
three broad-spectrum approaches: social skills training, stress manage-
ment training, and community reinforcement approach. All three in-
volve training clients in specific coping skills. Initial data on differential
improvement indicate that such training is of maximal benefit to clients
who are deficient in these coping skills. For this reason, not all popula-
tions will show increased benefit from broad-spectrum versus focused
approaches (e.g., W. R. Miller et al., 1980). Furthermore, there is some
wisdom in resolving the drinking problem first and then evaluating
remaining skill deficits, because many pretreatment problems show
marked improvement following treatment focusing on drinking alone
(W. R. Miller et al., 1984).

LENGTH AND SETTING OF TREATMENT

It is tempting to assume that more treatment is better treatment,
and that longer or more “intensive” interventions will yield superior
outcomes. Although there has been a modest shift from inpatient to
outpatient treatment for alcoholism in the United States (Knowles,
1983), expensive inpatient facilities continue to proliferate and to capture
the majority of treatment dollars. Is this justified?

Some studies have compared residential treatment with less inten-
sive and expensive nonresidential alternatives. Annis and Liban (1979),
for example, compared a group receiving detoxification and halfway
house treatment with a matched sample receiving detoxification only.
At 3 months, official records indicated no difference in total drunken-
ness episodes, although halfway house residents were more likely to
return for detoxification, whereas controls were more likely to be ar-
rested when intoxicated. Edwards and Guthrie (1966, 1967) have ran-
domly assigned alcoholics to inpatient (9 weeks) or outpatient (8 visits)
treatment, and have found no significant differences in improvement at
6 or 12 months, with trends favoring the outpatient group on drinking
and social adjustment measures. Edwards et al. (1977) and Orford, Op-
penheimer, and Edwards (1976) randomly assigned alcoholics to inten-
sive (inpatient plus outpatient options) treatment or a single session of
counseling and found no significant differences in outcome at any point
during 2 years of follow-up. Gallant et al. (1973) assigned offenders to
compulsory inpatient plus outpatient treatment or to compulsory outpa-
tient treatment alone, and reported no significant differences in out-
come, although a high attrition renders these findings uninterpretable.
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Kissin et al. (1970) compared inpatient rehabilitation with two forms of
outpatient treatment and an untreated control. All treatments proved
better than no treatment, with no significant differences between inpa-
tient and outpatient settings. Random assignment in this study was
compromised, however, by an opt-out procedure that could be exer-
cised by clients displeased with their assignment. Pittman and Tate
(1972) randomly assigned alcoholics to 3 to 6 week inpatient treatment
followed by outpatient treatment and Alcoholics Anonymous, or to a 7-
to 10-day detoxification only, with no outpatient aftercare. At a 12-
month follow-up, four deaths were reported in the treated group as
compared with one in the control group, and no significant differences
between groups were reported on any measure. Of 19 abstinent cases in
the inpatient condition, 18 had made extensive use of outpatient after-
care. Smart, Finley, and Funston (1977) randomly assigned (with opt-
out) alcoholics to outpatient, halfway house, or inpatient treatment.
Defining success as at least a 50% reduction in (or no) detoxifications,
arrests, and convictions, the highest success rates (50%) were observed
among patients either receiving outpatient care or refusing their treat-
ment altogether. Inpatient treatment was associated with 25% suc-
cesses, and no successes were found in the halfway house group. Stein,
Newton, and Bowman (1975) randomly assigned alcoholics following
detoxification to 25-day inpatient treatment or to aftercare alone. No
significant differences in outcome were observed at 2, 4, 7, 10, or 13
months. Wilson, White, and Lange (1978) randomly referred alcoholic
patients into inpatient hospital or to unspecified “community pro-
grams,” and found that at 5 months the community-treated controls
showed better self-concept, general adjustment, and reduction in alco-
holism symptoms. No differences were found at 10 or 15 months. Penk,
Charles, and Van-House (1978) used a matching design to contrast inpa-
tient treatment with day-hospital care. The day-treatment group
showed better outcome on employment and social activity, greater anx-
iety reduction, and equivalent reduction in drinking, as compared with
inpatients. McLachlan and Stein (1982) used random assignment to
place alcoholics in 4-week inpatient or day-clinic treatment. At 12-month
follow-up no significant differences were found in alcohol or drug use,
marital adjustment, or psychological measures. Day-clinic patients
showed a 79% reduction in days of hospitalization during the follow-up
year (compared with pretreatment year), whereas inpatients showed a
38% increase in days hospitalized. Finally, Longabaugh et al. (1983) em-
ployed a random assignment design with blocking to place alcoholics
after detoxification into inpatient treatment or day-hospital care. At 6
months, no differences were observed, with trends favoring the day-
hospital group on subjective adjustment measures.
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Thus, among 12 controlled evaluations of inpatient treatment ver-
sus nonresidential alternatives, not a single study found superior out-
come for the former, and in several the existing differences favored
nonresidential settings. It is noteworthy that all of these studies em-
ployed either random assignment or careful matching, most included
extended follow-up, the patients studied were alcoholics who would
otherwise have been routinely admitted for inpatient care, and the find-
ings in most cases were contrary to the expectations of the investigators.

Is length or intensity of inpatient treatment a factor in outcome?
Mosher, Davis, Mulligan, and Iber (1975) assigned alcoholics at random
to receive either long (30 days) or short (9 days) inpatient stays, com-
bined with detoxification and outpatient aftercare. No differences were
found between groups on measures of drinking, drug use, work status,
or anxiety at either 3 or 6 months. Similarly, Page and Schaub (1979)
found no differences at 6-month follow-up between alcoholics assigned
at random to either 3 or 5 weeks of inpatient treatment. Willems, Lete-
mendia, and Arroyave (1973) likewise used random assignment to either
short (maximum 4 weeks) or long (8 to 26 weeks) inpatient treatment. At
2-year follow-up, five deaths were recorded in the long-treatment (LT)
group, none in the short-treatment (ST) group. No significant dif-
ferences were observed in rates of favorable outcome (abstinent or im-
proved) at either 12 months (ST: 71%: LT: 55%) or 24 months (ST: 68%;
LT: 52%). Walker, Donovan, Kivlahan, and O’Leary (1983) randomly
assigned inpatient alcoholics to either 2 or 7 weeks of behaviorally ori-
ented treatment. No significant differences emerged between groups on
any measure at 3, 6, or 9 months, with small existing differences favor-
ing the 2-week group. Finally, Stinson, Smith, and Kaplan (1979) ran-
domly assigned inpatients to either an “intensive incare” ward heavily
staffed with professionals or to a “’peer-oriented incare” ward with few
staff and an emphasis on peer interactions among patients. Although
the investigators expected to find an advantage for the intensive ap-
proach, the opposite was found. Patients on the less intensive ward
were significantly more improved on a drinking outcome measure, with
no other significant differences appearing between groups at 3, 6, 12, or
18 months. Thus, of five controlled studies evaluating more versus less
lengthy or intensive inpatient care, not one supported the more inten-
sive treatment, and differences tended to favor shorter, less intensive
methods.

Findings on intensity of outpatient care are less consistent. Pittman
and Tate (1972) found that success after inpatient treatment was highly
predictable from use of outpatient aftercare services. Robson, Paulus,
and Clarke (1965) used post hoc matching to equate outpatients seen for
one to four sessions versus five or more sessions. No differences in
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abstinence rates was observed, but the longer-treated group showed
greater reduction in severity of drinking problems and more overall
improvement. Similar findings were reported by Smart and Gray (1978),
who used post hoc matching to assemble groups treated for one visit,
more than one visit but less than 6 months, or more than 6 months.
Differences at 12 months were modest, reflected primarily in increased
abstinence rates with longer treatment (3%, 11%, and 16%, respec-
tively). In a series of controlled clinical outcome studies, W. R. Miller
and his colleagues compared bibliotherapy (self-help manual plus mini-
mal therapist contact) with 6 to 18 weeks of outpatient sessions (Buck &
Miller, 1981; W. R. Miller & Baca, 1983; W. R. Miller & Taylor, 1980; W.
R. Miller et al., 1980, W. R. Miller et al., 1981). In all studies, comparable
improvement was observed in self-directed versus therapist-directed
conditions at follow-ups as long as 2 years. This absence of difference is
consistent with findings of controlled studies reviewed earlier, evaluat-
ing more versus less intensive outpatient treatment (Bruun, 1963; Ed-
wards et al., 1977, Ogborne & Wilmot, 1979, Vogler, Weissbach, &
Compton, 1977; Vogler, Weissbach, Compton, & Martin, 1977; Zimberg,
1974). Among studies of outpatient therapy, then, nonrandom (match-
ing) designs have yielded modest advantages for longer versus shorter
treatment, whereas studies employing random assignment controlled
designs have found no advantage in more intensive treatment.

Summary. Controlled research on length and intensity of treatment
provides a very clear and consistent message: More treatment is not
necessarily better treatment. If anything, differences that have emerged
in controlled research to date would favor shorter and less intensive
approaches, not only in cost-effectiveness but in absolute effectiveness.
This finding has remained consistent across a variety of theoretical ori-
entations and populations. The lack of an advantage for residential treat-
ment and for longer or more intensive treatment has been demonstrated
in precisely the population for which such treatment has been alleged to
be necessary: chronic alcoholics. Similar results have been obtained for
less severe problem drinkers, however. In the absence of any convincing
evidence in favor of intensive or residential treatment over less costly
alternatives, the burden of proof clearly lies with those who would
advocate more heroic interventions. With no significant differences in
effectiveness but massive differences in cost-effectiveness, it would ap-
pear that treatment should increasingly shift to an outpatient, communi-
ty-based approach.

Of course, it makes little sense to talk about length or intensity of
treatment without considering what kind of treatment is being offered.
Some modalities lack evidence for effectiveness at any length or level of
intensity. Future studies should determine whether length or intensity
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are determinants of outcome in treatment having documented specific
effectiveness. Certain subpopulations of alcoholics may also be identi-
fied that will show differential benefits from longer or more intensive
levels of certain kinds of treatment. This brings us to our final considera-
tion: the matching hypothesis.

MATCHING CLIENTS WITH TREATMENTS

The matching hypothesis suggests that treatment will be more ef-
fective when clients are matched with optimal interventions (Gottheil et
al., 1981). This idea is not only very sensible, but could provide substan-
tial savings if unnecessarily intensive and expensive treatment could be
averted through matching. Persuasive research evidence for the match-
ing hypothesis has begun to appear, although the field is clearly in its
infancy and sound empirical guidelines for matching must await further
research. We will point to a few variables that appear to be promising
predictors of differential treatment outcome.

CONCEPTUAL LEVEL

Early exemplary research on matching is that of McLachlan (1972,
1974), who has postulated that clients with a low conceptual level (CL;
e.g., preference for simpler constructs and rules) would show optimal
response to a directive approach, whereas clients with a high CL would
do better in nondirective therapy. McLachlan found that patients
matched to therapy (high CL in nondirective, low CL in directive)
showed a 70% recovery rate, whereas mismatched patients (low CL in
nondirective, high CL in directive) showed a 50% rate of recovery. This
is consistent with the common findings that successful responders to
Alcoholics Anonymous (a low CL approach) are characterized by high
authoritarianism, lower education, field dependence, religiosity, and
conformity (for reviews see W. R. Miller & Hester, 1980; Ogborne &
Glaser, 1981). '

NEUROPSYCHOLOGICAL IMPAIRMENT

Alcoholic populations show rather consistent patterns of neuropsy-
chological impairment, and the degree of such deficits might be predic-
tive of differential response to treatment alternatives (W. R. Miller &
Saucedo, 1983). The first direct test of this hypothesis failed to confirm
the prediction that more impaired individuals would show more benefit
from longer and more intensive treatment (Walker et al., 1983). More
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severe neuropsychological impairment has been associated with poorer
overall outcomes within treatment, however (O’Leary, Donovan,
Chaney, & Walker, 1979), and this area deserves further exploration.

SEVERITY

A very promising differential predictor of outcome is severity of
alcoholism. One highly consistent finding is that individuals with less
severe problems are more likely to succeed in achieving controlled
drinking, whereas more severe alcoholics show better prognosis with
abstinence (W. R. Miller & Baca, 1983; W. R. Miller & Joyce, 1979; W. R.
Miller & Hester, 1980; Orford et al., 1976; Polich, Armor, & Braiker, 1981;
Popham & Schmidt, 1976, Smart, 1978). This has led to recommenda-
tions that treatment goals be negotiated in relation to problem severity
(W. R. Miller, 1983; W. R. Miller & Caddy, 1977). In a comparative study
of intensive versus minimal treatment, Orford et al. (1976) reported that
among gamma (severe) alcoholics, all successful cases had received in-
tensive treatment, whereas 80% of failures had received minimal treat-
ment—a pattern that was precisely reversed for less severe alcoholics.
Similarly, McLellan, O'Brian, Kron, Alterman, and Druly (1980), and
McLellan, Woody, Luborsky, O’Brian, and Druly (1983) found that
matched cases (severity of problem with intensity of treatment) showed
substantially better outcomes than mismatched cases (e.g., severe prob-
lem in less intensive outpatient treatment). These latter two studies
suggest that intensive treatment may be differentially beneficial for alco-
holics with more severe levels of problems and dependence.

Locus oF CONTROL

Rotter’s (1966) Internal-External Locus of Control scale has been
employed in several evaluations of matching. Abramowitz, Abra-
mowitz, Roback, and Jackson (1974) found that alcoholics with an inter-
nal locus of control fared better in nondirective therapy, whereas those
with an external orientation showed better prognosis in directive treat-
ment. Obitz (1978) noted that patients volunteering to take disulfiram
showed a substantially more external orientation than those rejecting
disulfiram. O’Leary, Rohsenow, and Donovan (1976) found that atten-
dance at aftercare meetings could be predicted from locus of control
orientation, with externals being more likely to continue attending.
These are correlational findings, however, and the only controlled study
to date (Schmidt, 1978) failed to confirm the hypothesis that internals
would benefit differentially from a self-directed approach to treatment.
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FamiLy HisTory

For more than a decade, research has pointed to a “familial” type of
alcoholism characterized by a more rapid and severe progression (e.g.,
Winokur, Reich, Rimmer, & Pitts, 1970). Surprisingly, family history of
alcoholism has yet to be used as a matching variable in research on
selection of optimal treatment. W. R. Miller and Joyce (1979) found that
a history of paternal alcoholism predicted abstinence as an outcome,
whereas absence of paternal alcoholism was associated with successful
controlled drinking outcomes. If indeed familial alcoholism is qualita-
tively different from other types, family history is a good candidate for
inclusion in future research on matching.

Lire PROBLEMS

The client’s life problems (beyond alcoholism itself) may indicate
need for specific types of treatment. Psychotropic medications may be
appropriate in treating psychiatric syndromes that persist into sobriety.
Broad-spectrum interventions intended to treat a problem underlying
alcohol abuse are most likely to be effective with those individuals who
show evidence of the target problem (e.g., S. D. Rosenberg, 1979).
Training in social or job-finding skills is most appropriate for clients who
are currently deficient in these skills (Azrin et al., 1982). The addition of
such broad-spectrum components to routine treatment for all alcoholics
may have no impact or even a detrimental effect on overall outcome (W.
R. Miller et al., 1980). An individualized assessment of additional life
problems, however, can point to needed interventions beyond those
intended to deter drinking.

Perceivep CHOICE

In the absence of sound empirical grounds for matching clients with
treatments, an alternative approach is to offer clients a menu of alter-
natives and negotiate the treatment of choice. Several literature reviews
have concluded that clients offered such a choice will be more motivated
to participate in treatment and will show more favorable outcomes than
clients given no alternatives (Costello, 1975; W, R. Miller, 1985: Parker,
Winstead, & Willi, 1979). Cronkite and Moos (1978) found that a signifi-
cant proportion of explained variance in treatment outcome is accounted
for by the interaction of patient and therapy variables, supporting the
importance of matching patient and program characteristics. The only
direct experimental support for self-matching, however, comes from a
study by Kissin, Platz, and Su (1971). Alcoholic patients were assigned
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at random to be offered one, two, or three treatment options. Patients
given an option frequently exercised it (one half to two thirds rejected
the original treatment offered to them, given a choice). Patient charac-
teristics were poor predictors of acceptance or outcome of particular
treatments. Choice, however, proved important. Individuals given op-
tions showed greater acceptance of their treatment and more favorable
outcomes, increasing in proportion to the number of choices offered. At
least until robust empirical matching schemes emerge, an optimal pro-
cedure may be to allow clients to make informed choices among a range
of plausible alternatives (see Chapter 8, this volume).

CONCLUSIONS

Several treatment approaches have been shown to be effective in
reducing drinking behavior, a necessary first step in treating alcohol-
related problems. Aversive counterconditioning methods have a long
history of positive outcomes in uncontrolled research, and controlled or
comparative studies have likewise supported the specific efficacy of
aversion therapies in fostering abstinence or reduced consumption. Al-
though both chemical and electrical aversion therapies have been associ-
ated with reduction of consumption, covert sensitization offers several
important advantages. Because it is based on imagery, covert sensitiza-
tion requires no physical aversive agents and is therefore less dangerous
and ethically problematic. It can be administered in either inpatient or
outpatient settings. Further research is needed to delineate optimal pro-
cedures for using this technique with alcoholics. Behavioral self-control
training is also well supported as an effective approach for reducing
consumption by problem drinkers.

The status of pharmacotherapeutic agents in reducing drinking be-
havior is currently in question. Few studies have demonstrated specific
effectiveness of antidipsotropic agents such as disulfiram, and the bulk
of their impact can be attributed to placebo effects. It is unclear whether
the minimal benefits that have been demonstrated outweigh the dan-
gers of side-effects and long-term health risks associated with these
drugs. There are some encouraging early data to indicate that certain
antidepressants as well as lithium may engender decreased desire for or
consumption of alcohol by some alcoholics. Findings are quite mixed,
however, and further data will be required to clarify the mechanisms of
such action and the specific subpopulations in which such benefit may
apply.

Once drinking behavior has been terminated or curtailed, the chal-
lenge is to maintain this pattern. Current research points to the value of
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broad-spectrum interventions in increasing the probability of prolonged
sobriety. Specifically, social skills training, stress management training,
and marital and family therapy have been found to promote the mainte-
nance of sobriety. Azrin’s community reinforcement approach, which
combines several of these elements, has been shown to increase absti-
nence and adjustment substantially when added to a program focusing
primarily on alcoholism.

The picture that emerges is that of a two-stage treatment process,
requiring different interventions. One set of interventions is optimal in
changing drinking behavior itself, in bringing about abstinence or mod-
eration. Here aversion therapies and behavioral self-control training are
well supported. Another set of interventions aims primarily at environ-
mental contingencies and other life problems, attempting to bring about
changes that will help to maintain sobriety. Neither set of interventions
may be sufficient in itself to bring about lasting change. A combination
of demonstrably effective procedures from each category would seem to
be optimal, and Azrin’s data support this notion.

Table 1 contains a list of interventions that appear to have specific
effectiveness in the treatment of alcoholism, based on available em-
pirical evidence. Beside this list is another, specifying modalities com-
monly employed in current American alcoholism treatment programs.
The lack of overlap between these two lists is evident. American treat-
ment of alcoholism follows a standard formula that appears to be imper-
vious to emerging research evidence, and has not changed significantly
for at least two decades (W. R. Miller, in press; Moore, 1977). It is
noteworthy that the “’standard practice” list in Table 1 contains no
modalities that have been soundly supported by research. Current em-
pirical evidence suggests that a combination of these ingredients would

TABLE 1.
Supported Versus Standard Alcoholism Treatment Methods

Treatment methods

Treatment methods currently currently employed as
supported by controlled outcome standard practice in
research alcoholism programs
Aversion therapies Alcoholics Anonymous
Behavioral self-control training Alcoholism education
Community reinforcement approach Confrontation
Marital and family therapy Disulfiram
Social skills training Group therapy

Stress management Individual counseling
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not be expected to yield therapeutic gains substantially greater than the
spontaneous remission rate, and indeed this appears to have been the
overall result of American alcoholism treatment over the past few dec-
ades (W. R. Miller & Hester, 1980).

