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  FOREWORD

It gives me great pleasure to write this Foreword for Michler Bishop’s superb book. Finally there is a clear exposition of a comprehensive clinical approach to the treatment of addictive behaviors and associated psychological problems. One of the key strengths of this book is that it presents an integrated treatment approach as an overarching model that therapists can use as a guide as they help their clients manage or overcome their addictions. It also provides an integrated approach to the treatment of co-occurring disorders for clients who have both addictions and other psychological problems that are often reciprocally interrelated.

There are several aspects of this book that I particularly like. The integrated treatment model incorporates a number of related clinical techniques and approaches under the general rubric of cognitive-behavioral therapy (CBT), including motivational stages of change, motivational enhancement therapy (MET), rational-emotive behavior therapy (REBT), relapse prevention (RP), and harm reduction (HR). Other treatment approaches are discussed in detail, ranging from self-help groups to pharmacotherapy. Until now, there was no single volume that brought this integrated model together in such a consistently practical and user-friendly manner.

Parts I and II provide an overview of the treatment model. Treatment techniques are matched to the client’s motivational stage of change in which the therapist offers help by following the client’s own goals for his or her preferred outcome, whether this is abstinence or reduction of harmful consequences of ongoing use. Particularly impressive is the level of scholarship and clinical expertise demonstrated in the author’s coverage of diagnosis and assessment procedures (Chapter 4), methods to enhance client engagement and retention in therapy (Chapter 5), choice of client goals between quitting or cutting back (Chapter 6), and clinically matched interventions for clients who are in a specific motivational stage including precontemplation (Chapter 7), contemplation (Chapter 8), or active behavior change (Chapter 9).

Part III and IV target clients who present with problems that are comorbid with addictive behaviors. Again, the treatment approach to these dual disorders is based on an integrative CBT model, thus offering a major advantage to clients who seek to understand the reciprocal interaction between their addictive problems and other psychological or behavioral disorders. The author describes, from his extensive experience, how to integrate treatment for a range of psychological problems including co-occurring problems with anger (Chapter 10), depression (Chapter 11), anxiety (Chapter 12), shame and guilt (Chapter 13), and severe psychological disorders (Chapter 14). The final chapter provides a comprehensive discussion of various spiritual approaches that have been applied in the treatment of addiction problems, ranging from traditional 12-step orientations based on a “Higher Power” or theistic framework to those with a transpersonal (non-Deity) focus, including Buddhism and other Eastern spiritual disciplines.

Numerous case studies throughout the book illustrate how various techniques can be applied with specific clients. Finally, as one who is devoted to the scientist-practitioner model, I was very pleased to see that basic and applied research related to these clinical interventions are given “top billing” in each chapter. Many chapters open with a section entitled, “What Does the Research Show?” in which empirically validated procedures are presented as a justification for including them in the treatment plan. Several highlighted boxes (“Research Note”) focus on specific research studies related to the theme of each chapter.

The end result, a balanced blend of scientific and clinical expertise, is a terrific new book that soon will become required reading for anyone—whether student or professional—who wishes to learn and apply this integrated CBT model. The addictive behaviors field owes a debt of gratitude for Dr. Bishop’s seminal contribution that represents the cutting edge of the emerging paradigm shift in addiction treatment.

 

G. Alan Marlatt, Ph.D.
Professor of Psychology and Director of the
Addictive Behaviors Research Center
University of Washington


  PREFACE

I have written this book for therapists and counselors who seek more effective methods to help clients manage their addictive behaviors. The general approach of the book is based on what has come to be called cognitive-behavioral therapy (CBT) and its precursor, rational emotive behavioral therapy (REBT). CBT/REBT techniques can help people change, especially when many forces are pushing them in the opposite direction. They can help clients understand why they behave as they do and how to change.

The book focuses on how to integrate CBT/REBT techniques with Prochaska and DiClemente’s (1982) stages of change model. These techniques can work whether addictive behavior is thought of as a disease or as a complex biopsychosocial phenomenon, and practitioners from a variety of therapeutic perspectives can use them. It also addresses the emotional problems that contribute to lapses and relapses. Each chapter focuses on techniques to help clients better manage the cycles of emotional disturbances and addictive behaviors and to reduce the harm they may cause.

I am a scientist-practitioner and trainer, and research guides my work. Most chapters cite relevant research. This information may help clients better understand why they are having difficulty changing, and it may help them to decide what steps they need to take.

Given the complexity of addictive behaviors, practitioners need to be flexible in working with clients. Moreover, despite the pressures of managed care, they need to develop long-term relationships with their clients. Although some clients are able to cut down or stop addictive behaviors relatively quickly, others continue to grapple with lapses and relapse throughout their lives. Clients have other problems as well, and when they encounter difficulties they need to be able to call on the practitioner, knowing that they have an experienced, empathetic person to whom to turn.

To change their behavior for the long-term, clients need to develop ways to withstand and override both the internal and external pressures to maintain the status quo. Being sensitive to the difficulty of changing amid these pressures is critical for both clients and their therapists. In addressing these issues, we come face to face with the fascinating areas of human consciousness, motivation, and intentionality. As we learn more about these topics and gain a better understanding of some of these age-old human mysteries, we will be able to be of greater help to our clients.
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I

KEY PRINCIPLES AND TECHNIQUES




1 THE STAGES OF CHANGE

Our life is shaped by our mind; we become what we think.

—The Buddha

STAGES OF CHANGE MODEL

This book is about learning how to change behaviors that are very difficult to change. The Stages of Change Model (Prochaska and DiClemente 1982, Prochaska et al. 1992, 1994) provides a very useful way to conceptualize such change.

Stage I—Precontemplation

In the first stage, the client is not contemplating changing, hence the term, precontemplation. The client may be in this stage for many reasons. For example, she may be demoralized. She has tried to change her behavior many times before and always failed. Thus, she does not want to think about trying again. Or she may not think she has a problem. (Chapter 7 focuses on the various reasons the client may not be contemplating change and how to motivate her to consider changing.)

Stage II—Contemplation

After a while, something may happen to cause the client to begin to contemplate changing. This is Stage II. Perhaps she is arrested for driving while intoxicated, or a friend dies of lung cancer, or her husband threatens to leave her unless she gets some help. She begins to think about the pros and cons. Perhaps she would like to change, but it seems too hard. Stage II is characterized primarily by ambivalence.

One of my clients, Sara, had tried to stop drinking several times. Every time she went back to drinking, she felt so angry at herself, and everyone in her family was so disappointed, that she didn’t really want to try again. But she was thinking about it, and continued to think about it for two years.

Stage III—Preparation

For most people, changing an addictive behavior is a difficult and complex task, but their likelihood of success increases the more they prepare. The client may begin to look for a counselor or therapist, or she may buy self-help books or tapes. She may attend Alcoholics Anonymous (AA) meetings to see if she can find one she likes.

Stage IV—Action

Finally, the client decides to try to change. She decides what she wants to do, and she starts to do it. She may decide to cut down on the number of cigarettes she is smoking or to stop smoking entirely. She may decide to stop drinking completely or to drink only on the weekends. Such clients come to therapy when they have already started to change but are having difficulty sticking to their plan. Initially, they may not be ambivalent about changing, but they often reexperience the ambivalence of Stage II.

Stage V—Maintenance

After a period of time, the client may be able to think of herself as having moved to the maintenance stage. She finds it easier and easier to stick to her new pattern of behavior. There is no set time for moving from action (Stage IV) to maintenance (Stage V), and some people may recycle back to the precontemplation stage many times before being able to remain at the maintenance stage.

Stage VI—Termination

At the termination stage the client’s hard work is over. The new pattern of behavior is firmly implanted, and the client can consider herself “recovered.”

AA members never use the term recovered, preferring to call themselves “recovering alcoholics.” To them, it would be foolish to assume that their problems with alcohol are ever completely over. They know how easy it is to slip back to Stage I or II. Many AA members and some doctors and mental health professionals insist that no one ever recovers from alcohol dependence and that all participants must continue to attend AA meetings regularly for the rest of their lives. However, research now indicates that this is not true for all people (Hester and Miller 1995). For example, for other addictive behaviors, such as smoking, many ex-smokers have no desire whatsoever to smoke again.

ADVANTAGES OF THIS MODEL

This model has four main advantages:

1. It can help keep the client motivated. To help clients understand how to think about change, practitioners can address the stages of change and can give them a copy of the descriptions of the stages (Figure 1–1). Clients should be encouraged to think about change as a process with varius stages, and to accept that they may move through this process many times before they reach their treatment goals.
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Figure 1–1. Prochaska and DiClemente’s model of change.