Another perplexing inertia is the persistence of expensive inpatient
treatment approaches despite clear evidence that they offer no advan-
tage in overall effectiveness. The substantially greater cost of such ap-
proaches increases the burden borne in taxes and insurance premiums;
yet every controlled evaluation to date reflects no increased benefits to
offset these costs. Future research may identify select subpopulations
for whom such intensive and expensive methods are differentially bene-
ficial. Overall, however, current data indicate that alcoholism can be
treated in outpatient settings with equal effectiveness but at substan-
tially lower cost.

In conclusion, we offer three basic principles as prudent guidelines
in designing future alcoholism treatment programs. First, treatment pro-
grams, both voluntary and involuntary, should be composed of modali-
ties supported by current research as having specific effectiveness, and
consideration should be given to preferential funding of programs so
constituted. Second, the first interventions offered should be the least
intensive and intrusive, with more heroic and expensive treatments em-
ployed only after others have failed. Third, as research warrants, clients
should be matched to optimal interventions based on predictors of dif-
ferential outcome. Clients should be informed participants in their own
treatment planning process, and should be offered a range of plausible
alternatives along with fair and accurate information on which to base a
choice.
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Matching Problem Drinkers With
Optimal Treatments

WILLIAM R. MILLER AND REID K. HESTER

It seems the most obvious of commonsense assertions: that individuals
with varying needs and characteristics will respond optimally to differ-
ent kinds of intervention, and therefore that clients should be matched
with optimal approaches rather than all being treated in the same way.
Indeed many if not most alcoholism treatment programs give lip service
to the need for individually tailoring intervention programs. Yet this
apparently simple and uncontentious assertion is, in fact, a highly com-
plicated and interesting issue which—if taken seriously—has important
research and clinical implications that are not only controversial, but
potentially revolutionary, at least for alcoholism treatment practices as
they currently exist in the United States.

UNDIFFERENTIATED TREATMENT: THE STATUS QUO

The typical alcoholism program, although claiming to individualize
intervention, in fact affords few choices and offers a rather standard set
of treatment procedures in which all individuals participate (Costello,
1975; Orford & Hawker, 1974). Where alternatives exist, assignment

WILLIAM R. MILLER + Department of Psychology, University of New Mexico, Albuquer-
que, NM 87131. REID K. HESTER ¢ Behavior Therapy Associates, Albuquerque, NM
87110. Portions of this chapter were presented at the Third International Conference on
Treatment of Addictive Behaviors, North Berwick, Scotland, August, 1984.

175



176 WILLIAM R. MILLER AND REID K. HESTER

appears to be unrelated to patient characteristics (Bromet, Moos,
Wuthmann, & Bliss, 1977; Finney & Moos, 1979; Gibbs, 1980, 1981;
Hague, Donovan, & O’Leary, 1976; Hansen & Emrick, 1983; Martin,
1979; Smart, 1978), and even when differential diagnosis is made at
intake it is often ignored during treatment (Schmidt, Smart, & Moss,
1968). The best predictor of the treatment offered to an individual ap-
pears to be the type of place to which the person goes for evaluation:
each program tends to recommend its own services (Hansen & Emrick,
1983).

Still more perplexing is the fact that the standard elements of a
typical United States alcoholism treatment program (detoxification, alco-
holism education, A.A. meetings, group confrontation therapy, and dis-
ulfiram) individually and collectively lack adequate experimental sup-
port of effectiveness, whereas other approaches with well-documented
efficacy remain largely unused (see Chapter 7, this volume). There s little
convincing evidence that the effectiveness of this “standard formula”
alcoholism treatment significantly exceeds spontaneous remission
or minimal intervention (Edwards et al., 1977). The status quo, then,
appears to be undifferentiated and at best modestly effective treat-
ment.

One plausible explanation for mediocre outcomes is the absence of
appropriate client-treatment matching. Imagine a physician whose min-
istrations were limited to prescribing a single broad-spectrum antibiotic
and offering reassurance. For some patients (those with conditions ap-
propriately treated with this antibiotic, or who respond well to placebo)
the treatment would be wonderfully effective, but for those with other
serious maladies (or even infections requiring a different antibiotic) the
physician’s efforts would be to no avail. The failure here is not in provid-
ing a totally ineffective treatment, but rather in the absence of differen-
tial diagnosis and alternative efficacious interventions.

THE MATCHING HYPOTHESIS

The underlying premise of a matching strategy is a hypothesis: that
clients who are appropriately matched to treatment will show superior
outcome relative to those who are unmatched or mismatched. In experi-
mental-design terms, this hypothesis predicts an interaction effect even
in the absence of main effects of treatment or predictor variables. This
relationship is illustrated in Figure 1, which displays the efficacy of two
hypothetical alcoholism treatment approaches: A and B. The horizontal
axis represents a hypothetical client-predictor variable, ranging from
“low” to “high” (imagine, for example, that it represents severity of
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Ficure 1. A hypothetical client-by-treatment interaction.

dependence or socioeconomic status). The relative effectiveness of treat-
ments A and B found in a given study will depend on the population
being treated. In Study 1, a “low” population is treated, and B is found
to be superior to A. In Study 2, with a “medium” population, no dif-
ferences are found, and in Study 3 (""high”) A exceeds B in effectiveness.
Note that if a full range of clients were included in the population stud-
ied and were all averaged together, no substantial differences between
A and B would be found, leading to the mistaken conclusion that treat-
ments ANand B are equivalent.

The failure to take matching into account, then, may explain the
typical findings across studies in the alcoholism treatment field: either
no significant differences, or inconsistent differences. If the matching
hypothesis is correct, then knowledge and clinical efficacy will be signifi-
cantly advanced by determining which treatments are optimal for which
types of clients. The alternative (null) hypothesis is that client charac-
teristics do not differentially affect the outcome of various alcoholism
treatment methods.

A variety of rational schemes for matching have been proposed
(Brown & Lyons, 1981; Ewing, 1977; Gibbs, 1980; Glaser, 1980; Gottheil,
McLellan, & Druley, 1981; O’Leary, Donovan, Chaney, & O’Leary,
1980). For the matching hypothesis to be testable, however, its elements
must be operationalized. What are the “‘treatment’’ elements to be com-
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pared? These might be alternative methods (e.g., aversion therapy vs.
disulfiram), goals (e.g., moderation vs. abstinence), settings (e.g., inpa-
tient vs. outpatient), or therapists (e.g., peer vs. professional). The crite-
ria for success also must be specified. Some studies have relied upon
patient ratings of helpfulness as the criterion of efficacy (Obitz, 1975;
Price & Curlee-Salisbury, 1975), but more direct measures of interven-
tion impact are desirable. One could predict superior motivation for treat-
ment with matching (e.g., more likely to accept, continue in, and com-
ply with treatment; Miller, 1985b). Matching might also improve the
effectiveness of treatment (e.g., reduction in drinking and symptoms, or
increased duration of sobriety), or the efficiency of treatment (less costly
interventions, fewer relapses and less need for renewed treatment).
Adequate periods of follow-up and measures of effectiveness must be
employed. Price and Curlee-Salisbury (1975), for example, reported dif-
ferential predictors of therapeutic success with alcoholics, but used as
their outcome measure the patients’ immediate postdischarge percep-
tions of how helpful various elements of a standard program had been.
The design therefore lacked differential treatment, follow-up, and objec-
tive measures of therapeutic impact—all of which are important condi-
tions of an adequate matching research strategy.

RESEARCH STRATEGIES

Before proceeding to a review of current knowledge on matching,
we wish to distinguish three research strategies for studying matching
effects. We will term these the predictor, differential, and modeling
approaches.

PREDICTOR APPROACH

By far the largest number of studies reporting data relevant to
matching have employed a predictor strategy. In this method a single
treatment approach is studied, and individual difference variables are
examined for their ability to predict outcome following this particular
intervention. The design is correlational, and appropriate statistical
methods include multiple regression, discriminant function analysis,
and canonical correlation—for continuous, nominal, and multiple con-
tinuous outcome variables, respectively (Harris, 1985).

Knowledge contributed by predictor designs is valuable as it accu-
mulates over time. Each study suggests predictors of effectiveness of a
particular kind of treatment. To the extent that such findings are repli-
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cated and yield consistency across studies, one can begin to derive
promising schemas for matching clients with interventions.

DIFFERENTIAL APPROACH

A weakness of the predictor approach is its failure to demonstrate
directly that alternative treatments differ with regard to predictors of
outcome. The differential approach remedies this fault by comparing two
or more types of treatment within the same population and study. Ide-
ally clients are assigned at random to alternative interventions, out-
comes are determined, and then statistical analyses are performed to
compare the characteristics of “successes”” within each treatment. Cli-
ents may be blocked before treatment on one or more relevant variables,
or post hoc analyses may be performed to examine the predictive valid-
ity of multiple client variables. Success profiles can be developed for
each individual treatment by using statistical methods described above,
or treatment assignment can be regarded as one more predictor variable
and entered into multivariate analyses along with client characteristics
to yield differential equations.

MODELING APPROACH

A third research strategy uses treatment assignment as the depen-
dent variable, as the subject of study. The underlying question is: what
criteria are being used to assign clients to treatments within an existing
system? This modeling strategy has been introduced by Goldberg (1968,
1971) for studying the judgment processes of clinicians. Quantitative
client variables are used as predictors, and treatment assignment
(chosen by a therapist) is the criterion to be predicted. Through discrimi-
nant function analysis it is possible to derive a multivariate equation that
models the judgment processes of the clinician in making treatment
assignments.

This strategy, though seldom used, has several possible applica-
tions. One is to determine the implicit criteria being used to decide who
gets what type of treatment. Studies of this type to date have found
assignment to be at best modestly related to client characteristics stud-
ied, suggesting an arbitrary or undifferential matching process (e.g.,
Bromet et al., 1977). This strategy would be appropriate in examining for
arbitrary discrimination (on the basis of race, socioeconomic status, sex,
age) in assignment to different treatment approaches (e.g., Hollings-
head & Redlich, 1958).

A fascinating and as yet untried application of this approach would
be to model the judgment processes of the most successful diagnosti-
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cians (e.g., Goldberg, 1968, 1971). Individual clinicians could be permit-
ted to use their own criteria to match clients with treatments. Patterns of
client outcome could then be studied (how many accepted treatment,
completed it, showed positive outcomes), identifying the diagnosticians
with higher success rates at matching. The judgment processes of these
"good matchers” could then be modeled and compared with the judg-
ment processes of less successful matchers. Likewise the efficacy of
matching by these clinicians could be compared with alternative match-
ing procedures based on actuarial methods (Goldberg, 1965, 1972) or
choices by the clients themselves (Parker, Winstead, & Willi, 1979; Par-
ker, Winstead, Willi, & Fisher, 1979).

Because the modeling approach has not yet been adequately ap-
plied in alcoholism treatment research, our review will be restricted to a
summary of findings from predictor and differential approaches. We
begin with predictor studies, based on single treatment conditions.

PREDICTOR STUDIES

Are there client characteristics that predict favorable outcome re-
gardless of the type of treatment given? Gibbs and Flanagan (1977)
posed this question in an extensive review of the predictor literature in
alcoholism treatment. They defined a general predictor as “‘one which
has been investigated for its predictive power in six or more treatment
groups . . . has been found of predictive value in all of these treatment
groups” (p. 1101). Using this stringent criterion, they found no general
predictors. By loosening their criterion, however, they were able to
point to a set of “‘somewhat less than perfect predictors.” These in-
cluded employment status and work history, marital or cohabitation
status, occupational or social status, arrest record, diagnosis of neurosis,
IQ variables, and history of Alcoholics Anonymous contact prior to
treatment. Such variables have been found to be predictive of outcome
in some studies, but both the presence and direction of prognostic pre-
dictiveness are variable. Data published since the Gibbs and Flanagan
review have yielded no greater hope for the utility of general predictors.
It appears that prognosis for recovery from alcoholism cannot be ade-
quately predicted from pretreatment variables without reference to the
type of treatment received.

If there are no stable predictors for all treatments, are there client
characteristics that predict successful outcome within specific treatment
modalities? To examine this question we have grouped predictor studies
into 11 categories, according to the type of treatment examined.
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PsycHOTROPIC MEDICATIONS

Because psychotropic medications are used in alcoholism treatment
with the intent of alleviating a related form of psychopathology, an
obvious candidate for prediction studies would be the pretreatment
presence and level of the targeted pathology. Thus it could be hypoth-
esized that alcoholics treated with antidepressant medication would
show improvement (in alcoholism) to the extent that they evidenced
pretreatment depression. Merry, Reynold, Bailey, & Coppen (1976) re-
ported that depressed alcoholics receiving lithium carbonate, relative to
controls receiving placebo, spent fewer days drinking and had fewer
days of incapacitation by alcohol. Surprisingly, pretreatment level of
pathology is yet to be adequately explored as a predictor of change in
alcoholism following psychotropic medication.

Certain forms of pharmacotherapy may produce negative iatrogenic
effects with specific diagnostic groups. Anillustrative example is a study
by Tomsovic and Edwards (1970) comparing alcoholics receiving or not
receiving psychedelic medication (lysergide) as part of their treatment.
Not surprisingly, patients with diagnosed schizophrenia (in addition to
alcoholism) showed detrimental effects from the hallucinogen, whereas
transient benefits were reported for nonschizophrenic alcoholics.

A difficulty in using pretreatment pathology is the fact that many
types of problems concurrent to alcohol abuse will remit spontaneously
once the drinking problem has been resolved (Miller, Hedrick, & Taylor,
1983). For this reason, it has been recommended that the use of psycho-
tropic medication might be delayed until alcohol abuse has been re-
solved, and that the persistence of psychopathology during aftercare
may be a better predictor of benefit from appropriate medications (Dit-
man & Crawford, 1966; Miller & Hester, 1980).

DIiSULFIRAM

Numerous studies have explored pretreatment client characteristics
as predictors of favorable outcome with disulfiram (cf., Lundwall &
Baekeland, 1971). Reported favorable prognostic factors include being
older (Baekeland, Lundwall, Kissin, & Shanahan, 1971; Hoff &
McKeown, 1953), male (Hoff & McKeown, 1953), socially stable (Shaw,
1951), married (Azrin, Sisson, Meyers, & Godley, 1982), less depressed
(Baekeland et al., 1971), more motivated (Baekeland et al., 1971; Fuller &
Roth, 1979; Wexberg, 1953; cf. Miller, 1985b), more compulsive (Waller-
stein, 1958), and having less psychopathology (Bowman et al., 1951), a
more external locus of control (Obitz, 1978), and a longer history of
alcohol abuse (Baekeland et al., 1971; Hoff & McKeown, 1953).
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ALcoHoLICS ANONYMOUS

We have discussed elsewhere the absence of adequate outcome
studies of A.A. and the methodological problems inherent in the avail-
able research (Miller & Hester, 1980). We found only one study (David-
son, 1976) relating prognostic factors to outcome in A.A.: Males have
more favorable outcomes than females. Otherwise the literature has
focused on predictors of affiliation or attendance, which are at best
indirect indicators of outcome. A.A. attendance has been reported to be
related to authoritarianism and lower educational levels (Canter, 1966;
Ditman, Crawford, Forgy, Moskowitz, & MacAndrew, 1967), less psy-
chopathology (Gerard, Saenger, & Wile, 1962), affiliative and dependen-
cy needs (Trice & Roman, 1970), field dependence (Reilly & Sugarman,
1967), greater severity of alcohol-related problems, and higher overall
use of external sources of aid to stop drinking (O’Leary ef al., 1980). In a
review of this literature, Ogborne and Glaser (1981) concluded that “'af-
filiates of A.A. are more likely to be men, over 40 years of age, white,
middle or upper class and socially stable” (p. 666), and they speculated
on a range of other predictive factors.

PsYCHOTHERAPY

Controlled research points to no demonstrable benefit of individual
or group psychotherapy in alcoholism treatment (Miller & Hester, 1980).
Do certain types of clients benefit differentially? Wallerstein (1958) noted
that clients with borderline depression or psychosis seemed to do better
with psychotherapy, whereas compulsiveness was predictive of favor-
able outcome regardless of the type of treatment received. Pomerleau
and Adkins (1980) found that higher baseline levels of alcohol consump-
tion were associated with less favorable outcome, whereas longer dura-
tion of drinking problems predicted greater persistence in treatment and
greater reduction in consumption. These factors, however, were not
differential predictors, but were prognostic of outcome both in behavior
therapy with a moderation goal and in traditional group psychotherapy.
Kissin, Platz, and Su (1970) reported that patients who accepted psycho-
therapy had higher verbal intelligence and occupational stability, and
that successful responders to psychotherapy were more intelligent and
field independent. Finally McLachlan (1972), in research to be reviewed
later, found that client conceptual level is predictive of outcome in psy-
chotherapy, with the direction of prediction depending on the orienta-
tion of the therapist.
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CHEMICAL AVERSION THERAPY

One of the oldest forms of alcoholism treatment employs the nau-
sea-inducing drug emetine as an unconditioned stimulus within an
aversive counterconditioning paradigm (Miller & Hester, 1980). Favor-
able prognostic factors in aversion therapy were well described by
Voegtlin and Broz (1949): being married, older, having a longer drinking
history (regardless of age), prior successful periods of abstinence, better
occupation, and higher financial status. More than 30 years later, Neu-
berger et al. (1982) reported a similar pattern: Married, employed alco-
holics had the highest abstinence rates at follow-up, and success rates
increased in older groups.

Because aversion therapy relies (theoretically) on the establishment
of a conditioned aversion to alcohol, it is sensible that outcome might be
related to the establishment of such an aversive response during treat-
ment. Consistent with this prediction, Boland, Mellor, & Revusky (1978)
found that individuals who developed an illness reaction during taste
aversion (with lithium) showed higher rates of abstinence at 6-month
follow-up. Cannon, Baker, and Wehl (1981) likewise found an inverse
relationship between heart rate response during conditioning and post-
treatment (12-month follow-up) drinking among subjects receiving
chemical aversion therapy. Unfortunately there are as yet no known
pretreatment predictors of the establishment of conditioned aversion.
Vogel (1960, 1961a,b), in an experimental study, reported that steady-
drinking introverted alcoholics conditioned faster and extinguished
more slowly than their extraverted counterparts, and she speculated
that introverts might therefore be more appropriate for aversive counter-
conditioning. To date, however, this hypothesis has not been tested in a
clinical trial.

COVERT SENSITIZATION

An alternative approach to aversion therapy employs negative im-
agery to establish conditioned avoidance of alcohol. Elkins (1980) re-
ported that patients who developed conditioned nausea during covert
sensitization treatment remained abstinent significantly longer than
than those who did not. (Interestingly, this difference disappeared
when he expanded his remission criteria to include moderate consump-
tion.) Miller and Dougher (1985) were able to replicate this finding,
reporting that drinking status at 18-month follow-up was predictable
from the establishment of conditioned aversion during nausea sensitiza-
tion. A comparison group received covert sensitization based on imag-
ery of aversive consequences of drinking (other than nausea). Within
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this group, no relationship was observed between conditioning and
outcome, although overall success rate was comparable to that in the
nausea aversion groups. Again, it would be helpful to know pretreat-
ment predictors of responsiveness to this promising form of treatment.

RELAXATION TRAINING

Although relaxation training has not been found to add substan-
tially to the effectiveness of alcoholism treatment (Miller & Hester,
1980), it is plausible that certain clients—particularly those with greater
anxiety—might benefit differentially from learning relaxation skills. The
only study to examine this hypothesis supports it. Rosenberg (1979)
found that alcoholics with higher scores on the anxiety subscale of the
Alcohol Use Inventory showed significantly better outcome at 12
months if given relaxation training, relative to those not receiving such
training. Among clients low in anxiety, however, no differential benefit
was found. This finding, though in need of replication, demonstrates
the danger in prematurely dismissing a treatment as ineffective because
of a lack of impact within an undifferentiated population. Failure to
differentiate on critical predictor dimensions may mask the value of a
treatment technique for a particular subgroup.