 

2. It can help both the therapist and the client accept the possibility that change can stop and even go in reverse. When the client does lapse or relapse, she can see it as a normal part of the process, although perhaps discouraging and disappointing. Lapses and relapses are common, and the therapist should always be ready to help the client restart the process when the time is right.

3. It helps determine the therapeutic approach. Techniques that help the client maintain her change may not work well, and may actually do harm, when she is in the first three stages of change. Therapists do better, more effective therapy when they select cognitive, emotive, and behavioral techniques based on the client’s stage of change.

4. It helps prevent professional burnout. To many therapists success in the treatment of addictions requires client abstinence. Anything short of abstinence equals failure. However, no other complex biopsychosocial behavioral pattern or disease labors under such a demanding criterion. Clients are making progress if they move from one stage to the next.

Frank, a young man, was sent for therapy by his aunt. He had been jailed three times for getting into fights while drunk. He had a good job in construction, and his aunt thought that if he could get a handle on his drinking, he could probably live a fairly good life. In the first session, Frank made it clear that he thought therapy was stupid—definitely not something a man would do—but “I want to keep my aunt happy,” he said. “She’s done a lot for me. But she just doesn’t understand. All of my buddies drink. I really don’t drink too much.” He was clearly in Stage I, precontemplation, either because he genuinely did not realize he had a problem, especially given the norms of his fellow construction workers, or because he was in denial, perhaps afraid that if he tried to change he would lose his friends or not succeed and further upset his aunt.

However, by the end of the first session, Frank was beginning to think about the possibility of modifying his drinking behavior. He was not sure that he wanted to do anything, but he acknowledged that he had gotten into a lot of trouble as the result of drinking and that that was not true for the majority of his friends. So perhaps he could learn to drink less and still keep his friends. The idea that his behavior might have anything to do with anger, perhaps at his father who had abandoned him when he was 5, didn’t make any sense to him, but he did acknowledge that learning how to drink less might be helpful. Thus, he moved from Stage I to Stage II in one session, and he was contemplating changing some of his behavioral patterns.

With clients who have multiple problems—two or three addictions, posttraumatic stress, anxiety, depression, no job, and few friends—each of the goals in therapy can be conceptualized in terms of the stages of change. Each change will move through a number of stages. Many changes will include hesitant, fitful starts, perhaps many failures, and, eventually, more sustained success. Conceptualizing change as a series of stages and as a recursive process helps therapists work patiently with clients on each of their interlocking and overlapping problems.

THREE TYPES OF CLIENTS

It is often possible within a few minutes and with a few questions to determine what stage of change the client is in for any particular problem. For clinical purposes, three types of clients can be delineated:

• Type I clients are in Stage I. They have probably been sent to therapy, rather than coming of their own volition. They do not admit to having a problem.

• Type II clients are in Stages II and III. They are usually ambivalent. They often acknowledge that they have a problem, but they are not sure what, if anything, they want to do about it. Part of preparing for changing is being in therapy to explore their options.

• Type III clients are in Stage IV or V. They know they want to change. They are not ambivalent. They want help in maintaining the progress they have made so far or in starting again.

This way of conceptualizing clients and their problems helps the therapist determine how to work. However, clients often have more than one problem, and usually they are not in the same stage of change on each problem. For example, the client may be a Type III client regarding his heroin problem. He wants to stop using. But he is a Type I client regarding smoking cigarettes. He has no interest in cutting down or stopping.

THE BASIC ABC MODEL

When Ken, a tall, heavyset man, first entered my office, he looked tired and worn out. After having devoted over 25 years to a large, well-known insurance company, he was laid off at age 52 when the company downsized his department. Since that time he had been drinking during the day and smoking marijuana almost every night. He could not accept being treated so badly by his company after so many years of service. He alternated between rage and depression. He could not see how he could get another job, especially at his income level. His wife was trying to find work, but after many years out of the work force, it was not easy. Their only child was a college student studying to be an accountant. He lived at home and worked as a temp doing word processing, and thus was able to cover his personal and school expenses. Ken helped with tuition.

We will return to Ken shortly. The basic theory underlying all cognitive behavioral theories of psychological behavior, including addictions, is expressed in Ellis’s ABC format (Ellis 1962, 1995, Ellis and Dryden 1997, Ellis et al. 1988): A stands for an activating event or adversity, perhaps a potential “trigger”; B stands for the beliefs or thoughts a person has about the A; and C stands for the consequences—what a person feels, thinks, or does as a result of the A and the B’s.