SoclAL SKILLS TRAINING

Although social skills training is well supported as an effective ad-
junct to other alcoholism treatment modalities, little information is avail-
able regarding the characteristics of optimal candidates. Some studies
have preselected alcoholics deficient in social skills, thereby removing
variance of potential predictive value (e.g., Adinolfi, McCourt, & Geog-
hegan, 1976; Ferrell & Galassi, 1981). Others have not explored differen-
tial benefits in relation to pretreatment social skill level, perhaps because
of the large main effect of treatment (e.g., Chaney, O’Leary, & Marlatt,
1978; Freedberg & Johnston, 1978). Although it is logical that social skills
training would have greater impact (on alcoholism) for clients with
larger skill deficits in this area, this hypothesis remains to be tested.

FaMiLy THERAPY

Studies of family therapy necessarily preselect clients on the basis of
having a family willing to participate in treatment. That this is a signifi-
cant selection factor is supported by Smith’s (1969) finding of better
outcome for alcoholics with wives willing to attend a treatment group.
Cadogan (1973) reported more favorable outcome following family ther-
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apy when the alcoholic was employed, showed little or no organic brain
damage, was not psychotic, sought treatment early, and had a spouse
who showed trust and acceptance at the beginning of treatment. Marital
cohesion, however, has been found to be a predictor of outcome in other
modalities as well (e.g., Orford, Oppenheimer, Egert, Hensman &
Guthrie, 1976).

CoMMUNITY REINFORCEMENT APPROACH (CRA)

One of the best supported and most complex treatment programs
for alcoholism is the “community reinforcement approach” (CRA)
(Azrin et al., 1982; Miller, 1985¢c). The CRA seeks to make substantive
changes in the client’s life-style in order to increase social stability and
reinforce nondrinking. Azrin et al. (1982) compared disulfiram com-
pliance alone with disulfiram plus CRA. Among married clients these
approaches were equally effective, suggesting no additive effect of CRA.
Among single clients, however, disulfiram alone was significantly less
effective than the combination. If one hypothesizes less social stability
and greater life-style reliance on drinking within a single population, it
is understandable that CRA might be of differential benefit.

BEHAVIORAL SELF-CONTROL TRAINING (BSCT)

BSCT is a set of self-management approaches designed to teach
moderate and problem-free (“controlled”) drinking. Several studies
have examined pretreatment predictors of the successful establishment
of controlled drinking following BSCT. Although findings have been
mixed (Elal-Lawrence, 1984), the most consistent predictors of favorable
prognosis for controlled drinking have been lower duration and severity
of drinking symptoms and problems (Edwards, Duckitt, Oppenheimer,
Sheehan, & Taylor, 1983; Finney & Moos, 1981; Miller & Baca, 1983;
Miller & Joyce, 1979; Orford, Oppenheimer, & Edwards, 1976; Polich,
Armor, & Braiker, 1981; Popham & Schmidt, 1976; Smart, 1978; Vogler,
Compton, & Weissbach, 1975; Vogler, Weissbach, Compton, & Martin,
1977). The implication is that BSCT may be a more effective approach
with less severe problem drinkers. Orford and Keddie (in press), by
contrast, found no relationship between severity of alcohol dependence
and abstinent versus controlled drinking outcomes. Instead, they found
that outcome was predictable from client beliefs about alcohol and alco-
holism. Clients endorsing traditional disease conceptions of their alco-
hol problems tended to become abstinent, whereas clients rejecting ten-
ets of a disease conception were more likely to attain moderation.
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SUMMARY

No general predictors of alcoholism treatment outcome have
emerged, suggesting that prognosis involves an interaction of client and
treatment variables. There seem to be neither “‘good prognosis” clients
(without reference to type of treatment) nor “effective” treatments
(without considering type of client).

Current data, though far from conclusive, suggest that adjunctive
treatment techniques aimed at problems presumed to be related to or
underlying alcoholism (e.g., depression, social skill deficit, anxiety) are
most effective when the client manifests a significant level of the target
problem. Offering such broad-spectrum approaches to an undifferenti-
ated population is unlikely to result in a substantial increment in pro-
gram effectiveness (e.g., Miller, Taylor, & West, 1980). With a selected
population, however, these strategies may significantly prolong
sobriety.

Predictor studies likewise point to certain predictor variables that
may be of substantive value in selecting optimal treatment approaches.
Problem severity and duration, for example, have been found to be
positively correlated with A.A. attendance and success with disulfiram,
but inversely related to the effectiveness of behavioral self-control train-
ing. This suggests that whereas one approach may be optimal for severe
alcoholics, a quite different approach may be maximally effective with
less severe problem drinkers (cf. Miller & Caddy, 1977).

This leads us to the final major section of this chapter: a survey of
research on differential predictors of outcome.

DIFFERENTIAL STUDIES

The differential research strategy in matching research examines the
utility of particular client characteristics in predicting the relative proba-
bility of success in alternative approaches. Two or more different inter-
vention methods are compared in the search for discriminative predic-
tors of outcome. Whereas for predictor studies we summarized findings
by treatment method, here we will present current knowledge according
to specific matching variables that have appeared promising.

PROBLEM SEVERITY

Severity of problem can be defined in a variety of ways including,
(a) severity of current or cumulative consequences of drinking, (b) level
of alcohol consumption, (c) severity of current or cumulative signs of
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alcohol dependence, or (d) problem duration (cf. Horn, Wanberg, &
Foster, 1974; Miller & Marlatt, 1984; Polich et al., 1981). Gross measures
of problem severity (e.g., Selzer, 1971) often confound these dimen-
sions, which are only modestly intercorrelated and cannot be considered
to be interchangeable (Horn, 1978). Pomerleau and Adkins (1980), for
example, found favorable outcome to be related to lower baseline alco-
hol consumption but longer problem duration.

As indicated earlier, controlled drinking outcomes (as contrasted
with abstinent outcomes) have been associated in uncontrolled studies
with lower pretreatment alcohol consumption, shorter problem dura-
tion, fewer consequences and symptoms of pathological drinking. The
only two studies to assign clients at random to controlled drinking ver-
sus strict abstinence goals, however, have failed to yield strong differen-
tial predictors of outcome (Foy, Nunn, & Rychtarik, 1984; Sanchez-
Craig, Annis, Bornet & MacDonald, 1984), and data from uncontrolled
studies are not wholly consistent (Elal-Lawrence, 1984). Although in our
opinjon the data point to controlled drinking as an optimal goal for less
severe problem drinkers, it would be premature to define strict indica-
tions or contraindications for treatment goals at this time (Matlatt, et al.,
1985).

Two research teams have provided data regarding the differential
benefit of an intensive treatment approach with more severely impaired
alcoholics. Orford, Oppenheimer, and Edwards (1976) reported 2-year
follow-up data for clients assigned at random to either an intensive
(inpatient hospital program, outpatient therapy, and medication) or a
minimal (evaluation plus one session) intervention. Clients diagnosed at
intake as gamma alcoholics (severe dependence with loss of control)
fared better with intensive treatment and tended to become abstainers,
whereas those diagnosed as alpha alcoholics (problem drinkers without
dependence or loss of control) fared better if not given intensive treat-
ment and tended to become moderate drinkers.

McLellan, Luborsky, Woody, O’Brien, & Druley (1983) employed a
measure of “’psychiatric severity’’ (McLellan, O’'Brien, Kron, Alterman,
& Druley, 1980) to predict outcome retrospectively from a variety of
inpatient and outpatient programs. Relying on self-report measures at 6-
month follow-up, they found that patients with high levels of problem
severity fared equally poorly in inpatient and outpatient approaches,
whereas at low levels of severity, patients did equally well regardless of
treatment setting. Within the intermediate severity range, however
(60% of patients), levels of other life problems (family, employment, and
legal) showed complex relationships to outcome.

Pursuing these findings in a prospective study, McLellan, Woody,



188 WILLIAM R. MILLER AND REID K. HESTER

Luborsky, O’Brien, and Druley (1983) attempted to match patients to
treatments based on the data from their retrospective study. They suc-
ceeded in matching 53% of cases, with the rest mismatched because of
refusal to accept treatment, assignment errors, clinical overriding of the
match, or unavailability of the desired treatment slot. Because high se-
verity patients had fared poorly in the earlier study, all patients with
severe problems were classed as mismatched regardless of the treatment
they received. This procedure, of course, created an artifactual bias
favoring matched cases. With this bias removed (by excluding severe
cases from analyses) significant differences remained between matched
and mismatched cases on a multivariate analysis of covariance and 8 of
19 outcome measures. It must be recognized, however, that assignment
to matching versus mismatching was nonrandom, and that outcome
was judged from unverified self-report. Nevertheless the work of the
McLellan team represents a methodological advance in research on
client-treatment matching.

Taken together, these studies present an inconsistent picture. Un-
controlled predictor studies point to more favorable outcomes of low
severity clients in moderation-oriented treatment, but two studies em-
ploying random assignment to moderation versus abstinence goals have
failed to confirm this. Retrospective data from the Orford, Oppenhei-
mer, and Edwards (1976) investigation suggest a more favorable prog-
nosis for severely dependent persons in intensive treatment, whereas
retrospective data from McLellan, Luborsky, et al. (1983) point to poor
outcome in this group regardless of treatment locus. It may be that the
Orford, Oppenheimer, and Edwards cohort, which was required to
have an intact family, may resemble the middle-severity group of the
McLellan, Luborsky, et al. study, in which case these findings could be
seen as more similar. Unfortunately the severity measures employed in
these two studies do not overlap. At most, then, there is a suggestion of
a matching interaction between problem severity and treatment inten-
sity.

COGNITIVE STYLE

Another type of predictor variable that appears promising has to do
with a client’s “cognitive style,” by which we mean relatively enduring
patterns of perception and information processing that the person evi-
dences in a broad range of situations. This is, we note, very similar to
the definition of “personality’”” adopted by Hall & Lindzey (1970).

One such client characteristic that has been widely studied is Rot-
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ter's (1966) construct of internal versus external locus of control. Exter-
nals on this dimension tend to perceive their lives as being largely con-
trolled by forces beyond their own influence (luck, fate, powerful
others), whereas Internals view themselves as efficacious and responsi-
ble in determining what happens to them. Most studies to date linking
locus of control to differential outcome have been correlational in de-
sign, and have suggested that Internals fare better with nondirective
than with directive approaches (Abramowitz, Abramowitz, Roback, &
Jackson, 1974), are less likely to accept disulfiram (Obitz, 1978), and
participate less in aftercare (O’'Leary, Rohsenow, & Donovan, 1976). All
of these findings are consistent with a more self-directed approach for
Internals. The only experimental study to date, however, failed to find
an interaction between locus of control and directiveness of treatment
(Schmidt, 1978).

Some of the strongest matching effects in the literature have been
found with regard to a cognitive style dimension often referred to as
”conceptual level” (CL). Clients with a low CL (e.g., preference for
simpler rules and fewer constructs, dependence on authority) are hy-
pothesized to be optimal for highly structured directive approaches that
stress adherence to rules and minimal self-direction. By contrast, those
with a high CL (e.g., independent, complex thinkers) are predicted to be
optimal for less structured nondirective approaches emphasizing per-
sonal control. McLachlan (1972) studied the effectiveness of directive
versus nondirective therapeutic approaches with high versus low CL
clients. Matched cases (high CL with nondirective and low CL with
directive therapist) reported greater perceived benefit, change, and satis-
faction with their treatment than did mismatched cases. (Matching was
determined post hoc rather than by intentional assignment.) More im-
portantly, when recovery rates were derived from collateral reports at
12- to 16-month follow-up for these same 92 clients, 70% of matched
cases versus 50% of unmatched cases were rated as recovered (McLach-
lan, 1974). McLachlan also examined CL in relation to style of aftercare
provided: The city dwellers were offered weekly aftercare meetings
(structured), whereas out-of-town patients received only a letter encour-
aging them to write to other patients (unstructured). (The confound
with place of residence must be noted.) Matched cases (high CL in
unstructured and low CL in structured) showed 71% recovery, versus
49% recovery in unmatched cases. When both treatment and aftercare
style were considered, the separation was even greater. Patients appro-
priately matched to treatment and aftercare style showed a 77% recovery
rate. Rates for patients matched on treatment alone (65%) or aftercare
alone (61%) were intermediate and well above those for patients mis-
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matched to both (38%), suggesting that either appropriate treatment or
appropriate aftercare may improve long-term outcome. Although treat-
ment assignment was nonrandom, there were no apparent biases in
assignment of cases to treatments. An unfortunate weakness of the
McLachlan study is the relatively crude outcome measure, a 4-point
rating scale completed by the aftercare physicians and counselors, other
patients, and clinical secretaries. Finally, it is noteworthy that although
there were strong interaction effects, no main effects of treatment or
aftercare style were observed. Had McLachlan not separated patients
according to CL, he would have been forced to conclude that directive
and nondirective styles of treatment were equivalent in effectiveness.
This underlines the potential importance of matching in clarifying the
therapeutic impact of specific interventions.

Thornton, Gottheil, Gellens, and Alterman (1977, 1981), in retro-
spective prediction of outcome, studied the relationship of posttreat-
ment drinking pattern (assessed by unverified patient questionnaires) to
“developmental level” (DL), a construct measured from Rorschach re-
sponses and conceptually similar to CL. They reported that although
high and low DL patients did not differ with regard to the percentage
achieving abstinence at 6-month follow-up, high DL patients were more
likely to achieve moderate drinking, whereas low DL drinkers drank
more frequently and more heavily following treatment.

Karp, Kissin, and Hustmyer (1970) studied a related dimension of
cognitive style: field dependence. They found that alcoholics selecting
and selected for psychotherapy were highly field independent, and fur-
ther that this predictor discriminated dropouts within treatment modes.
Clients who dropped out of psychotherapy were significantly more field
dependent than those who remained. For drug therapy, by contrast,
dropouts were slightly (not significantly) more field independent. When
the treatment modes were combined, field dependence failed to discrim-
inate dropouts from those continuing. Once again, outcome prediction
could not be divorced from the particular nature of the intervention.
Similar findings have been reported by Kissin et al. (1970).

Taken together, these findings suggest that certain clients may evi-
dence a cognitive style (external control, low CL, low DL) which renders
them optimal candidates for more directive and structured treatments,
whereas others (internal control, high CL, high DL) may respond more
favorably to less structured and more self-directed approaches. This is
consistent with correlational data reviewed earlier, indicating that affili-
ates of Alcoholics Anonymous show higher authoritarianism, depen-
dency, affiliation, field dependence, and reliance on external sources of
aid (all plausible correlates of low CL).
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NEUROPSYCHOLOGICAL STATUS

Prolonged heavy consumption of alcohol is known to produce a
characteristic pattern of brain impairment (Miller & Saucedo, 1983). An-
other logical candidate as a matching variable, then, is the degree of
neuropsychological deficits. Greater neuropsychological impairment
has been associated with less favorable overall outcomes (O’Leary, Don-
ovan, Chaney, & Walker, 1979), but to date no treatment has been
shown to be differentially effective for more impaired individuals. Walk-
er, Donovan, Kivlahan, and O’Leary (1983) failed to confirm their hy-
pothesis that patients with greater cognitive impairment would respond
more favorably to longer and more intensive treatment. Rather, their
findings resemble those of McLellan, Luborsky, et al. (1983), that higher
levels of severity are associated with equally poor outcome regardless of
treatment approach. The previously cited finding of Karp et al. (1970)—
that alcoholism treatment dropout patterns are related to field depen-
dence—is noteworthy here because field dependence has been shown
to be a correlate of neuropsychological impairment in alcoholism (Miller
& Saucedo, 1983). Thus even though intensity and treatment may not
interact with impairment among treatment completers, it may be that
clients with greater cognitive deficits may find certain types of treatment
more appealing or comprehensible, and thereby attrition rates may be
affected. Clearer conclusions must await further research (Wilkinson &
Sanchez-Craig, 1981).

SELF-ESTEEM

Research on motivation for treatment points to self-esteem as a
potentially important factor in determining treatment acceptance and
perseverence (Miller, 1985b). To our knowledge, however, only one
study has examined differential efficacy of treatments based on client
self-esteem level. Annis & Chan (1983) randomly assigned alcohol-relat-
ed offenders undergoing institutional care either to receive or not to
receive a highly confrontational group therapy intervention. Neither
treatment nor client type produced a main effect: high and low self-
esteem clients fared equally well overall, and the group therapy made
no significant difference. Consistent with the matching hypothesis,
however, a significant interaction effect appeared, such that high self-
esteem clients fared better if they received the group treatment (outcome
assessed by reconvictions), whereas clients with low self-esteem
showed a detrimental effect of the group and fared better without it.
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SOCIAL STABILITY

Clients with stable family, residence, and employment are often
reported to have more successful outcomes overall (Adinolfi, DiDario, &
Kelso, 1981; Armor, Polich, & Stambul, 1978; Gerard & Saenger, 1966;
Gibbs & Flanagan, 1977; Orford, Oppenheimer, Egert, et al., 1976), but
are there treatments that are differentially beneficial to clients with low
(or high) social stability? Married and employed clients have been re-
ported to be more likely to establish controlled drinking outcomes than
less socially stable individuals (e.g., Levinson, 1977; Smart, 1978), but
controlled studies have failed to confirm this finding. Azrin et al. (1982)
found that a broad-spectrum community reinforcement approach in-
creased the effectiveness of treatment for unmarried but not for married
clients, suggesting that a broader life-style intervention may differen-
tially benefit clients without a stable family situation.

OTHER LiFE PROBLEMS

Therapists have observed that treatment focused exclusively on al-
coholism may be less effective with clients who show broader problems
and pathology (McLellan, Luborsky, et al., 1983; Miller, Pechacek, &
Hamburg, 1981; Orford, Oppenheimer, Egert, et al., 1976). The implica-
tion (which might be termed the “broad-spectrum matching hypoth-
esis’”’) is that clients with broader problems could benefit differentially
from broad-spectrum treatments that address not only alcohol con-
sumption but other specific problem areas as well. This hypothesis may
explain why comparative studies with undifferentiated populations of
problem drinkers have found little or no advantage in broad-spectrum
approaches over alcohol-focused treatment (Alden, 1978; Miller et al.,
1980; Vogler, Weissbach, Compton, & Martin, et al., 1975; 1977).

Support for the broad-spectrum matching hypothesis is found in
studies pointing to the differential effectiveness of relaxation training for
anxious alcoholics (Rosenberg, 1979) and of a community reinforcement
approach for unmarried alcoholics (Azrin et al., 1982). Other investiga-
tors have reported favorable (though not differential) response of de-
pressed alcoholics to lithium (Merry et al., 1976), of unassertive alco-
holics to assertion training (Ferrell & Galassi, 1981), and of socially un-
skilled alcoholics to social skills training (Adinolfi et al., 1976). Other
correlational data indicate a less favorable response to very alcohol-
focused interventions, such as Alcoholics Anonymous (Gerard et al.,
1962) and disulfiram (Baekeland et al., 1971; Bowman et al., 1951) when
other major psychopathology is present.

These data point toward a very sensible though necessarily tenta-
tive conclusion: that alcoholics will benefit from additional treatment to
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the extent that they manifest the problem that the treatment effectively
alleviates. Future research on broad-spectrum matching would best
focus on problem-specific interventions for documented pretreatment
deficits, rather than seeking differential benefit of all-purpose “shot-
gun”’ additions to alcohol-focused treatment.

CLieNnT CHOICE

Numerous writers have posited beneficial effects of participation by
clients in the selection of their own treatment approaches (Costello,
1975; Ewing, 1977; Parker, Winstead, & Willi, 1979; Parker, Winstead,
Willi, & Fisher, 1979). Predictive data indicate that clients who have (or
at least perceive that they have) a voluntary choice about the goal and
nature of their treatment show more favorable satisfaction (Vannicelli,
1978, 1979), compliance (Sanchez-Craig, 1980), and outcome (Thornton
et al., 1977) during and following the treatment process (cf. Miller,
1985b). In an experimental study, Kissin, Platz, & Su (1971) assigned
patients at random to be offered three, two, one, or no alternative treat-
ments for alcoholism. Individual patient characteristics proved to be
poor predictors of either acceptance of or success in specific types of
treatment. One half to two thirds of patients who were given a choice
rejected the first treatment offered to them and opted for an alternative.
Findings indicated that patients given a choice of treatment options
showed greater acceptance of treatment and superior rates of recovery at
12-month follow-up. Success rates increased with the number of choices
available to the client.

These- findings suggest at least an interim practice until more sub-
stantial data on client-treatment matching become available: to involve
clients directly in the choice of their own treatment. Through mecha-
nisms of perceived control and intrinsic motivation, clients may show
increased acceptance of, continuation in, and compliance with a treat-
ment that they select themselves (Deci, 1975; Miller, 1983). Indeed,
given adequate information about the alternatives, clients may be better
than their therapists in selecting an optimal treatment approach. As
more reliable information becomes available regarding differential prob-
abilities of success in alternative treatment goals and strategies, such
information can be shared with the client as part of the decision-making
process.

OTHER PREDICTOR VARIABLES

Finally, we would point to a few other potential predictor variables
that seem to us to be promising, although we know of no adequate data
to support their usefulness in differential treatment choice. This is not
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meant to be an exhaustive list, but rather a set of suggestions for further
exploration. '

Family history of alcoholism and other types of psychopathology
would seem a logical candidate. Family history is often an important
clue to differential diagnosis and treatment in other domains (e.g., the
affective disorders), and numerous researchers have pointed to the
plausibility of different types of alcoholism (Jacobson, 1976; Winokur,
Reich, Rimmer, & Pitts, 1970; Winokur, Rimmer, & Reich, 1971). Miller
and Joyce (1979) reported that problem drinkers with alcoholic fathers
were more likely to abstain and less likely to sustain controlled drinking
following behavioral self-control training. If indeed there are familial
and nonfamilial types of alcoholism, differential treatment goals and
strategies may be optimal for them.

Alcohol dependence is another clear candidate for exploration as a
differential predictor variable. Although we have speculated that level of
dependence may predict success in controlled drinking versus absti-
nence goals (Miller & Caddy, 1977; Miller & Hester, 1980), predictive
studies to date have focused instead on problem severity, a dimension
modestly correlated with severity of pharmacologic addiction. Orford
and Keddie (in press) found no relationship between severity of depen-
dence and outcomes of moderation versus abstinence. We hope that
future clinical trials will assess differential treatment outcome against
valid measures of physical dependence.

Various predictors may be of particular utility in evaluating the
probable effectiveness of conditioning therapies (e.g., covert sensitiza-
tion). Because the establishment of a conditioned aversive response is
predictive of success (Elkins, 1980; Miller & Dougher, 1985), pretreat-
ment predictors of conditioning may be helpful. These might include
conditionability measures, hypnotic susceptibility, or imagery vivid-
ness. Likewise, because a goal of aversion therapies is to reduce desire
for alcohol, these procedures may be particularly helpful for clients who
report strong cravings or urges.

Finally, new theoretical and psychometric developments in the ad-
dictive behaviors may point to robust predictors of differential outcome.
The well-constructed Alcohol Use Inventory (Horn et al., 1974) was de-
rived by extensive factor analytic research into crucial dimensions of
alcohol abuse, and its scales provide low-cost and promising tools for
differential treatment choice. The “stages of change” model recently
introduced by Prochaska and DiClemente (1983; cf. Chap. 1 in this vol-
ume) proposes measurable steps through which clients pass in the pro-
cess of change, and the model poses specific predictions regarding
which interventions would be optimal at each stage. Apter’s provocative
theory of psychological reversals (Apter, 1982; Miller, 1985a) may yield
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diagnostic and psychometric methods useful in matching patients to
treatments.

SUMMARY

Although alcoholism treatment approaches do show evidence of
substantial differences in characteristic success rates (Miller & Hester,
1980), a more appropriate topic for future research may be the interac-
tion of client and treatment characteristics in facilitating recovery. Multi-
variate studies indicate that there is indeed substantial shared variance
between client and treatment factors (Cronkite & Moos, 1978). It must
also be recognized that posttreatment experiences of clients are likely to
account for at least as much variance as pretreatment and treatment
characteristics (Finney, Moos, & Mewborn, 1980).

The matching hypothesis proposes that clients who are matched to
appropriate treatments will show greater improvement than will those
who are unmatched or mismatched. The criteria for such optimal match-
ing, however, are far from clear at present. A few conclusions that can
be drawn from the data presently available are the following:

1. The degree of differential benefit from a broad-spectrum inter-
vention depends upon the degree to which the problem drinker man-
ifests the life problem or deficit for which the additional intervention is
an effective treatment.

2. Clients show greater improvement when matched with a treat-
ment that is congruent with their cognitive style, relative to clients who
are unmatched or mismatched.

3. Clients with more severe alcohol-related problems benefit differ-
entially from more intensive (though not necessarily inpatient) treat-
ment, whereas clients with less severe problems benefit at least as much
if not more from a minimal intervention.

4. Clients who choose their treatment approach from among alter-
natives show greater acceptance of, compliance in, and improvement
following treatment, relative to clients offered only a single program or
approach.

Given the limited research available at present, however, these are
best regarded as tentatively supported hypotheses in need of further
verification. Future research will likely confirm some degree of truth in
these assertions, but also reveal them to be overly simplistic.

A few points of methodology are warranted here as advice to pre-
vent repetition of past errors in future studies. All have to do with clear
specification and operationalization of terms. First, the predictor vari-
ables in a matching study should be small in number (due to usual
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limitations of multivariate analyses with smaller samples), carefully se-
lected on empirical or theoretical grounds, and measured in a manner
that facilitates replication in research and clinical settings. Gross mea-
sures of “alcoholism” or “’severity” that confound different types of
impairment should be avoided in favor of more specific dimensions that
will clarify the interactive processes involved in matching. An exem-
plary instrument is the Alcohol Use Inventory (Horn et al., 1974), which
was developed by factor analysis to represent orthogonal domains with-
in diverse problem drinking populations. The subscales of this instru-
ment appear particularly promising for purposes of individualized treat-
ment planning.

Secondly, treatment procedures should be specified and differenti-
ated as clearly as possible. A comparative study of two global multicom-
ponent programs may, for example, be less informative than a com-
parison of the same program with and without one clearly described
additional component which is offered to a random sample of program
participants. Matching data will be of little use if the nature of matched
treatments is vague.

Finally, a matching study with well specified predictor variables
and clearly differentiated treatments can be rendered uninterpretable if
the criteria for improvement are inadequate. Client self-ratings of satis-
faction, perceived helpfulness, or change are insufficient bases for judg-
ing treatment impact. Alcohol consumption during follow-up should be
carefully quantified, rather than recorded as merely present or absent.
Alcohol-related problems and signs of dependence should also be
monitored (Polich et al., 1981). Verification of self-report by collaterals is
desirable (e.g., Miller, Crawford, & Taylor, 1979) although outcome
should not be judged by collateral report alone. Follow-up interviews
and interviewer ratings should be completed, whenever possible, by
staff who are blind to client treatment assignment. Immediate posttreat-
ment status is not a reliable indicator of long-term impact of an interven-
tion, and a minimum of 6 to 12 months of posttreatment follow-up
should be completed with at least 80% of treated cases (or with a ran-
dom, representative sample in larger studies).

Although most treatment programs now acknowledge the impor-
tance of matching and individually tailoring treatment to client charac-
teristics and needs, we still have a very long way to go toward achieving
this goal. The standard formula approach to treatment must be aban-
doned in favor of offering a range of real and accessible alternative
approaches. Private financial interests of treatment providers favor the
assignment of a maximal number of patients to intensive and expensive
programs, and in the United States this is likely to be a substantial
barrier to optimal matching (Hansen & Emrick, 1983). Much more pre-
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dictive, differential, and modeling research is needed to provide an
adequate empirical data base from which to make competent treatment
recommendations.

Meanwhile it would seem that the most ethical (and perhaps also
the most effective) approach to alcoholism treatment matching is one
of consumer advocacy: to provide individuals with full and accurate
information about the nature and effectiveness of the alternatives avail-
able to them. Neither the bureaucracies of public treatment systems nor
the competition of for-profit private providers has yet even begun to en-
able clients to make such informed choices about their own treatment.

Caveat emptor!

REFERENCES

Abramowitz, C. V., Abramowitz, S. F., Roback, H. B., & Jackson, C. (1974). Differential
effectiveness of directive and nondirective group therapies as a function of client
internal-external control. Journal of Consulting and Clinical Psychology, 42, 849-853.

Adinolfi, A. A., DiDario, B., & Kelso, F. W. (1981). The relationship between drinking
patterns at therapy termination and intake and termination status on social variables:
A replication study. International Journal of the Addictions, 16, 555-565.

Adinolfi, A. A., McCourt, W. F., & Geoghegan, S. (1976). Group assertiveness training for
alcoholics. Journal of Studies on Alcohol, 37, 311-320.

Alden, L. (1978). Evaluation of a preventive self-management programme for problem
drinkers. Canadian Journal of Behavioural Science, 10, 258-263.

Annis, H. M., & Chan, D. (1983). The differential treatment model: Empirical evidence
from a personality typology of adult offenders. Criminal Justice and Behavior, 10, 159~
173.

Apter, M. J. (1982). The experience of motivation. London: Academic Press.

Armor, D. J., Polich, J. M., & Stambul, H. B. (1978). Alcoholism and treatment. New York:
Wiley, 1978.

Azrin, N. H,, Sisson, R. W., Meyers, R., & Godley, M. (1982). Alcoholism treatment by
disulfiram and community reinforcement therapy. Journal of Behavior Therapy and Ex-
perimental Psychiatry, 13, 105-112,

Baekeland, F., Lundwall, L., Kissin, B., & Shanahan, T. (1971). Correlates of outcome in
disulfiram treatment of alcoholism. Journal of Nervous and Mental Disease, 153, 1-9.

Boland, F. J., Mellor, C. S., & Revusky, S. (1978). Chemical aversion treatment of alco-
holism: Lithium as the aversive agent. Behaviour Research and Therapy, 16, 401-409.

Bowman, K. M., Simon, A., Hine, C. H., Macklin, E. A., Crook, G. H., Burbridge, N., &
Hanson, K. (1951). A clinical evaluation of tetraethylthiuramdisulphide (Antabuse) in
the treatment of problem drinkers. American Journal of Psychiatry, 107, 832-838.

Bromet, E., Moos, R., Wuthmann, C., & Bliss, F. (1977). Treatment experiences of alco-
holic patients: An analysis of five residential alcoholism programs. International Journal
of the Addictions, 12, 953-958.

Brown, J., & Lyons, J. P. (1981). A progressive diagnostic schema for alcoholism with
evidence of clinical efficacy. Alcoholism: Clinical and Experimental Research, 5, 17-25.

Cadogan, D. A. (1973). Marital group therapy in the treatment of alcoholism. Quarterly
Journal of Studies on Alcohol, 34, 1187-1194.



198 WILLIAM R. MILLER AND REID K. HESTER

Cannon, D. S., Baker, T. B., & Wehl, C. K. (1981). Emetic and electric shock aversion
therapy: Six- and twelve-month follow-up. Journal of Consulting and Clinical Psychology,
49, 360-368.

Canter, F. M. (1966). Personality factors related to participation in treatment by hospi-
talized male alcoholics. Journal of Clinical Psychology, 22, 114-116.

Chaney, E. F., O'Leary, M. R., & Marlatt, G. A. (1978). Skill training with alcoholics.
Journal of Consulting and Clinical Psychology, 46, 1092-1104.

Costelio, R. M. (1975). Alcoholism treatment and evaluation: In search of methods. Interna-
tional Journal of the Addictions, 10, 251-275.

Cronkite, R. C., & Moos, R. H. (1978). Evaluating alcoholism treatment programs: An
integrated approach. Journal of Consulting and Clinical Psychology, 46, 1105-1119.
Davidson, A. F. (1976). An evaluation of the treatment and after-care of a hundred alco-

holics. British Journal of Addiction, 71, 217-224.

Deci, E. L. (1975). Intrinsic motivation. New York: Plenum Press.

Ditman, K. S., & Crawford, G. G. (1966). The use of court probation in the management of
the alcohol addict. American Journal of Psychiatry, 122, 757-762.

Ditman, K. S., Crawford, G. G., Forgy, E. W., Moskowitz, H., & MacAndrew, C. (1967). A
controlled experiment on the use of court probation for drunk arrests. American Journal
of Psychiatry, 124, 160-163.

Edwards, G., Orford, J., Egert, S., Guthrie, S., Hawker, A., Hensman, C., Mitcheson, M.,
Oppenheimer, E., & Taylor, C. (1977). Alcoholism: A controlied trial of ““treatment’”’
and “‘advice.” Journal of Studies on Alcohol, 38, 1004-1031.

Edwards, G., Duckitt, A., Oppenheimer, E., Sheehan, M., & Taylor, C. (1983). What
happens to alcoholics? Lancet, 2, 269-271.

Elkins, R. L. (1980). Covert sensitization treatment of alcoholism: Contributions of suc-
cessful conditioning to subsequent abstinence maintenance. Addictive Behaviors, 5, 67-
89.

Elal-Lawrence, G. (1984, August). Predictors of alcoholism treatment outcome: With special
reference to controlled drinking. Paper presented at the Third International Conference
on Treatment of Addictive Behaviors, North Berwick, Scotland.

Ewing, J. A. (1977). Matching therapy and patients: The cafeteria plan. British Journal of
Addiction, 72, 13-18.

Ferrell, W. L., & Galassi, J. P. (1981). Assertion training and human relations training in
the treatment of chronic alcoholics. International Journal of the Addictions, 16, 959~
968.

Finney, ]. W., & Moos, R. H. (1979). Treatment and outcome for empirical subtypes of
alcoholic patients. Journal of Consulting and Clinical Psychology, 47, 25-38.

Finney, ]. W., & Moos, R. H. (1981). Characteristics and prognoses of alcoholics who
become moderate drinkers and abstainers after treatment. Journal of Studies on Alcohol,
42, 94-105.

Finney, J. W., Moos, R. H., & Mewborn, C. R. (1980). Posttreatment experiences and
treatment outcome of alcoholic patients six months and two years after hospitaliza-
tion. Journal of Consulting and Clinical Psychology, 48, 17~29.

Foy, D. W., Nunn, B. L., & Rychtarik, R. G. (1984). Broad-spectrum behavioral treatment
for chronic alcoholics: Effects of training controlled drinking skills. Journal of Consulting
and Clinical Psychology, 52, 218-230.

Freedberg, E. J., & Johnston, W. E. (1978). The effects of assertion training within the context of
a multi-modal alcoholism treatment program for employed alcoholics (Substudy No. 796).
Toronto: Alcoholism and Drug Addiction Research Foundation.

Fuller, R. K., & Roth, H. P. (1979). Disulfiram for the treatment of alcoholism: An evalua-
tion in 128 men. Annals of Internal Medicine, 90, 901-904.



MATCHING PROBLEM DRINKERS WITH OPTIMAL TREATMENTS 199

Gerard, D. L., & Saenger, G. (1966). Outpatient treatment of alcoholism. Toronto: University
of Toronto Press.

Gerard, D. L., Saenger, G., & Wile, R. (1962). The abstinent alcoholic. Archives of General
Psychiatry, 6, 83-95.

Gibbs, L. E. (1980). A classification of alcoholics relevant to type-specific treatment. Inter-
national Journal of the Addictions, 15, 461-488.

Gibbs, L. E. (1981). The need for a new design for evaluating alcoholism treatment pro-
grams. Drug and Alcohol Dependence, 8, 287-299.

Gibbs, L., & Flanagan, J. (1977). Prognostic indicators of alcoholism treatment outcome.
International Journal of the Addictions, 12, 1097-1141.

Glaser, F. B. (1980). Anybody got a match? Treatment research and the matching hypoth-
esis. In G. Edwards & M. Grant (Eds.), Alcoholism treatment in transition (pp. 178-196),
Baltimore, MD: University Park Press.

Goldberg, L. R. (1965). Diagnosticians vs. diagnostic signs: The diagnosis of psychosis vs.
neurosis from the MMPL. Psychological Monographs: General and Applied, 1965, 79, 1-28
(Whole No. 602).

Goldberg, L. R. (1968). Simple models or simple processes? Some research on clinical
judgments. American Psychologist, 23, 483-496.

Goldberg, L. R. (1971). Five models of clinical judgment: An empirical comparison be-
tween linear and nonlinear representations of the human inference process. Organiza-
tional Behavior and Human Performance, 6, 458-479.

Goldberg, L. R. (1972). Man versus mean: The exploitation of group profiles for the
construction of diagnostic classification systems. Journal of Abnormal Psychology, 79,
121-131.

Gottheil, E., McLellan, A. T., & Druley, K. A. (Eds.) (1981). Matching patient needs and
treatment methods in alcoholism and drug abuse. Springfield, IL: Charles C Thomas.
Hague, W. H., Donovan, D. M., & O’Leary, M. R. (1976). Personality characteristics
related to treatment decisions among inpatient alcoholics: A nonrelationship. Journal

of Clinical Psychology, 32, 476—479.

Hall, C. S., & Lindzey, G. (1970). Theories of personality (2nd ed.). New York: Wiley.

Hansen, ., & Emrick, C. D. (1983). Whom are we calling ““alcoholic’‘? Bulletin of the Society
of Psychologists in Addictive Behaviors, 2, 164-178.

Harris, R. J. (1985). A primer of multivariate statistics (2nd ed.). San Francisco: Academic
Press.

Hoff, E. C., & McKeown, C. E. (1953). An evaluation of the use of tetraethylthiuram
disulfide in the treatment of 560 cases of alcohol addiction. American Journal of Psychia-
try. 109, 670-673.

Hollingshead, A. B., & Redlich, F. C. (1958). Social class and mental illness: A community
study. New York: Wiley.

Horn, J. L. (1978). Comments on the many faces of alcoholism. In P. E. Nathan, G. A.
Marlatt, & T. Leberg (Eds.), Alcoholism: New directions in behavioral research and treatment
(pp- 1-40). New York: Plenum Press.

Horn, ]. L., Wanberg, K., & Foster, F. M. (1974). The Alcohol Use Inventory. Odessa, FL:
Psychological Assessment Resources.

Jacobson, G. R. (1976). The alcoholisms: Detection, diagnosis and assessment. New York:
Human Sciences Press.

Karp, S. A., Kissin, B., & Hustmyer, F. E., Jr. (1970). Field dependence as a predictor of
alcoholic therapy dropouts. Journal of Nervous and Mental Disease, 150, 77-83.

Kissin, B., Platz, A., & Su, W. H. (1970). Social and psychological factors in the treatment
of chronic alcoholism. Journal of Psychiatric Research, 8, 13-27.

Kissin, B., Platz, A., & Su, W. H. (1971). Selective factors in treatment choice and outcome



200 WILLIAM R. MILLER AND REID K. HESTER

in alcoholics. In N. K. Mello & J. H. Mendelson (Eds.), Recent advances in studies of
alcoholism (pp. 781-802). Washington, DC: U.S. Government Printing Office.

Levinson, T. (1977). Controlled drinking in the alcoholic: A search for common features. In
J. S. Madden, R. Walker, & W. H. Kenyon (Eds.), Alcoholism and drug dependence: A
multidisciplinary approach (pp. 297-308). New York: Plenum Press.

Lundwall, L., & Baekeland, F. (1971). Disulfiram treatment of alcoholism. Journal of Ner-
vous and Mental Disease, 153, 381-3%4.

Marlatt, G. A., Miller, W. R., Duckert, F., Gotestam, G., Heather, N., Peele, S., Sanchez-
Craig, M., Sobell, L. C., & Sobell, M. B. (1985). Abstinence and controlled drinking:
Alternative treatment goals for alcoholism and problem drinking? Bulletin of the Society
of Psychologists in Addictive Behaviors, 4, 123-150.

Martin, P. Y. (1979). Clients’ characteristics and the expectations of staff in halfway houses
for alcoholics. Journal of Studies on Alcohol, 40, 211-221.