Fundamentally, cognitive-behavioral therapy (CBT) and rational emotive behavioral therapy (REBT) assert that, except in some limited circumstances, A’s do not cause C’s. Human beings, with their beliefs, in effect stand between the A and the C, thinking about, interpreting, and evaluating what is happening, has happened, or might happen. It is these thoughts, the B’s—made up of interpretations and evaluations—and not the A’s that cause the C’s.

According to Ellis’s basic model and those of other major cognitive-behavioral theorists (Beck 1976, Mahoney 1991, Meichenbaum 1977), Ken’s company’s behavior cannot make him angry or drive him to drink. It may contribute to his anger or his drinking. However, it is what he thinks about and how he evaluates his company’s behavior that determines how he feels and what he does. The problem resides primarily in his underlying pattern of thinking or core beliefs, an idea shared by the Epicureans and Stoics, and to some degree by ancient Eastern thinkers like the Buddha, as well as modern thinkers such as Khrisnamurti (1972, 1989).

According to Ellis’s model, thinking is sometimes rational and sometimes irrational. Words like irrational and rational have specialized meanings in other settings, for example, in philosophical arguments (Dryden and Still 1998). However, in REBT irrational means that something does not make sense given the context and a person’s goals and values. Such beliefs are also sometimes called “unhelpful,” “self-destructive,” or “dysfunctional.” Consequently, clients’ goals and values have a central role in determining if their beliefs are irrational or rational. If two clients have very different goals, the same belief may be rational for one but irrational for the other.

Two students, Liam and Jim, are studying for an exam. Liam likes to gamble, but frequently gets into trouble when he goes to a casino. He stays too long and spends too much. He also often uses gambling as a way to avoid studying. Jim is quite different. He is a bit of a loner and has grappled with low-grade depression (dysthymia) for much of his life. He rarely goes out and studies more than he probably needs to considering that he always gets A’s on his exams. In the past, he has often used studying to avoid social interactions even though he realizes that is not in his best interest. He has consistently put his goal of getting good grades ahead of his goals to become a better socializer and to have a fuller, happier life. He now knows that this contributes to his dysthymia, and that his low social skills may interfere also with another of his goals, to become a successful doctor. He has been in therapy to try to become generally happier in his life. As part of that work, he has decided on the following rule: “If I get an invitation to go out, I will never decline it.”

One Thursday evening, a friend calls and says, “Hey, I’m going with a bunch of guys to Foxwood Casino. Want to come?” If Liam declines to go, thinking, If I go out, I won’t get enough studying done, that may be completely rational (and reasonable). For Jim, however, that is probably irrational, part of Jim’s cluster of knee-jerk, automatic beliefs, including, “Socializing makes me uncomfortable, and I don’t want to be uncomfortable tonight.”

Hidden, Irrational Beliefs

Frequently, clients reveal only the rational parts of their beliefs. Part of the therapist’s job is to help clients uncover the hidden, irrational parts, or to give voice to thoughts that they are not aware of and that may never have been expressed in words. These parts may have a powerful, controlling role in the clients’ lives. Jim genuinely does feel uncomfortable socializing and he may genuinely not want to feel uncomfortable tonight. But if he declines the invitation—and violates his decision to go out whenever invited—it may be because, without being aware of it, the apparently rational beliefs have two quite powerful irrational beliefs behind them: “Socializing makes me uncomfortable, and I can’t stand being uncomfortable when people can see me.” The second part is the irrational part. First, of course, he could “stand it.” Second, such a belief will undermine his attempts to reach his goals.

Now let’s consider: “I don’t want to be uncomfortable tonight, and I have to get what I want.” The first part is perfectly rational if his goal is to avoid discomfort—a legitimate goal in most cases, but not necessarily for Jim in this situation. However, it is clearly irrational for him to think “I have to get what I want.” That is the stereotypical thinking of a 2-year-old.

Let’s return to Ken’s example. Six months after therapy began, Ken started working for a group of real estate development lawyers. One lawyer in particular was a difficult person to work with, a fact well known throughout the firm. One late Thursday afternoon, this lawyer could not understand a point Ken was making, and suddenly lashed out at him in front of some of the other men working on the project. In the following ABC layout, it is not assumed that Ken would actually say to himself the beliefs listed. However, it is hypothesized that he thought along those lines. He may not have actually put the thoughts into words or been aware that he was thinking such thoughts, but that is the job of therapy—to help him become more aware of how he thinks in such situations and to give words his underlying beliefs.