McLachlan, J. F. C. (1972). Benefit from group therapy as a function of patient-therapist
match on conceptual level. Psychotherapy: Theory, Research and Practice, 9, 317-323,

McLachlan, ]. F. C. (1974). Therapy strategies, personality orientation and recovery from
alcoholism. Canadian Psychiatric Association Journal, 19, 25-30.

McLellan, A. T., Luborsky, L., Woody, G. E., O'Brien, C. P., & Druley, K. A. (1983).
Predicting response to alcohol and drug abuse treatments: Role of psychiatric severity.
Archives of General Psychiatry, 40, 620-625.

McLellan, A. T., O’Brien, C. P., Kron, R., Alterman, A. I, & Druley, K. A. (1980).
Matching substance abuse patients to appropriate treatment: A conceptual and meth-
odological approach. Drug and Alcohol Dependence, 5, 189-195.

McLellan, A. T., Woody, G. E., Luborsky, L., O’Brien, C. P., & Druley, K. A. (1983).
Increased effectiveness of substance abuse treatment: A prospective study of patient-
treatment “matching.” Journal of Nervous and Mental Disease, 171, 597-605.

Merry, J., Reynolds, C. M., Bailey, J., & Coppen, A. (1976). Prophylactic treatment of
alcoholism by lithium carbonate: A controlled study. Lancet, 2, 481-482.

Miller, W. R. (1983). Motivational interviewing with problem drinkers. Behavioural Psycho-
therapy, 11, 147-172.

Milier, W. R. (1985a). Addictive behavior and the theory of psychological reversals. Addic-
tive Behaviors, 10, 177-180.

Miller, W. R. (1985b). Motivation for treatment: A review. Psychological Bulletin, 98, 84-107.

Miller, W. R. (1985¢). Community reinforcement approach. In A. S. Bellack & M. Hersen
(Eds.), Dictionary of behavior therapy techniques (pp. 64-66). New York: Plenum Press.

Miller, W. R., & Baca, L. M. (1983). Two-year follow-up of bibliotherapy and therapist-
directed controlled drinking training for problem drinkers. Behavior Therapy, 14, 441-448.

Miller, W. R., & Caddy, G. R. (1977). Abstinence and controlled drinking in the treatment
of problem drinkers. Journal of Studies on Alcohol, 38, 986-1003.

Miller, W. R., & Dougher, M. ]. (1985). Covert sensitization: Alternative treatment procedures
for alcoholics. Manuscript submitted for publication.

Miller, W. R., & Hester, R. K. (1980). Treating the problem drinker: Modern approaches.
In W. R. Miller (Ed.), The addictive behaviors: Treatment of alcoholism, drug abuse, smoking,
and obesity (pp. 11-141). Oxford: Pergamon Press.

Miller, W. R., & Joyce, M. A. (1979). Prediction of abstinence, controlled drinking, and
heavy drinking outcomes following behavioral self-control training. Journal of Consult-
ing and Clinical Psychology, 47, 773-775.

Miller, W. R., & Marlatt, G. A. (1984). Manual for the Comprehensive Drinker Profile. Odessa,
FL: Psychological Assessment Resources.

Miller, W. R., & Saucedo, C. F. (1983). Assessment of neuropsychological impairment and



MATCHING PROBLEM DRINKERS WITH OPTIMAL TREATMENTS 201

brain damage in problem drinkers. In C. J. Golden, ]. A. Moses, Jr., ]. A. Coffman, W.
R. Miller, & F. D. Strider (Eds.), Clinical neuropsychology: Interface with neurologic and
psychiatric disorders (pp. 141-195). New York: Grune & Stratton.

Miller, W. R., Crawford, V. L., & Taylor, C. A. (1979). Significant others as corroborative
sources for problem drinkers. Addictive Behaviors, 4, 67-70.

Miller, W. R., Taylor, C. A., & West, J. B. (1980). Focused versus broad-spectrum behav-
ior therapy for problem drinkers. Journal of Consulting and Clinical Psychology, 48, 590~
601.

Miller, W. R., Pechacek, T. F., & Hamburg, S. (1981). Group behavior therapy for problem
drinkers. International Journal of the Addictions, 16, 827-837.

Miller, W. R., Hedrick, K. E., & Taylor, C. A. (1983). Addictive behaviors and life prob-
lems before and after behavioral treatment of problem drinkers. Addictive Behaviors, 8,
403-412.

Neuberger, O. W, Miller, S. 1., Schmitz, R. E., Matarazzo, J. D., Pratt, H., & Hasha, W.
(1982). Replicable abstinence rates in an alcoholism treatment program. Journal of the
American Medical Association, 248, 960-963.

Obitz, F. W. (1975). Alcoholics’ perceptions of selected counseling techniques. British
Journal of Addiction, 70, 187-191.

Obitz, F. W. (1978). Control orientation and disulfiram. Journal of Studies on Alcohol, 39,
1297-1298.

Ogborne, A. C., & Glaser, F. B. (1981). Characteristics of affiliates of Alcoholics Ano-
nynous: A review of the literature. Journal of Studies on Alcohol, 42, 661-675.

O’Leary, M. R., Rohsenow, D. J., & Donovan, D. M. (1976). Locus of control and attrition
from an alcoholism treatment program. Journal of Consulting and Clinical Psychology, 44,
686-687.

O’Leary, M. R, Donovan, D. M., Chaney, E. F., & Walker, D. (1979). Cognitive impair-
ment and treatment outcome with alcoholics: Preliminary findings. Journal of Clinical
Psychiatry, 40, 397-398.

O’Leary, M. R., Donovan, D. M., Chaney, E. F., & O’Leary, D. E. (1980). Relationship of
alcoholic personality subtypes to treatment follow-up measures. Journal of Nervous and
Mental Disease, 168, 475-480.

Orford, J., & Hawker, A. (1974). An investigation of an alcoholism rehabilitation halfway
house: 1I. The complex question of client motivation. British Journal of Addiction, 69,
315-323.

Orford, J., & Keddie, A. (in press). Abstinence or controlled drinking in clinical practice: A
test of the dependence and persuasion hypotheses. British Journal of Addiction.

Orford, ]., Oppenheimer, E., & Edwards, G. (1976). Abstinence or control: The outcome
for excessive drinkers two years after consultation. Behaviour Research and Therapy, 14,
409-418.

Orford, J., Oppenheimer, E., Egert, S., Hensman, C., & Guthrie, S. (1976). The co-
hesiveness of alcoholism-complicated marriages and its influence on treatment out-
come. British Journal of Psychiatry, 128, 318-339.

Parker, M. W., Winstead, D. K., & Willi, F. J. P. (1979). Patient autonomy in alcohol
rehabilitation. 1. Literature review. International Journal of the Addictions, 14, 1015~
1022.

Parker, M. W., Winstead, D. K., Willi, F. J. P., & Fisher, P. (1979). Patient autonomy in
alcohol rehabilitation. II. Program evaluation. International Journal of the Addictions, 14,
1177-1184.

Polich, J. M., Armor, D. J., & Braiker, H. B. (1981). The course of alcoholism: Four years after
treatment. New York: Wiley.



202 WILLIAM R. MILLER AND REID K. HESTER

Pomerleau, O., & Adkins, D. (1980). Evaluating behavioral and traditional treatment for
problem drinkers. In L. C. Sobell, M. B. Sobell, & E. Ward (Eds.), Evaluating alcohol and
drug abuse treatment effectiveness: Recent advances (pp. 93-108). New York: Pergamon
Press.

Popham, R. E., & Schmidt, W. (1976). Some factors affecting the likelihood of moderate
drinking by treated alcoholics. Journal of Studies on Alcohol, 37, 868-882.

Price, R. H., & Curlee-Salisbury, J. (1975). Patient-treatment interactions among alco-
holics. Journal of Studies on Alcohol, 36, 659-669.

Prochaska, J. O., & DiClemente, C. C. (1983). Stages and processes of self-change of
smoking: Toward an integrative model of change. Journal of Consulting and Clinical
Psychology, 51, 390-395.

Reilly, D. H., & Sugarman, A. A. (1967). Conceptual complexity and psychological differ-
entiation in alcoholics. Journal of Nervous and Mental Disease, 144, 14-17.

Rosenberg, S. D. (1979). Relaxation training and a differential assessment of alcoholism. Un-
published doctoral dissertation, California School of Professional Psychology, San
Diego. (University Microfilms No. 8004362)

Rotter, J. B. (1966). Generalized expectancies for internal versus external control of rein-
forcement. Psychological Monographs, 80, (Whole No. 609).

Sanchez-Craig, M. (1980). Random assignment to abstinence or controlled drinking in a
cognitive-behavioral program: Short-term effects on drinking behavior. Addictive Be-
haviors, 5, 35-39.

Sanchez-Craig, M., Annis, H. M., Bornet, A. R,, & MacDonald, K. R. (1984). Random
assignment to abstinence and controlled drinking: Evaluation of a cognitive-be-
havioural program for problem drinkers. Journal of Consulting and Clinical Psychology,
52, 390-403.

Schmidt, M. R. (1978). Structuring treatment programs on the basis of control orientation of
alcoholics. Unpublished doctoral dissertation, University of Nebraska, Lincoln, NE.
(University Microfilms No. 7814709)

Schmidt, W., Smart, R. G., & Moss, M. K. (1968). Social class and the treatment of alcoholism.
Toronto: University of Toronto Press.

Selzer, M. L. (1971). The Michigan Alcoholism Screening Test: The quest for a new diag-
nostic instrument. American Journal of Psychiatry, 127, 1653-1658.

Shaw, [. A. (1951). The treatment of alcoholism with tetraethylthiuram disulfide in a state
mental hospital. Quarterly Journal of Studies on Alcohol, 12, 576-586.

Smart, R. G. (1978). Characteristics of alcoholics who drink socially after treatment. Alco-
holism: Clinical and Experimental Research, 2, 49-52.

Smith, C. J. (1969). Alcoholics: Their treatment and their wives. British Journal of Addiction,
115, 1039-1042.

Thornton, C. C., Gottheil, E., Gellens, H. K., & Alterman, A. 1. (1977). Voluntary versus
involuntary abstinence in the treatment of alcoholics. Journal of Studies on Alcohol, 38,
1740-1748.

Thornton, C. C., Gottheil, E., Gellens, H. K., & Alterman, A. I. (1981). Developmental
level and treatment response in male alcoholics. In E. Gottheil, A. T. McLellan, & K.
A. Druley (Eds.), Matching patient needs and treatment methods in alcoholism and drug
abuse. Springfield, IL: Charles C Thomas.

Tomsovic, M., & Edwards, R. V. (1970). Lysergide treatment of schizophrenic and non-
schizophrenic alcoholics. Quarterly Journal of Studies on Alcohol, 31, 932-949.

Trice, H. M., & Roman, P. M. (1970). Sociopsychological predictors of affiliation with
Alcoholics Anonymous: A longitudinal study of “'treatment success.” Social Psychia-
try, 5, 51-59.



MATCHING PROBLEM DRINKERS WITH OPTIMAL TREATMENTS 203

Vannicelli, M. (1978). Impact of aftercare in the treatment of alcoholics: A cross-lagged
panel analysis. Journal of Studies on Alcohol, 39, 1875-1886.

Vannicelli, M. (1979). Treatment contracts in an inpatient alcoholism treatment setting.
Journal of Studies on Alcohol, 40, 457-471.

Voegtlin, W. L., & Broz, W. R. (1949). The conditioned reflex treatment of chronic alco-
holism. X. An analysis of 3125 admissions over a period of ten and a half years. Annals
of Internal Medicine, 30, 580-597.

Vogel, M. D. (1960). The relation of personality factors to GSR conditioning of alcoholics:
An exploratory study. Canadian Journal of Psychology, 14, 275-280.

Vogel, M. D. (1961a). The relationship of personality factors to drinking patterns of alco-
holics: An exploratory study. Quarterly Journal of Studies on Alcohol, 22, 394-400.
Vogel, M. D. (1961b). The relationship of GSR conditioning to drinking patterns of alco-

holics. Quarterly Journal of Studies on Alcohol, 22, 401-410.

Vogler, R. E., Compton, J. V., & Weissbach, T. A. (1975). Integrated behavior change
techniques for alcoholism. Journal of Consulting and Clinical Psychology, 43, 233-243.

Vogler, R. E., Weissbach, T. A., Compton, J. V., & Martin, G. T. (1977). Integrated
behavior change techniques for problem drinkers in the community. Journal of Consult-
ing and Clinical Psychology, 45, 267-279.

Walker, R. D., Donovan, D. M., Kivlahan, D. R., & O’Leary, M. R. (1983). Length of stay,
neuropsychological performance, and aftercare: Influences on alcohol treatment out-
come. Journal of Consulting and Clinical Psychology, 51, 900-911.

Wallerstein, R. S. (1958). Psychologic factors in chronic alcoholism. Annals of Internal
Medicine, 48, 114-122.

Wexberg, L. E. (1953). The outpatient treatment of alcoholism in the District of Columbia.
Quarterly Journal of Studies on Alcohol, 14, 514-524.

Wilkinson, D. A., & Sanchez-Craig, M. (1981). Relevance of brain dysfunction to treatment
objectives: Should alcohol-related cognitive deficits influence the way we think about
treatment? Addictive Behaviors, 6, 253-260.

Winokur, G., Reich, T., Rimmer, J., & Pitts, F. N., Jr. (1970). Alcoholism. Ill. Diagnosis
and familial psychiatric illness in 259 alcoholic probands. Archives of General Psychiatry,
23, 104-111.

Winokur, G., Rimmer, ., & Reich, T. (1971). Alcoholism. IV. Is there more than one type
of alcoholism? British Journal of Psychiatry, 118, 525-531.



9

Early Intervention with Problem
Drinkers

GEIR BERG AND ARVID SKUTLE

Early-stage problem drinkers have received relatively little attention
from either researchers or clinicians even though they are in the majority
compared to those fitting diagnostic criteria for alcoholism or alcohol
dependence. The reasons for their being ignored are many. Among
them are the following:

1. There are no standard screening instruments or procedures for
identifying early-stage problem drinkers.

2. "Either/or” thinking still dominates among professionals: "You
are either an alcoholic or not.” The alternative, defining different de-
grees of alcohol dependency, is missing.

3. The general attitude towards alcoholics and problem drinkers is
negative and stigmatizing. Many professionals are frustrated by these
groups and pessimistic about their prognosis.

4. Most of the treatment centers for alcoholics are not attractive
enough to the early-stage problem drinker because of their dependence
on total abstinence as sole treatment goal.

5. Once identified and recruited, the practitioners’ competence to
treat the problem drinker are, in many cases, not adequate. There is a

GEIR BERG AND ARVID SKUTLE ¢ The Hjellestad Clinic, Hjellestad, Norway. The ma-
terial in this chapter is taken from a paper presented at the Third International Conference
on Treatment of Addictive Behaviors, North Berwick, Scotland, August 12 to 16, 1984,
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need for special training programs for the professionals who would treat
problem drinkers.

The present study is an evaluation of four behavioral treatment
methods with 48 self-referred early-stage problem drinkers. The treat-
ment took place at out outpatient unit at Hjellestad-Klinikken. The
study was conducted in Bergen in 1983 to 1984. The following questions
were raised:

1. Is it possible to recruit and motivate problem drinkers for par-
ticipation in an early intervention program? Until now this has not been
done systematically in Norway.

2. If so, which of four intervention methods, varying in content and
cost, is the most effective in attaining the intervention goal?

In terms of the Prochaska and DiClemente model (1982), the ques-
tion is how to motivate contemplators to make a decision and take
action, to participate in the treatment program and reduce their alcohol
consumption.

In the study the following treatment programs were used.

* Group 1: bibliotherapy based on behavioral self-control training.
The basic elements of this program are described in the book How
to Control Your Drinking (Miller & Mufioz, 1982). (2 group sessions
x 2 hours = 4 hours.)

* Group 2: behavioral self-control training with therapist-adminis-
trated group sessions. The content is based on the same reference
as mentioned for Group 1, but the setting is different. (6 group
sessions X 2 hours = 12 hours.)

* Group 3: training in coping skills. This method is a modified ver-
sion of the Relapse Prevention Program (Chaney, O’Leary & Mar-
latt, 1978; Marlatt, 1980). (6 group sessions X 2 hours = 12 hours.)

* Group 4: a combination of behavioral self-control training and
training in coping skills. (8 group sessions X 2 hours = 16 hours.)

The four intervention methods were given to four groups of clients.
Because of ethical concerns and because the question was which of the
four treatment methods would be most effective, no untreated control
group was included.

METHOD

A MOTIVATIONAL APPROACH

During all contact with the clients the therapists (the authors) tried
to avoid a moralistic attitude, which is characterized by blaming the



EARLY INTERVENTION WITH PROBLEM DRINKERS 207

client for his or her drinking behavior and by creating guilt and feelings
of personal insufficiency. The clients were not treated as helpless victims
suffering from an “alcoholic disease,” without individual responsibility
and positive resources. As an alternative we adopted an empathic
therapeutic style that we presumed had a more motivational effect on
the clients (Miller, 1983). The motivational approach is characterized by
the following features:

1. A de-emphasis on labeling. Instead of the terms alcoholic and
alcoholism, "“different degrees of dependency’” and ““problems related to
drinking” were used;

2. Individual responsibility. The clients were provided with assess-
ment information, but it was up to the clients to decide if there were any
problems and what to do with them. The therapist clarifies options, but
the client makes the decisions.

3. Internal attribution. The client is not assumed to be a helpless
victim of external events. He or she is in control of the situation and is
able to reduce alcohol consumption with adequate counseling. Progress
is attributed to the client’s own efforts.

4. Cognitive dissonance. By informational feedback of the assess-
ment results to the client, an inconsistency between emotions-attitudes
and behavior is produced. A motivational condition is created and the
next stage is to restore consistency through behavior change.

RecRUITMENT OF CLIENTS

Clients were recruited through a local newspaper announcement
and through a presentation of the project plans in the same newspaper
and on the local radio. Newspaper announcement has been found to be
an effective way of recruiting subjects for early treatment programs
(Duckert, 1982; Miller, Taylor, & West, 1980; Pomerleau, Pertscuck,
Adkins, & Brady, 1978; Sanchez-Craig, Wilkinson, & Walker, 1984;
Vogler, Weissbach, & Compton, 1977). The response was very positive.
Within one week the four groups were filled. In 83% of the cases the
contact was established on the basis of the newspaper announcement.
All the clients were self-referred.

SCREENING AND GROUP ASSIGNMENT

After a short telephone orientation with clients about the program,
a 45-minute screening interview was conducted. Because the target
group was early-stage problem drinkers, all severely dependent subjects
were excluded from the study. This was the case for two subjects, who
were referred to the outpatient unit at Hjellestad-Klinikken. Other crite-
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ria for exclusion from our study were, (a) pregnancy, (b) previous treat-
ment for alcoholism, (c) diagnosis (DSM-III) of alcohol idiosyncratic in-
toxication, (d) history of withdrawal delirium, (e) dependency on other
drugs, (f) evidence of liver damage, (g) a self-reported duration of prob-
lem drinking in excess of 10 years, or (h) medical illness. Severe depen-
dence was defined as increased tolerance for alcohol with severe with-
drawal symptoms.

During the screening interview, clients were informed about the
program and signed a statement of informed consent to participate. All
clients with collaterals gave us permission to interview the collaterals,
for which they signed another statement of informed consent. The as-
signment of the final 48 clients to the four groups was random, based on
a table of random numbers. Each group had 12 clients.

ASSESSMENT

The assessment instruments were the following:

1. The Comprehensive Drinker Profile, developed by Marlatt and Miller
(1984). This is a standardized interview including questions on demog-
raphy, the Michigan Alcoholism Screening Test and other alcohol-relat-
ed questions. In the follow-up interviews we used a shorter version.

2. The Severity of Alcohol Dependence Questionnaire, developed by
Stockwell, Murphy, and Hodgson (1979), measured the degree to which
clients were experiencing the syndrome of alcohol dependence.