The activating event (A) was that the lawyer criticized him in front of his colleagues. Here are some of Ken’s possible underlying thoughts/beliefs (B’s):

1. I hate it when I get yelled at.

2. It’s one of the most humiliating things in the world.

3. I would have liked to have smashed him to pieces right there on the spot.

4. I want a drink.

5. A drink will make me feel better.

6. I have to have a drink.

7. I can’t stand being criticized.

8. I have to get out of here.

9. He shouldn’t have criticized me in front of my co-workers.

10. When someone yells at me, I never know what to say (like I should).

11. I should get another job.

12. I’m such a jerk.

Here are some possible consequences (C’s): rage, anxiety, fear, humiliation, shame, and depression; leaving the office before quitting time; and going to a bar and having a drink.

Some of the B’s listed are rational and some irrational. According to the model, irrational beliefs lead to unhelpful feelings and behaviors and rational ones lead to helpful feelings and behaviors. If Ken’s plan is to stop drinking, some beliefs will probably undermine that plan but some will not. Which beliefs are rational and which are irrational?


1. “I hate it when I get yelled at” is rational. It states a fact. But Ken probably is really thinking, “I hate when I get yelled at, and getting yelled at is something that shouldn’t happen to me. I can’t stand getting yelled at. It is intolerable.”

2. “It’s one of the most humiliating things in the world” may seem rational to Ken but not to other people who would find many other things much more humiliating. It does not have to create problems for Ken unless he adds, “humiliating things should never happen to me” or “I can’t stand it.”

3. “I would have liked to have smashed him to pieces right there on the spot” is not irrational. It expresses one of the things Ken would have liked to have done. But it will only lead to trouble if he adds, “I have to do what I like. I can’t stand doing nothing,” and acts on these thoughts.

4. “I want a drink” is not irrational. It reflects Ken’s preference for a drink and for relief, which he expects that a drink will provide. But hidden alongside the thought “I want a drink” is probably the thought, “I have to have a drink” or “I want a drink, and I have to have what I want.” He probably further angered himself by adding even hotter thoughts, such as “It’s not fair” and “I should be able to have what I want when I want it,” which make him feel righteous and rebellious.

5. “A drink will make me feel better” is clearly rational because it is true. But he is probably really thinking, “A drink will make me feel better, and I have to feel better. I can’t stand how I feel.”

6. “I have to have a drink” is not rational. He may want to (in the sense of preferring to) have a drink, but he does not have to have a drink.

7. “I can’t stand being criticized” is clearly irrational. Of course he can stand it. But being criticized was about one of the worst things that could happen to Ken. He could stand a lot of things in a lot of different situations, but being criticized, especially in front of other people, was not one of them. It pushed some very old, very sensitive buttons. Thinking “I can’t stand it” usually made him feel even more upset—desperate, hopeless, helpless, angry, and anxious.

8. “I have to get out of here” is also irrational, and underlying this belief is probably the equally irrational belief, “I can’t stand it here.”

9. “He shouldn’t have criticized me in front of my coworkers” is a little trickier. If Ken means, “If my boss wants to be considered professional by his subordinates, he shouldn’t criticize them in front of each other,” then that is a “conditional should.” In other words, to achieve one condition, to be perceived as professional by his subordinates, Ken’s boss has to behave in a certain way. But if Ken means “he shouldn’t” because it’s bad and wrong, and bad and wrong things should never happen, that way of thinking is clearly irrational. Ellis calls it Jehovian thinking because he is acting as if he is the Old Testament God Jehovah.

10. “When someone yells at me, I never know what to say” is perhaps correct for Ken. He is bad at responding in an effective manner when someone yells at him. But he is probably upsetting himself by adding “. . . like I should.” That is, he is really thinking, “When someone yells at me, I never know what to say, like I should.” He has escalated a preference—“I would like to be better at arguing back when someone yells at me”—to a demand—“I must be better.” Perhaps Ken grew up in an alcoholic family and his father always intimidated everyone in the family. Ken never learned how to argue back because whenever he tried, he never won. Sometimes he was physically beaten. So now, whenever he gets yelled at, other thoughts go through his mind (although perhaps not in verbal form): “I can’t stand being yelled at. I hated it when Dad yelled at me, and especially when he yelled at Mom. I never could stop him. I should have been able to do something. What was wrong with me?” These ideas/beliefs make it even more difficult for Ken to cope with being yelled at as an adult. It is much easier for him to think “I can’t stand it” than “I don’t like being yelled at, but it’s not the end of the world. I don’t think bosses should yell at subordinates in front of their co-workers, but I’m not the first person. He has done it to other people before. He will probably do it again. Man, I hate it, but I better keep my mouth shut. I hope I can eventually get a better job.”