3. Symptom Check List 90 (SCL-90), Derogatis, Lipman, & Covi (1973),
a well-known personality questionnaire. ‘

4. High Risk Situation Questionnaire, measuring the client’s perceived
ability to cope with high-risk situations. The questionnaire is based on
the Situation Difficulty Questionnaire by Chaney, O’Leary, & Marlatt
(1978). Forty-eight more typically Norwegian situations are selected, for
example: how difficult is it to pass the spirits- and wine-monopoly-shop
[that we have in Norway] on the way from the job Friday afternoon
without entering the shop and buying a bottle?

TREATMENT

A group treatment format was chosen because of the mutual sup-
port among group members it provides and the possibilities of discus-
sion and role playing. The authors served as the group leaders. In
addition, group format was preferred because of low cost and relatively
high effectiveness compared to an individual format, as documented by
Miller and Taylor (1980).
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Grbup 1: Bibliotherapy (BSCT)

The bibliotherapy group received two group sessions: one introduc-
tory session and one final assessment session. In between, they received
weekly materials from us, including a self-help manual and a supply of
self-monitoring cards. The content of the manual was as follows:

Session 1. Goal Setting and Self-Monitoring. The clients set a concrete
and realistic goal toward which progress could be measured. To monitor
the strength of ethanol in different alcohol beverages, a Standard Eth-
anol Content (SEC) or standard “one-drink” unit was used. One such
unit contains 0.5 0z or 15 ml pure ethanol,—for example the ethanol
content of either 10 oz of 5% beer, one glass or 4 oz of 12% table wine,
one glass or 2.5 oz of sherry (20%), or one glass or 1 oz of 50% whisky.
Clients were provided with self-monitoring cards which could increase
their awareness of their actual alcohol consumption and provided a
record of progress.

Session 2. Controlling Drinking Rate. Clients were encouraged to re-
duce their drinking rate, for example by switching to a less preferred
beverage, slowing the pace of drinking by increasing number of sips per
drink and by avoiding gulping, and refusing unwanted drinks.

Session 3. Self-Reinforcement. In this session clients learned to rein-
force progress with a material reward or by self-reinforcement, for exam-
ple by saying, “’so far I have done well.”

Session 4. Functional Analysis. The purpose of the functional analysis
was to identify antecedents of overdrinking and high-risk situations and
to find coping strategies, either by avoidance of the problem situations
or by encountering and handling the situations better.

Session 5. The Meaning of Drinking. Clients were encouraged to deter-
mine the meaning of drinking for them and “new roads” from anteced-
ents of drinking to the pleasant effects that alcohol usually gives them,
but this time without alcohol. For example: “I shall not have a drink or
two in order to be accepted by my friends. Instead I shall be more
assertive and say 'no thanks’ to unwanted drinks.” In this way psycho-
logical dependence on alcohol can be reduced.

Session 6. Final Assessment. The main purpose of this session was to
evaluate a client’s progress through the program and to consider relapse
strategies. Clients were provided with a list of DO’s (to use) and
DON'Ts (to avoid).

Group 2: BSCT-Therapist Directed

This group received BSCT in groups during 6 sessions. The content
of the treatment was the same as that described above.
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Group 3: Training in Coping Skills

The main purpose of this group was to identify high-risk situations,
that is, situations that involve overdrinking, and to teach clients to cope
with them, for example by role playing. The method is based on a
modified version of Marlatt’s relapse prevention model (Cummings,
Gordon, & Marlatt, 1980). It was emphasized, to increase their aware-
ness of the decision stage, that overdrinking to a large extent was a
result of their own decisions and behavioral responses. Another compo-
nent of this method was relaxation training. After a short presentation of
the techniques in the group, clients received an audio casset with a
relaxation program for rehearsals at home.

Group 4: A Combination of BSCT and Coping Skill Training

The purpose of this group was to see if treatment beyond BSCT
would have any effect. After the 6 BSCT-sessions, clients had 2 addi-
tional sessions with special training in coping skills.

Groups 1, 2, and 4 received a very didactic, educational, and stan-
dardized treatment format whereas Group 3 was more open to indi-
vidual initiatives and benefitted more from "”group process,” that is, the
expression of emotions and personal attitudes, interpersonal feedback,
and a higher activity level among the clients during the sessions.

FoLLow-Upr ASSESSMENT

Interviews with the clients were conducted at 3, 6, and 12 months
following treatment termination, and with collaterals at 6 and 12 months.

RESULTS

CLIENT ATTRITION

The number of excluded clients, no-shows and dropouts were rela-
tively low. After the screening interview 2 clients were excluded. Of the
remaining 48 clients, one did not show up at the start of treatment.
During treatment 4 clients attended less than 50% of the sessions. They
were categorized as ““not treated” and were excluded from the follow-up
interviews. During the follow-up one person was lost.
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PRETREATMENT MEASURES

The majority of the clients were married, middle-aged men (see
Table 1). There were no significant differences among the four groups
on income or years of education. Because of a 72-year-old man in Group
2, there was a significant difference in age between Group 2 and the
three others.

ArcoHor CONSUMPTION

Figure 1 shows the changes in alcohol consumption from intake to
3-, 6-, and 12-month follow-up. Consumption was measured in SECs
(Standard Ethanol Content or Standard Units) per week. There were no
significant differences among the four groups at either intake or follow-
up points. The differences in consumption from intake to follow-up at 3,
6, and 12 months however, were significant within all four groups (p
values range from .0001 to .035). Results at 3-month follow-up are pre-
dictive of status at later points.

All clients had done self-monitoring by using special cards every

TaBLE 1.
Demographic Data

Groups: 1 2 3 4 All

Sex Male 10 8 7 9 34

Female 1 2 4 2 9

Age Mean 38 49 44 40 43
Range 29-72

Marital status Single, never married 1 0 1 1 3

Married 7 7 7 6 27

Separated 1 1 0 2 4

Divorced 2 2 3 2 9

Years of educa- Mean 12.5 13.3 12.7 13.6 13
tion Range 7-20

Employment Worker 5 4 3 3 15

Supervisor 0 0 2 3 5

Officer 5 3 4 4 16

Employer 1 2 2 1 6

Retired 0 1 0 0 1

Family income 6,250-12,500 1 2 2 1 6

in US dollars 12,500-18,750 3 2 4 5 14

18,750-25,000 2 2 1 1 6

25,000-31,250 3 1 1 2 7

31,250-37,500 2 3 2 1 8

>37,500 0 0 1 1 2
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week during treatment. The self-monitoring data (Figure 2) show that
the drop in consumption had already taken place by the week after start
of treatment. At this point subjects had done self-monitoring for one
week. The changes are significant within all groups, and there are no
significant differences among groups. This pattern is strikingly similar to
American data reported by Miller (1978; Miller & Taylor, 1980; Miller,
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FiGURE 2. Weekly alcohol consumption (with self-monitoring during the treatment
period).
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Taylor & West, 1980). After this initial drop, weekly consumption re-
mains stable through treatment and the three follow-up periods (Figure
2). The decrease in alcohol consumption took place before the treatment
programs started. This could mean that a decision was made to reduce
drinking in this early and important phase.

At intake (baseline) a majority of the clients, that is, 51% (23 clients),
had a mixed drinking pattern (Figure 3). A mixed drinking pattern or
combination pattern drinking means a pattern whereby a person drinks
at least once per week with a regular weekly pattern, but also has heav-
ier episodes deviating from the typical pattern by at least 5 SECs within
one day. It was especially on the weekends that these subjects had
heavy drinking episodes. This is a typical Norwegian way of drinking.
Fifteen clients (36%) had a regular drinking pattern (defined as drinking
at least once per week and about the same amount every week without
periodic episodes of heavier drinking). Five clients (13%) had a periodic
drinking pattern (defined as a client drinking less often than once a
week, and being abstinent between drinking episodes). Drinking pat-
terns changed from intake to follow-up, and there are only small dif-
ferences from 3 to 12 months (Figure 3). At one-year follow-up the
largest group of subjects were no longer regular pattern drinkers with a
concentrated consumption on the weekends, but were periodic drinkers
using alcohol less often than once a week, and were abstinent between
drinking episodes.

Another way to analyze drinking behavior is to divide weekly alco-
hol consumption into categories (see Figure 4). At intake more than 53%
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Ficure 3. Drinking patterns.
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FIGURE 4. Distribution of alcohol consumption (SECs per week).

(23 clients) of the clients drank over 30 SECs per week. (That is about 1.5
bottles, or 110 cl, of 80 proof whisky or vodka). By contrast, at one-year
follow-up exactly half (21 clients) were drinking 10 SECs (0.5 bottle) or
less per week. If 20 SECs per week or less, that is, a consumption within
Categories 1 and 2 (one bottle or 70 cl of 80 proof vodka), is accepted as
safe or acceptable drinking, 78.5% (33 clients) of the clients reached this
goal at the one-year follow-up. At intake only 23.2% (10) of them drank
20 SECs or less per week.

All nine clients in Group 3 who drank above 20 SECs at intake
reduced their consumption below that level one year later. The figures
for the four groups are presented in Table 2. The total mean reduction
for all clients (from intake to one-year follow-up) was 64%. The reduc-
tion in consumption within each group are presented in Table 3.

TABLE 2.
Number of Clients Drinking More Than
20 Secs Per Week

At 12-month
Group At intake follow-up
1 7 4
2 7 2
3 9 0
4 10 3
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TABLE 3.
Percent of Group
Reduction in Alcohol
Consumption

Group % Reduction

57
63
67
70

- W -

PrOBLEMS RELATED TO DRINKING

The Michigan Alcoholism Screening Test is a part of the Compre-
hensive Drinker Profile and was administered at intake and at follow-
up. The questionnaire measures two variables, problems related to
drinking (Mast) and physical dependence (Ph). Figure 5 shows the per-
cent of clients in each of the four MAST score categories. Scores at intake
were based on the total life span of the clients, but the one-year follow-
up scores related to the 3 months prior to interview. At intake 56% (24
clients) had scores within Category 3 (indicating significant life problems
related to alcohol). At one-year follow-up the percentage within the
same category was 12 (5 clients). At one-year follow-up 69% (29 clients)
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FiGure 5. Distribution of MAST scores.
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had scores within Category 1 (indicating no or mild problems with
drinking).

Scores on physical dependence showed a similar pattern (Figure 6).
Intake scores on PH reflected experience from the total past, whereas
one-year follow-up scores were based on the last 3 months. At intake we
can see that 70% (30 clients) had scores in Category 2 (significant symp-
toms of physical dependence). 21% (9) fell into Category 1 (mild symp-
toms of alcohol dependence). At one-year follow-up 93% (39) had scores
in the lowest category. Seven percent (2) had scores in Category 2, and
no one was in Category 3 (more serious dependence on alcohol). One
person did not show a reduction in Ph values from intake to the one-
year follow-up.

There have been some differences in views on the question of
whether or not a reduction in alcohol consumption leads to a reduction
in life problems. By using the intake and parallel follow-up interviews,
in which questions about significant life problems were asked, it was
possible to analyze this issue (Figure 7). There were no significant dif-
ferences among groups, but within each group the differences were
significant from intake to the 3- and the 12-month follow-up (the results
at 6 months were almost identical to those at the one-year follow-up).
Only three dlients (from different groups) did not report a reduction in
life problems. The mean number of life problems for all clients decreased
from 6.3 (at intake) to 2.2 (at one-year follow-up). At the 12-month
follow-up, 64% (27 clients) reported no problems related to drinking,
whereas all had reported such problems at intake.
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High-risk situations, factors that could increase the probability of
heavy drinking in a particular situation, were assessed too (Table 4). At
intake most subjects had an “internal” or intrapersonal high-risk situa-
tion, but at one-year follow-up most of them reported an “external” or
interpersonal factor as their high-risk situation. Thirteen clients did not
report any high-risk situation at the 12-month follow-up.

In the statement of informed consent that all subjects completed
there was an agreement with the clients that, if necessary (e.g., in a
crisis), they could make contact if they needed help. Four clients in

TABLE 4.
High-Risk Situations (H-R-S)

I. At intake

* 30% (13 clients) reported no high-risk situation. (There is a small change compared to
one-year follow-up).

* Most of them, that is, 42% (18), reported that a negative emotional state (depression,
anxiety, boredom, etc.) could lead to problems.

* 16% (7) reported craving for alcohol as a high-risk factor.

II. At 12 months follow-up

* 45% (19) now reported that a positive emotional state together with other people is
the most important H-R-S.

¢ The decrease in the number of clients reporting a negative emotional state as a H-R-S,
12% (5), is also obvious.
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Group 1, one client in Group 2, one in Group 3, and two clients in Group
4 had contact with us, either by telephone or personal contact. One
client in Group 1 and one in Group 3 received treatment elsewhere (our
own outpatient unit and local detoxification center). In total, we had
contact with 8 clients or 19% of them, and Group 1 (the bibliotherapy)
received the most help.

In the follow-up interviews the clients did self-evaluation with re-
gard to alcohol consumption. Most (60%) said they were drinking much
less, one third (33%) said they were drinking less, 5% reported drinking
the same, and one client indicated an increase in consumption. In spite
of the fact that 93% reported drinking less, 65% still wanted to reduce
their drinking even more.

COLLATERAL DATA

Collaterals were interviewed by telephone, and were asked ques-
tions about the clients’ alcohol consumption. In 19 cases collaterals re-
ported the same alcohol consumption as the clients, in 7 cases collaterals
reported more drinking than the clients, and in 7 cases collaterals re-
ported less drinking than the clients. Collateral data were unavailable
for 9 cases. There were no significant differences on drinking variables
or other variables between clients with collaterals and those without,
either at intake or at any follow-up point.

DISCUSSION

There were no significant differences among the four groups on any
variable at follow-up. Mean values in each group showed significant
reductions in alcohol consumption and in life problems. In all groups
weekly consumption decreased significantly from intake to the first
week after self-monitoring of drinking behavior. This indicates that a
motivational approach during the assessment period and informational
feedback to the clients about issues concerning drinking behavior might
have been sufficient to help this target group of early-stage problem
drinkers to change behavior. Another hypothesis is that these early-
stage problem drinkers were, so to speak, “ready for treatment,” and
were inspired because they were accepted to participate in the study.
Therefore they made decisions to activate self-healing or self-help pro-
cesses before the treatment actually started. The treatment programs
may have functioned as maintaining factors with regard to the behavior
change. Both these hypotheses remain to be verified.

In any case, the minimal treatment program (bibliotherapy) can be
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recommended to early problem drinkers who have a relatively low con-
sumption at intake. Clients with a high consumption at intake may
profit less from minimal treatment. For example four of the eight clients
who received additional help between 3 and 12 month follow-ups be-
longed to Group 1 (bibliotherapy), and all four showed a higher than
mean alcohol consumption at intake, and at one year follow-up nine
clients still had a weekly consumption above 20 SECs. Four of these
clients came from Group 1, and they were the same clients who had
received help.

The results indicate the necessity for a control group receiving no
treatment, as that could have made it possible to answer the question of
whether participation in assessment and informational feedback from
this assessment would lead to a behavior change at a one-year follow-
up. Nevertheless, in spite of these reservations, there is no doubt that
the majority of the clients in this study really did something positive
with their problem behavior. They reduced their problem drinking, and
their life problems decreased.

The study also shows that a newspaper announcement is an effec-
tive way of recruiting early-stage problem drinkers, at least in Norway.
A motivational approach emphasizing individual responsibility, infor-
mational feed-back creating cognitive dissonance, de-emphasis on label-
ing, and internal attribution of positive behavior change can be a helpful
approach in clinical work with early-stage problem drinkers. This ap-
proach may be particularly helpful for clients in the contemplation stage
as a way of encouraging them toward action.
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Strategies of Change in Eating
Disorders

CHRISTOPHER P. FREEMAN

INTRODUCTION

I have been asked to provide a review of strategies of change in eating
disorders. This chapter may be somewhat out of place in this volume,
firstly because this is the only paper on eating disorders and, secondly,
because the theme of the book is that of addictive behavior and I have
considerable reservations about whether two of the syndromes I am
going to discuss have, in fact, any element of addictive behavior at all.

It concerns me a great deal that, in a number of papers in this
volume, eating disorders appear to have been grouped with other sorts
of behaviors, such as drinking and smoking. The implicit assumption is
that obesity is a disorder of overconsumption of food in the same way
that alcohol dependence is related to excessive alcohol intake. As I hope
to show, the evidence for this is minimal.

I intend to discuss three groups of disorders: Obesity, anorexia
nervosa, and bulimia. I will devote more space to a discussion of obesity
and bulimia and relatively little to the more uncommon syndrome of
anorexia nervosa.

CHRISTOPHER P. FREEMAN e Department of Psychiatry, University of Edinburgh,
Royal Edinburgh Hospital, Morningside Park, Edinburgh EH10 5HF Scotland.
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OBESITY

STRATEGIES OF CHANGE IN OBESITY

For the last 20 or 30 years, treatments for obesity have been based
on the essential assumption that fatness is due to some abnormality of
behavior, and that this abnormality is either the intake of an excessive
amount of food on a regular basis or, less frequently, subnormal phys-
ical activity. Treatments have therefore concentrated on efforts to correct
the psychological causes of overeating, to educate people about diet, or
to use learning-theory techniques to modify eating behavior in a system-
atic way.

The results of all this effort have been very disappointing. Few
people change and even fewer maintain their change. If one looks more
closely at recent research it is perhaps clear why this is so: the majority
of studies have shown no difference in the food intake of obese infants,
obese children, obese adolescents, or obese adults, when compared
with their lean counterparts.

Whether obesity is truly caused by overeating, or by periods of
overeating, is not yet certain, but what is clear is that obesity can be
maintained without overeating. In fact, it can often be maintained even
with undereating. Physicians will describe patients admitted to meta-
bolic wards who are put on a strictly controlled 750 to 1000 K calorie a
day diet, yet do not lose weight. Such findings are incompatible with the
notion of curing obesity by normalizing eating behavior.

One of the most powerful ways that body weight is maintained
appears to be regulation around a predetermined set point. This theory
has recently been reviewed by Keesey and Corbut (1981). They have
shown that rats who are overfed until obese develop physiological con-
trols that act to sustain their weight at their new obese level. In other
words, once a set-point weight becomes established, be it overweight or
underweight, the body seems to defend this new set point against
changes in calorie intake, As yet, relatively little is known about how
such shifts in set point occur.

A study by Kromhout (1983), the Zutphen Study from the Nether-
lands, showed that middle-aged men in the highest quartile of body fat
range consumed on average 300 to 400 kilocalories less than those in the
lowest quartile. The Department of Agriculture figures from the United
States (Friend, 1974) show that per capita calorie intake has fallen by
about 5% during this century; yet the incidence of obesity is higher than
it was 70 to 80 years ago. A study in Glasgow on adolescent boys be-
tween 1964 and 1971 (Durnin, Lonergan, Good, & Ewan, 1974) showed
an average reduction in daily calorie intake from 2795 to 2610 kilocalo-



STRATEGIES OF CHANGE IN EATING DISORDERS 223

ries; over the same period body fat increased from 16.3% to 18.4%.
These findings point to obesity being, if anything, a state caused by
inactivity, rather than a state caused by abnormal eating. The decrease
in activity may be small but may, over many months or years, help
establish and maintain obesity.

Stern (1984) quotes a simple example:

The Hilinois Bell Telephone Company has estimated that in the course of one
year, an extension phone saves approximately 70 miles of waiking. For some
people, this could be the calorific equivalent of 2-3 Ib of fat or 7,000-10,000
Kcal. (p. 133)

As Stern has concluded, obesity is not a single disorder. For many
people obesity appears to be a consequence of inactivity, low calorific
requirements, or both.

Two other important factors should be discussed in relation to strat-
egies of change in obesity. The first is the widely held belief that to
become thinner is to become healthier. Most people are not thin. In fact
by widely accepted, but entirely arbitrary standards, 40% of American
woman are fat. As Wooley and Wooley (1984) point out:

It would be very cruel of nature if it were to persistently thwart the best
efforts of a substantial proportion of the population in their efforts to reach
and stay in a weight range which caused heaithy survival. (p. 186)

Is, therefore, thinner—healthier? Keys (1980) reviewed 13 prospec-
tive studies on obesity and mortality and concluded that the risk of early
death increases only in extremes of underweight and overweight, with
no impact on the middle 80%. This finding applied only to women. A
similar conclusion can be drawn from data from the Framlington Study
in 1980. In a paper entitled ““Body Build and Mortality,” Sorlic, Gordon,
and Kennel (1980) showed that being underweight is more dangerous
than being overweight. There was no relationship between being over-
weight and increased mortality for the middle 60% of the weight range.

In a studv carried out in Arizona by Pettitt, Lisse, Knowles, and
Bennett (1982), the safest weight range was 167% to 190% for women
and 145% to 176% for men. (These percentages are of the Society of
Actuaries standard ““desirable” weights.) Similarly, Noppa, Bengtsson,
Wedel and Wilhelmsen (1980) found an inverse relationship between
death from all causes of obesity.

These studies, then, raise questions about one of the main rational
bases used to justify the treatment of the mild to moderately obese.
Perhaps the massively obese should be considered separately. In this
group there seems clear evidence of increased mortality and morbidity,
let alone simple discomfort and lack of mobility.

The second widely held belief is that dieting makes you feel better.
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Although this may be true in the early stages of a diet, the price that
many obese individuals have to pay to try to achieve a socially accept-
able body is considerable. Studies of both successful and unsuccessful
dieters indicate that there is a considerable psychological morbidity as-
sociated with dieting. A recent review by McReynolds (1982) shows that
obese people undergoing help for their weight problems show evidence
of psychological disturbance in terms of depression, anxiety, and gener-
al distress, whereas obese individuals in the general population who are
not dieting show comparable or better psychological adjustment than
the nonobese. Woolley and Woolley (1984) note that there are no good
studies of the attitudes, life-styles, and coping strategies of well adjusted
obese people.

Finally, we have to consider the impact that medicine’s demand for
universal slenderness has on society. Although it seems unlikely that
this demand has caused the weight obsession of our current society,
medicine could go a long way to defuse the situation by refusing to
define fatness per se as a disease and refusing to treat it. The current
epidemic of eating disorders, such as bulimia, seem closely related to
such attitudes, namely the universal desire for slimness and the anti-fat
prejudices that our society has—such as that being fat is ugly, that being
fat is sexually undesirable, and that being fat indicates weakness. The
conclusions of this argument from Woolley and Woolley (1984) are sum-
marised in Table 1.

It seems to me that Woolley and Wolley’s arguments are very
cogent. The burden of proof clearly rests with those who claim that mild
to moderate obesity is either physically or psychologically unhealthy
and with those who claim that there are successful strategies for change,
the benefits of which outweigh the harm they may do (Table 2).

What I have said so far applies to mild and moderate obesity. What
about those classified as severely obese? Stunkard (1984a) estimates that
there are about 40 million mildly obese people in the United States, 2
million moderately obese, and 200,000 severely obese individuals. The
only strategies that reliably produce enduring change in the treatment of
the severely obese are surgical interventions. Such treatments were in-
troduced about 20 years ago. The first generation of operations was
mainly the technique of jejunoileal by-pass. The aim of this type of
operation was to reduce dramatically the area of the small intestine so
that only about 18 inches was active. The surgical complications of this
operation were often serious; mortality was around 5% and postopera-
tive complications, such as severe flatulence and recurrent vomiting,
were common. Thus, although the operations were successful in pro-
moting weight loss, the risk/benefit ratio was not clearly in favor of
surgical intervention, even in the most severe and intractable cases of
obesity.
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TaBLE 1.
Should We Treat Obesity At All?

Findings

* Obesity treatment with the exception of surgical techniques carrying high physical
risks are generally ineffective.

* Individual differences in body size appear to have a strong basis in biology, helping
to account for the extreme measures required to maintain successful weight loss and
high number of therapeutic failures.

* Mild to moderate obesity does not appear to constitute a significant health risk for
women, and possibly not for men.

* An increasingly stringent cultural standard of thinness for women largely supported
by the medical and psychological professions has been accompanied by a steadily
increasing incidence of serious eating disorders in women.

Conclusions

It is hard to construct a rational case for treating any obesity other than massive life
endangering obesity.
We must vigorously treat weight obsession and its manifestations, which are:
(a) Poor self and body image
(b) Disordered eating patterns created by dieting
(c) Metabolic depression produced by dieting
(d) Inadequate nutrition due to constricted eating behavior
(e) Disordered life-styles, often marked by excessive or inadequate exercise.

Note. Reproduced with permission from Woolley and Woolley (1984).

TABLE 2,
Classification of Obesity

Label Mild Moderate Severe
Percent 20 to 40% 41 to 100% > 100%
overweight

Prevalence 90.5% 9% 0.5%
(among

obese women)

Pathology hypertropic hypertropic, hypertropic,
hyperplastic hyperplastic
Complications uncertain conditional severe
Treatment behavior diet and surgical
therapy behavior
(lay) therapy

(medical)
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The second generation of operations consists of a variety of gastric
restriction procedures. The aim of such operations is to reduce the vol-
ume of the stomach to as little as 50 ml. The commonest such operation
currently in use is gastric stapling. This consists of restricting the lumen
of the stomach with a row of staples so that the individual postopera-
tively feels full after just one or two mouthfuls of food—the “one bite”’
stomach. Gastric stapling is a much safer operation with fewer side
effects and a markedly lower mortality (Mason, 1981). It is as successful
at promoting weight loss as earlier operations.

From a psychological point of view, one of the most interesting
aspects of such surgical interventions is the behavioral and cognitive
changes that occur postoperatively. Halmi, Stunkard, and Mason (1980)
have shown that reducing diets are associated with a high degree of
distress, whereas the emotional responses of postsurgical cases are
much more benign, despite the subjects losing far more weight (Table
3). Favorable consequences of such operations are also more commonly
reported. Seventy-five percent report increased well-being and 53% in-
creased self-confidence. Changes in body image appear to occur, even
before significant weight loss is achieved. Food likes and dislikes
change, and there are increased feelings of satiety after food and de-
creased binge eating. It would seem therefore that gastric stapling sur-
gery does far more than simply alter the functioning of the gastroin-
testinal tract; major changes in both biology and in cognitive functioning
occur. Such individuals no longer have to struggle with the biological

TABLE 3.
Emotional Changes and Dieting

Emotional response to dieting

Mild Moderate Severe Total
Depression 20% 25% 15% 60%
Anxiety 19% 30% 23% 72%
Irritability 38% 27% 14% 79%
Preoccupation with food 6% 21% 55% 82%

Reduction in emotional responses when dieting compared with postgastric
bypass state

Less Much less Total
Depression 10% 45% 55%
Anxiety 14% 46% 60%
Irritability 21% 49% 70%

Preoccupation with food 17% 48% 65%




STRATEGIES OF CHANGE IN EATING DISORDERS 227

pressures to support a higher weight. They can limit their food intake
with relative ease until a new lower set point is achieved.

MiLb AND MODERATE OBESITY

A review of all the strategies of change for individuals who fall
within the group of the mildly and moderately obese is outwith the
scope of this article. There are literally thousands of diet programs,
hardly any of which have been subjected to any sort of evaluation.
When viewed critically, it would appear that the outcome of such pro-
grams is universally dismal and that for every kilogram lost, a kilogram
or more is eventually gained. The saying ‘““dieting makes you fat” has
much truth in it. Weight loss by carbohydrate restriction is achieved by
loss of both lean muscle and body fat. Weight gain that occurs when
diets fail is largely adipose tissue. The individual who has lost weight by
dieting and then regains weight to his or her original level probably has
a higher percentage of body fat.
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FiGure 1. Weight changes during and after treatment for obesity Reproduced with permis-
sion from Craigshead, Stunkard, & O’Brian (1981).
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Two developments are worthy of mention here. First, an increasing
number of diet programs are promoting regular, vigorous exercise. It
does seem clear that 20 to 30 minutes of such exercise at least three times
a week can raise basal metabolic rate, lower body set-point weight, and
produce weight loss with relatively limited restriction of food intake.
The term aerobic exercise, or “aerobics,” is misleading and wrong. If any
such term is appropriate, it is anaerobics, namely exercise that exceeds
the body oxygen supply and produces an oxygen debt.

Second, the approach of using pharmacological agents has until
recently been frowned upon by most experts. Stunkard has always been
a strong advocate of behavioral intervention. When he published the
preliminary results of a trial in 1981 (Craigshead, Stunkard, & O’Brien,
1981), he concluded that behavior therapy was the best available treat-
ment and that drugs were contraindicated. The trial whose results are
summarised in Figure 1 compared the effects of pharmacotherapy alone,
behavior therapy alone, and a combination of the two in 98 obese wom-
en over a 6-month period with a one-year follow-up. It is worth noting
that tolerance did not develop to the drug used (Fenfluramine) over the
6-month period. When reviewing the results again at a conference (1983)
(see Stunkard, 1984b), the author concluded that it was possible to lower
a set point on a long-term basis using such drugs and that there was
strong evidence to believe that tolerance does not develop. His conclu-
sions were that appetite supressant drugs should either not be used at
all or used on a chronic, long-term basis.

ANOREXIA NERVOSA

I will mention relatively little about the syndrome of Anorexia Ner-
vosa, which is defined as follows by DSM-III (American Psychiatric As-
sociation, 1980, p. 67):

a) Intense fear of becoming obese, which does not diminish as weight
loss progresses.

b) Disturbance of body image, e.g., claiming to “feel fat” even when
emaciated.

¢) Weight loss of at least 25% of original body weight or, if under 18 years
of age, weight loss from original body weight plus projected weight
expected from growth charts may be combined to make the 25%.

d) Refusal to maintain body weight over minimal normal weight for age

and height.
e) No known physical illness that would account for weight loss.

Although it is probably increasing in prevalence, anorexia nervosa
is still relatively uncommon. There seems little doubt that it is a multi-
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determined condition. Hsu (1983) reviewed six different groups of theo-
ries for its etiology. Ploog (1983) has recently suggested a seventh,
which is that anorexia nervosa is an addictive behavior. Ploog compares
anorexia nervosa to obligatory running, which has been shown to in-
duce high cerebrospinal fluid endorphin levels, and suggests that diet-
ing may do the same, producing addictive behavior and dependence.
This theory has not gained wide acceptance and generally does not
appear to fit the clinical picture as described, in that women with
anorexia do not usually report cravings or withdrawal symptoms but
much more frequently a highly controlled constant vigilance around
food and eating.

The main reason for discussing anorexia nervosa only very briefly is
that, as far as strategies for change are concerned, there is little or noth-
ing to report that is new. Most treatment approaches are well described
elsewhere and most have been in clinical use over the past 10 to 15
years. It is perhaps worth pointing out that, despite anorexia nervosa
being a relatively circumscribed syndrome, which is easy to identify,
worthy of treatment, and the main research interest of a number of
professors of psychiatry in the United Kingdom, there have been no
systematic attempts to evaluate treatment approaches. Lucid, up-to-
date, and eclectic reviews are provided in two recent books by Garfinkel
and Garner (1982) and Garner and Garfinkel (1984).

BULIMIA OR BINGE EATING

Bulimia is a relatively recently described syndrome in its circum-
scribed form, though as part of or as a late development of the anorexia
nervosa syndrome, it has been recognised for many years. Intervention
in a therapeutic sense is probably only warranted when the syndrome is
severe. Unlike anorexia nervosa, the initial results of treatment pro-
grams have been promising and systematic attempts have been made to
evaluate different forms of treatment.

The syndrome of bulimia is defined as follows by DSM-III (Ameri-
can Psychiatric Association, 1980, p. 69):

a) Recurrent episodes of binge-eating (rapid consumption of a large amount of
food in a discrete period of time, usually less than 2 hours).

b) Awareness that eating pattern is abnormal and fear of not being able to stop
eating voluntarily.

¢) Depressed mood and self-depreciating thoughts following eating binges.

d) Bulimic episodes are not due to anorexia or any known physical disorder.

e) At least three of the following;
1. Consumption of high calorie, easily digested food during a binge.



230 CHRISTOPHER P. FREEMAN

N

. Inconspicuous eating during a binge.

3. Termination of such eating episodes by abdominal pain, sleep, social inter-
ruption or self-induced vomiting.

4. Repeated attempts to lose weight by severely restrictive diets, self-induced
vomiting or use of laxatives and/or diuretics.

5. Frequent weight fluctuations greater than 10 Ibs due to alternating binges and

fasts.

Bulimia nervosa has been defined by Russell (1979) as follows:

a) The patients suffer from powerful and intractable urges to overeat.

b) They seek to avoid the "fattening” effect of food by inducing vomiting or abus-
ing purgatives or both.

¢) They have a morbid fear of becoming fat. ( p. 429)

The major difference between the two definitions is that Russell’s is
more restrictive by virtue of including the requirement of ““a morbid fear
of becoming fat,” and that binging alone is not sufficient. The syndrome
has many other names, including dietary chaos syndrome, bulimarexia,
stuffing syndrome, purging/vomiting syndrome, thin-fat people, and
binge eating syndrome.

The development of the syndrome can be divided into three areas:
these include vulnerability, triggering, and maintaining factors. Vul-
nerability factors to bulimia include a biological predisposition to obesity
and probably to depressive illness. There is a family history of obesity
and many sufferers are slightly overweight during adolescence and up
to the onset of the syndrome. There is an excess family history of prima-
ry depressive illness and many individuals have a mixture of symptoms
of bulimia and depression. Perhaps the most important vulnerability
factor is the tremendous social pressure on women to be slim, athletic,
and attractive. In Eastern and African societies where such pressures do
not exist, there are no reported cases of bulimia. When African and
Middle Eastern women move to the United Kingdom or the United
States and become westernized, bulimia and anorexia nervosa do then
occur. As yet, no clear-cut individual or family psychopathology has
been described for the syndrome. In general, sufferers are more extra-
vert, outgoing, and sexually experienced than women who have devel-
oped anorexia nervosa. A final factor that may predispose some women
to bulimia is that they have very marked carbohydrate craving in the
premenstrual period of their cycle. We have treated a number of cases
who only binge and vomit during the week before their menses.

The triggering factors for bulimia are often quite trivial. It nearly
always starts in the context of a period of intense dietary restraint. Most
sufferers have been somewhat overweight and go on a strict diet in this
setting. Carbohydrate craving increases and they break their diet by
binging. Some women use food to cope with feelings of depression and
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dysphoria, and comfort eating is very common in adolescent females.
The syndrome may start after a relatively trivial personal remark about
appearance or a minor life event, such as the break-up of a relationship.
Many of the students that we see have put on weight at a time of
stress—for example, while studying before exams—and resolve after
this to diet even more intensively.

The maintaining factors for bulimia are more complex and a number
of feedback circuits seem to operate to continue the behavior. The binges
themselves initially produce relief of dysphoria and are therefore re-
warding. As the binge continues, guilt and shame about the behavior
increase, as does the general level of distress. The starve-binge-starve-
binge cycle appears to become self-perpetuating. This is driven partly by
emotional factors, such as relief of depression and anxiety by bingeing,
which produces further depression and anxiety, leading to increased
carbohydrate restraint with further binges following. It is also driven by
biological factors. Carbohydrate restraint itself, as in severe dieting, pro-
duces marked carbohydrate craving and increases the likelihood of bing-
ing. The discovery of vomiting is initially intensely rewarding. Weight
loss is usually quite dramatic and for the first time a woman may get
down to a weight that is close to the one she desires. Unfortunately,
vomitig allows relaxation of dietary control and it may also encourage
overeating. Many women, once they know that they can vomit at the
end of a binge, will continue to eat vast amounts in an uncontrolled
way. Another maintaining factor may be that certain physical symp-
toms, such as intermittent fluid retention or parotid gland swelling, may
cause panics about weight gain.

Clearly, there are many similarities with the syndrome of anorexia
nervosa but there are also some subtle differences, which I think justify
bulimia being seen as a syndrome in its own right. Less than half of
sufferers have a previous history of anorexia nervosa. The majority start
with bulimia as a new behavior. Perhaps prolonged dietary restraint,
which is required for anorexia nervosa, is so difficult that only a small
proportion of women can achieve and maintain this. About half of wom-
en who begin with restricting anorexia nervosa graduate to bulimia. The
term bulimia nervosa is probably best used for this group of anorexic
graduates. There are clear personality differences as mentioned earlier,
bulimics being more extravert, more socially skilled, and showing less
impulse control. The age of onset would also appear to be different;
bulimia tends to start in late adolescence, or early adulthood, whereas
anorexia starts in early adolescence. Perhaps the two syndromes repre-
sent responses to different maturational tasks occuring at different
stages of adolescence.

In my view, bulimia (whether it be a syndrome in its own right,
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associated with obesity, or chronic anorexia nervosa) is the eating disor-
der that fits the addiction/dependence model best. In fact, it is the only
eating disorder that clearly does so.

StAGES OF CHANGE IN BuLiMiA

In terms of the stages of change that form the central theme of this
volume, bulimics are quite different to women with anorexia nervosa.
They are acutely aware that they have a problem, and rarely if ever use
denial. They may be secretive in the extreme about their behavior but
this secretiveness is usually deliberate and highly motivated.

Precontemplation

Very few women that we see are in the precontemplation stage.
Very occasionally we have had a women referred, say by her general
practitioner, because of family pressure after having been discovered
vomiting and/or binging; or a woman may be referred by her dentist,
because her tooth enamel is dissolving. Such individuals form a very
small proportion of referrals.

Our view of such individuals has been to accept their state and not
offer or coerce them into treatment. If a woman chooses to maintain her
weight at 15% to 20% below her biologically determined weight, and if
she chooses to do this by constant calorie restriction and uses vomiting
and/or laxative abuse to cope with the binge eating the restriction pre-
cipitates, then that is her choice. Providing she is not distressed by her
behavior and providing the behavior is not extreme, it is relatively
harmless. It is quite an effective way of weight control and probably not
an uncommon practice among late adolescent and young adult females.

Contemplation

Most who seek help are in the contemplation stage and they have
been so for many years. The average length of time from onset of dis-
tressing symptoms to seeking help for bulimics is about 4 years. This
delay in seeking help is usually not because of obsessional ruminations,
or obsessional indecisiveness. It is usually because of guilt about the
behavior and shame that will ensue when the behavior is made public.
The majority of women that we see have told no one about their prob-
lem, or at most only one or two close women friends.

The confessional process in itself seems to be highly therapeutic. In
our research, we have had a number of problems at this stage. Firstly,
having confessed, subjects are highly eager to talk and pour out all their
distress, problems, and abnormal behavior. They want feedback on how
they compare with other subjects: Are there other people as distressed
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or as bad as they, is there any hope for a cure? They have often read
much about the syndrome in lay articles and in women’s magazines. In
our clinic, this catharsis usually occurs with the interviewer/rater who is
doing the initial assessment interview and who is not going to be the
subject’s continuing therapist. This obviously creates problems.

Secondly, the confession is often so therapeutic in itself that the
behavior stops for a few days, or even a few weeks, and occasionally
stops completely, so it is not possible to get reasonable pretreatment
baseline measures without waiting for the behavior to return. Distress at
this stage is often marked and suicidal ideation and attempts are
common.

Action

At the point, about half of our subjects appear ready to move on to
the stage of action. They find the other assessment procedures irritating
and slow; they are reluctant to take time over making careful baseline
measures before treatment starts; and they want rapid if not instant
action.

The other 50% remain stuck in the stage of contemplation, con-
cerned with what they will have to give up if their behavior is to change.
They are terrified that they will put on weight, concerned at how they
will cope with their dysthmic feelings without the use of food, and about
how they will cope with their carbohydrate craving. However, apart
from group treatments, the dropout rate in our treatment has not been

high.

Maintenance

As far as the maintenance stage is concerned, there is really not
enough evidence of how individuals cope with this, nor do we have
enough information of self-change or even whether this occurs in
bulimia.

MANAGEMENT OF BULIMIA

Despite the fact that the syndrome has only relatively recently been
described, there have been a large number of suggested regimes pub-
lished. There are also several controlled trials of treatment recently pub-
lished or in progress. It would appear then that the management of
bulimia is being much more systematically evaluated than the manage-
ment of anorexia nervosa.
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TABLE 4.

Management of Bulimia

Treatment

Authors

QOutcome

Drugs
Phenytoin

Imipramine

Phenelzine
Mianserin

Cabamazine

Group psychotherapy
Once weekly eclectic groups
with some individual counsel-

ing

Short-term group, 9 weeks, 12
sesslons self-monitoring, di-
dactic information, alternative
coping strategies

Eclectic group combining psy-
chodynamic interpretations

Once weekly 90 mins 15 ses-
sions eclectic group

Individual psychotherapy
Cognitive behavioral

Cognitive vs. behavioral

Experimental/behavioral

Exposure and response pre-
vention

Wermuth, Davis, Hollister, &
Stunkard (1977)

Greenway, Dahms, & Bray
(1977)

Pope, Hudson, Jonas, &
Yurgelan-Todd (1983)

Johnson & Larsen (1982)

Walsh et al. (1982)

Sabine, Yonacre, Farrington,
Barratt, & Wakeling (1983)

Kaplan, Garfinkel, Darby, &
Garner (1983)

Lacey (1983)

Johnson, Connors, & Stuckey
(1983)

Roy-Byrne, Lee-Benner, & Yager
(1983)

Freeman, Sinclair, Annandale,
& Turnbull (1985)
Fairburn (1981)

Freeman, Sinclair, Annandale,
& Turnbull (1985)

Boskind-Lodah! & White (1978)

Rosen & Leitenberg (1982)

negative study
positive study
positive study
positive study
positive study

negative study

negative study

positive study

positive study

positive study

positive, but
not as good
as individual

uncontrolled

both effective

uncontrolled

uncontrolled
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There are a number of important issues concerning treatment and
there is no general agreement about any of them. Firstly, when to treat?
The boundaries of the syndrome are so blurred that it is very difficult to
set any definite cutoff point, as far as severity is concerned, beyond
which treatment intervention is justifiable. For example, should people
who only binge and vomit or purge very occasionally be offered treat-
ment? Their behavior may cause them great distress, but happen only a
few times a year. Should individuals who binge eat at times of stress,
but who do not have an accompanying fear of fatness, be offered the
same kind of treatment, or should they primarily have treatment for
their anxiety? Is bulimia best treated on an outpatient or an inpatient
basis? Some suggested regimes have closely modeled themselves on
treatment for anorexia nervosa, which usually involves prolonged, in-
tensive inpatient care. Another issue that has been relatively little dis-
cussed is the sex of the therapist undertaking the treatment (Van-
dereycken & Meermann, 1984). There is also the issue of how much the
management of this syndrome should be medicalized. Over recent years
self-help groups have sprung up and it may be that for many individuals
professional help is unnecessary. Finally, there is the debate about the
use of drugs, particularly anticonvulsant and antidepressant drugs, in
the management of the syndrome.

Some of the suggested regimes of treatment are listed in Table 4. In
this chapter I will highlight only a few of the treatments listed there but
references are given to all the others.

The Use of Drugs

There have been two main groups of drugs suggested, the anticon-
vulsants and the antidepressants. Rau, Struve, and Breen (1979) have
used diphenylhydantoin; Wermuth, Davis, Hollister, and Stunkard
(1977) phenytoin; and Kaplan, Garfinkel, Darby, and Garner (1983) car-
bamazepine. The justification for anticonvulsants is a rather weak one,
but the hypothesis is that, in those who show episodic abnormal eating
and display an abnormal EEG, bulimia may represent a form of epilep-
toid behavior. The results of studies on anticonvulsants have been dis-
appointing and, at present, I think that there is no justification for their
use in the treatment of bulimia.

Three main groups of antidepressants have been used. Sabine,
Yonace, Farrington, Barratt, and Wakeling (1983) used mianserin and
found no difference between mianserin and a placebo in bulimic pa-
tients. Hudson, Pope, and Jonas (1982) and Johnson and Larson (1982)
used imipramine. The most recent placebo controlled study (Pope, Hud-
son, Jonas, & Yurgelun-Todd, 1983) found that imipramine was associ-
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ated with a significantly reduced frequency of binge eating. Walsh et al.
(1982) have claimed efficacy for monoamine oxidase inhibitors and have
produced some very promising results using phenelzine. At this stage it
is not clear whether antidepressant drugs are acting as anxiolytics, anti-
depressants, or specific antibulimic drugs. Nor is it clear whether drugs
successfully treat only those bulimics who have depressive symptoms.
Although these drug studies report significant levels of improvement,
careful inspection shows that for most subjects binging does not stop
entirely, and that patients are left with significant residual symp-
tomatology. In our experience, there is a small group of perhaps 10% to
15% of the total number of cases referred who have clear symptoms of
biological depression, such as early morning wakening, retardation,
poor concentration, etc. They respond dramatically to antidepressant
medication and bulimic symptoms stop when the depression is relieved.
In the much larger group of more typical bulimics, with some dysphoria
but not a true biological depression, antidepressants have a very limited
effect and probably work by reducing anxiety and stress.

Psychotherapeutic Treatments

Psychotherapeutic treatments are summarised in Table 4. Many dif-
ferent psychotherapeutic approaches have been suggested. Many are a
combination of straightforward behavioral techniques and other types of
psychotherapy. The most promising results so far have been group
treatments (Lacey, 1983) and a type of cognitive therapy (Fairburn,
1982). The preliminary results of our own study (Freeman, Sinclair,
Annandale, & Turnbull, 1985) comparing three different types of psy-
chotherapy—namely, cognitive, behavioral, and group—indicate that
all three types are successful in reducing the level of symptomatology,
but that cognitive therapy has a greater effect on depressive symptoms
and may have a more powerful effect on prevention of relapse, although
relapse rates are high. So far there has been relatively little published on
either family-based or psychodynamic approaches. Schwartz (1982) de-
scribes a single case of a 17-year-old girl treated with a family therapy
approach and Linden (1980) describes the psychodynamic treatment of a
patient with a ravenous appetite.

The next 18 months should see the publication of several large
controlled trials of psychotherapy taking place in different parts of the
world. This will give clinicians a much clearer idea of which treatments
are effective and, importantly, which are cost-effective.
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Early Indications of Treatment
Outcome in Multiple Drug Users

D. ADRIAN WILKINSON AND SIMONNE LeEBRETON

INTRODUCTION

The past two decades have witniessed a dramatic increase in the use of a
variety of psychoactive substances in the developed countries, and a
predictable increase in the need for treatment services directed towards
this problem. When presenting to treatment, most drug users report
recent use of a wide variety of psychoactive substances (Farley, Santo, &
Speck, 1979; Sadava, 1984; Wilkinson & Martin, 1983). Nonetheless,
there is scant literature on the effectiveness of treatments for multiple
substance abuse, also referred to as polydrug abuse (Sobell, Sobell,
Ersner-Hirshfield, & Nirenberg, 1982).

In the field of substance-abuse treatment generally, there has re-
cently been a trend towards the use of brief interventions. It can be
argued that several factors have accounted for the trend. One factor is a
body of evidence that brief treatments can be as effective as much more
intensive and costly interventions. This finding seems to hold true in
particular for clients whose substance-abuse problem is at a relatively
early stage of development (Miller, Taylor, & West, 1980; Sanchez-
Craig, Wilkinson, & Walker, 1986). Brief treatments have the significant
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advantage that they are minimally disruptive of other activities in which
clients need to participate (e.g., professional and family respon-
sibilities), and hence they are able to attract to treatment clients who
would otherwise demur. Again this appears to be particularly true of
clients whose substance-abuse problem is at an early stage of develop-
ment, and who have not yet experienced the kinds of physical and social
deterioration that are common in more chronic cases (Sanchez-Craig et
al., 1986).

Despite the finding that brief interventions can be effective for
many persons with substance-abuse problems, it is plausible to believe
that more intensive treatments would be more suitable for some clients
(Orford, Oppenheimer, & Edwards, 1976). Hence, it behooves those
providing brief treatments to attempt to identify the characteristics of
clients who succeed in such interventions. The present chapter de-
scribes an initial evaluation of factors associated with treatment outcome
in a group of multiple drug users who received a brief outpatient pro-
gram of self-control training, and were followed-up one year later.
Treatment outcome was defined exclusively on the basis of change in
the frequency and nature of drug use from assessment to one-year fol-
low-up (Wilkinson & Martin, 1983).

In planning this evaluation, we identified five clusters of variables
that appeared to be predictors of treatment outcome. These were (a) the
level of drug use in the year preceding treatment; (b) the multiplicity of
drug problems and other life problems reported by the client; (c) clients’
perceptions of need for professional assistance in resolving these prob-
lems; (d) measures of client motivation; and (e) the initial progress to-
wards treatment objectives during treatment.

PRETREATMENT DRUG Usg

There is abundant evidence that the intensity and chronicity of
substance-abuse problems, before treatment begins, are significant pre-
dictors of treatment outcome (Moos & Finney, 1983; Ogborne, 1978;
Polich, Armor, & Braiker, 1981). In the present study this dimension
was assessed by measuring the self-reported levels of drug consumption
during the intial stages of treatment, and retrospectively for the year
preceding treatment.

PrROBLEM MULTIPLICITY

Perceived multiplicity of problems was indexed by the number of
goal areas clients indicated on a self-completed questionnaire during
assessment. Persons with substance-abuse problems frequently have
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problems in other important life areas, and it is accepted that evaluation
of such problems and their resolution is an important aspect of sub-
stance-abuse treatments (Lorei, 1982, Pattison, 1978; Sobell & Sobell,
1980; Wilkinson & Martin, 1984).

PERCEIVED NEED FOR PROFESSIONAL HELP (SELF-RELIANCE)

We assessed the clients’ perceived need for professional assistance
(self-reliance) by asking them to indicate those goals for which such help
was required. The larger the number of goals a client selected for which
professional assistance was needed, the lower that person scored on the
measure of self-reliance. This measure may reflect the clients’ self-
efficacy in regard to those goals. However, because the procedure for
assessing this dimension does not conform to Bandura’s (1977, 1982)
methods of assessing self-efficacy (in lacking behavioral specificity), we
have restricted ourselves to the use of the term self-reliance.

CLIENT MOTIVATION

A frequent, and understandable, attribution that is made for treat-
ment failure is low client motivation (Miller, 1985). This is particularly
true in the field of substance-abuse treatment, where the concept of
denial (a hypothetical motivational variable) holds considerable sway.
Miller (1985) has comprehensively reviewed the issues of client moti-
vation in alcoholism treatment and, largely on the basis of his work, a
set of four variables were selected to reflect initial client motivation for
treatment. It seemed particularly important to assess motivation because
the treatment itself (Wilkinson & Martin, 1983) essentially comprised
what Miller has termed a motivational intervention.

The first measures of motivation were the frequency of reported
cravings for, and refusals of, drugs during the week preceding and the
week following the start of treatment. Cravings were defined as the
experience of a strong urge to use drugs, to which the person did not
succumb. We reasoned that cravings thus defined would reflect restraint
of drug use, and that such restraint indicates motivation. Similarly, the
refusal of offers of drugs would constitute an indication of motivation to
refrain from drug use. In addition, motivation was assessed on the basis
of the degree of compliance to the therapist’s request that drug use,
cravings, and refusals be self-monitored during the first week of treat-
ment. Finally, the goals that clients set for drug use during the first week
of treatment were taken as a measure of client motivation. The more
conservative the level of anticipated drug use set by the client during the
first treatment session, the higher the level of motivation was judged to
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be. We recognize the inherent circularity of these operational definitions
of motivation. Nonetheless they represent the behavioral signs on
which attributions of client motivation are frequently based (Miller,
1985).

PROGRESS IN TREATMENT

The last cluster of predictor variables involved the clients’ initial
progress in treatment. Specifically, relaxation of drug use goals during
treatment and attrition from treatment would seem to indicate change in
client motivation during treatment. These measures may reflect change
in client motivation during treatment, or the failure of the motivational
treatment,

METHOD

SUBJECTS

The subjects of the study were 49 (40 males and 9 females) multiple
drug users who were randomly assigned to the treatment, as part of a
larger study, and successfully followed-up one year later. Criteria for
admission into the study included a client age from 16 to 30 years;
clients’ presenting for treatment of a substance abuse problem; not being
psychotic or requiring hospitalization or psychotropic medication; will-
ingness to accept either outpatient or residential counseling; normal
cognitive ability; and clients’ consenting to participate in the research
project. Characteristics of the group are presented in Table 1.

INSTRUMENTS

A variety of information was collected from clients throughout the
project by means of self-administered forms and standardized inter-
views. In the present chapter we describe only those procedures evalu-
ated in this part of the study.

The Psychoactive Drug Use History form is a standardized question-
naire on drug use for the previous year (Wilkinson & Martin, 1983).
Information is collected on use of 10 classes of drugs: alcohol; cannabis;
hallucinogens; narcotic analgesics; sedative hypnotics; solvents and
aerosols; stimulants; tranquillizers; volatile nitrites; and miscellaneous
others. For all drug classes involving some reported use in the past year
information is collected on recency; months with any use; days of use in
months of use; frequency of use in days of use; typical dosage; mode of
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TasLE 1.
Characteristics of 49 Clients Who Started Treatment and were Followed-Up
One Year Later

Age (Mdn, Range) 23 16-30
Sex M 81.6% F 18.4%
Marital status %
Single 79.6
Married/common jaw 10.2
Separated/divorced 10.2
Employment status Unemployed 63.3
Employed 28.6
Student 6.1
Other 2.0
Education (Mdn highest grade) 10
Social stability” Low (0-4) 18.4
Medium (5-10) 53.1
High (11-14) 28.6
Legal status On probation, parole, 45.8
or awaiting trial
No legal problems 54.2

"Skinner (1979).

administration; and the client’s view of whether use of the drug was
ever a problem, and if so whether it remains a problem. This history
takes 30 to 90 minutes to administer.

The Treatment Goals form is a self-administered questionnaire in
which the client indicates current goal areas, and, for each indicated
goal, whether professional assistance is required. Listed goal areas in-
clude alcohol use; use of other drugs; anxiety; assertiveness; family
problems; social skills; employment; leisure; accommodation; legal prob-
lems; sex education; and a write-in option. This form takes about 5
minutes to complete.

Self-Monitoring Cards were adapted from those published by Miller
and Murtoz (1976). For purposes of the present study the format of the
cards was retained, but the form was adapted to permit recording on
several drug classes, for the identification of cravings and refusals of
drugs, and for consumption. As with the Miller and Mufioz cards, cli-
ents are asked to record the time of events, dose, and context.

Information from self-monitoring cards was transcribed on to the
Drug Avoidance Inventory during treatment sessions. This form is orga-
nized to permit day-by-day-recording of uses, cravings, and refusals of
drugs in the 10 drug classes, for the week preceding completion of the
form. The client’s goals with respect to drug use in the interval between
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appointments was recorded on the Drug Use Goals form. If use of any
drug class was anticipated, the maximum frequency, quantity, and dose
were indicated, as well as identification of situations in which use would
be consistent with the goal, and situations in which drug use would be
inappropriate.

INITIAL ASSESSMENT

After intake and orientation to procedures of the treatment center,
clients were given an appointment for one day of assessment. Assess-
ments were conducted by persons independent of the study.

Cognitive abilities were assessed by means of the Wide Range
Achievement Test (WRAT, reading; Jastak & Jastak, 1978), the Clarke~
WAIS Vocabulary Test (an earlier version of the Clarke Vocabulary
Scale; Paitich, 1979), the Digit Symbol Substitution test of the Wechsler
Adult Intelligence Scale (WAIS) (Matarazzo, 1972) and the Benton Visual
Retention Test (Benton, 1963). Potential clients were included in the
study if the following criteria were met: either WRAT scaled scored >45
or Clarke-WAIS scaled score >6; and either Digit Symbol scaled score
>6 or Benton scaled score >—2. All clients received a medical examina-
tion, during which they were screened for medical or psychiatric prob-
lems (e.g., psychosis) that would exclude them from the study. A urine
sample for drug screening was collected at that time. Clients meeting all
of the admission criteria (see Subjects) were randomly assigned to one of
the conditions of the larger study, and presented with a standardized
description of the treatment condition to which they had been assigned,
and details of the study requirements. Those consenting to participate
then completed various questionnaires specific to the study, including
the Psychoactive Drug Use History and the Treatment Goals form, and
the first treatment appointment was scheduled for approximately one
week later.

TREATMENT PROCEDURES

The treatment consisted of three training sessions and six follow-up
sessions, spread over 70 weeks. Clients could elect to contact the thera-
pist for additional sessions. The central features of the treatment pro-
cedures were cognitive and behavioral self-control measures aimed at
reducing drug and alcohol consumption to levels the client considered
appropriate. Essential components of this process were self-monitoring
of drug use, setting specific goals for reduced use, and identifying cog-
nitive and behavioral strategies for avoiding drug use in situations of
high risk. In addition, problems in other life areas were identified. Per-
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sonal or community resources were selected to help in resolving these
problems. At the conclusion of each session the client received a copy of
the form indicating the current goals with respect to drug use. From the
second session on, he or she would also receive copies of forms com-
pleted in the session, indicating strategies selected for the avoidance of
drug use, and plans to resolve other life problems. On the average,
sessions lasted between 60 and 90 minutes.

All clients in the study received treatment from one of the authors
(S. LeB.), a registered nurse, who received additional specific training
for the study and had had 8 years of experience working with substance
abusers. Training consisted of planning sessions about the treatment
procedures to be used in the study, and participation in the develop-
ment of a self-help manual. Literature on self-help manuals was re-
viewed, and a large selection of such manuals was purchased for subse-
quent use by clients. Potentially useful community resources were
identified, and a filing system describing their characteristics was estab-
lished. As part of the pilot study, the first author (D. Adrian Wilkinson)
modeled the procedures, and then observed the therapist (Simonne
LeBreton) in sessions with a total of 20 clients.

INDEPENDENT FOLLOW-UP

An extensive follow-up interview and assessment was conducted,
independently of project staff, at one and two years after the initial
assessment. As part of this procedure the Psychoactive Drug Use Histo-
ry was readministered, and urine drug screen was repeated. A payment
of $25.00 was provided to the client for attending the follow-up inter-
view, which lasted about 2%2 hours.

RESULTS

CATEGORIZATION OF TREATMENT OQUTCOME

The first stage of the analysis was to assign the subjects to one of
three outcome categories on the basis of information collected on the
Psychoactive Drug Use History. This information was used to categorize
the outcomes of clients as Successful (S), Significantly Improved (1), and
Unimproved (U). Four raters (blind to client identity) independently
compared each subject’s data at pretreatment and one year and rated
each subject (Wilkinson & Martin, 1983). All four raters had several
years experience in research on substance abuse, and three had exten-
sive clinical experience with multiple substance users. Subjects rated



TABLE 2.

Psychoactive Drug Use History

Typical
Months  Typical # Years
Number of drug of use in frequency times since Example of
types used in  Time since last past  in months used  Typical dosage Usual mode of Typical Use problem Use problem first rating of
Drug class drug class use year of use  per day & o ts  admini ion source ever? still? problem | consumption
Circle types 1 Past 24 hrs Range Range Enter the units 1 Oral 1 Retail Has your use Does your Range
used 22448 hrs 1-12 1-30 in which the use 2 Nasal (snort- 2 Prescription of . . . ever current use 0-4
3 48 hrs-7 days of particular ing) 3 lltegal caused of . .. still
4 7 days-1 mo drugs is 3 Inhalation 4 Gift problems cause
5 1-3 months specified 4 Injection IV 5 Seif-pro- with your problems for
6 More than 3 Also note any 5 Injection— duced work, family, you in any of
months complex other friends, these areas?
patterns of use 6 Other health or the 1No
law? 2 Yes
1 No
2 Yes
1. Alcohol Beer; wine; 1 12 20 6 Usually drinks 1 1 1 2
fortified wine; an average of 6
liquor; oth