11. “I should get another job” is not irrational if Ken has a conditional should in mind: “I should get another job if I want to be happier at work. I really don’t like working at this kind of firm.”

12. “I’m such a jerk” is clearly an overgeneralization. He may have acted like a jerk when he went to the bar, but his actions do not make him a jerk.



According to the model, different beliefs give rise to different emotions. Some of those emotions may be not only negative but also destructive, unhelpful, unhealthy, or dysfunctional; that is, they interfere with Ken’s accomplishing his goals. But each of these words will be given meaning (or “construed,” to use the current term) by the therapist and the client working together. The client’s goals, values, and culture—in interaction with the therapist’s goals, values, and culture—ultimately determine how words are given meaning and used in therapy.

ENHANCED MODELS

Innovative therapists and researchers have modified the basic model, suggesting other ways of conceptualizing the B’s and focusing on factors that affect the beliefs people hold onto and the way those beliefs may have been implanted or adopted in the first place. Beck (1976, Beck et al. 1993) proposes that “automatic thoughts” create most psychological disturbances. He does not see demandingness or exaggerating the negative (Ellis’s “awfulizing”) as essentially more damaging than “personalizing” or “all-or-nothing-thinking.” Mahoney (1991) suggests that humans “construct” the meaning of events and that it is these constructions that affect what occurs at C. Young (1994, Greenwald and Young 1998) suggests complex “schemas” underlie B’s and play a major role in affecting the C’s. Linehan’s dialectical behavior therapy (DBT) (Linehan 1993ab, Robins 1999) is perhaps the closest to REBT in that both emphasize the importance of working on acceptance of self and the world while at the same time working on developing the skills necessary to better regulate emotions, tolerate “frustration” (Ellis) or “distress” (Linehan), and pursue one’s goals. Linehan bases the acceptance part of her approach on Zen Buddhism, while Ellis initially based the acceptance part of his therapeutic approach on Stoicism. However, much of his writing is more akin to Buddhist thinking than to Stoicism. One major difference is that Linehan has made behaviors that interfere or interrupt therapy the second most important focus of her approach.

Keep It Simple

The acronym KISS, standing for “Keep it simple, stupid,” was popular in World War II. It was designed to remind officers and strategic planners to keep things simple because, under the pressure of combat, human beings could not think straight. Keeping it simple was the best way to save lives.

In the midst of a crisis or an intense urge, most people cannot think straight. Under these circumstances, clients do not need a wide variety of techniques. In fact, some research suggests that attempting to teach clients too many techniques leads to poorer outomes (Brownell et al. 1986, Project MATCH Research Group 1997a).

Many of the various CBT and CBT-like models have interesting points to make. However, the precise model the therapist uses may not matter much to clients. Ideally, they will learn a few approaches that they can use. These techniques may be very simple, but they may have a large impact, helping clients move forward toward fulfilling their goals. Besides teaching them techniques that may help them better manage their problems, what may be most valuable to and appreciated by clients is that someone is listening. They are not alone in this sometimes terrifying world. There is someone they can turn to for support, advice, and help.

No doubt, the simple ABC model does not completely or accurately portray the complexities of human biopsychosocial life. It is a heuristic tool to help clients make sense of what is happening when they are confused, frustrated, and upset. But it works well. Although many of the newer theories may make insightful additions to the basic model, I think it is the very simplicity of the ABC model that will cause it to endure. It gives many clients a sense of “self-efficacy” (Bandura 1997). It helps them understand what is happening to them and respond more effectively to the A’s in their lives. It can also be very helpful to the therapist in working effectively with clients and in handling the inevitable frustrations of doing therapy.


RESEARCH NOTE

The success rate for the treatment of addictions is comparable with that of other chronic illnesses (O’Brien and McLellan 1998), ranging for alcoholism from 40 to 70 percent; for opiate dependence, from 50 to 80 percent; for cocaine dependence, from 50 to 60 percent; and for nicotine dependence, from 20 to 40 percent.
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Figure 1–2. The “Intoxication Equals Worthlessness” Pattern



THE MODEL APPLIED TO ADDICTIONS

How the therapist conceptualizes addictive behaviors affects the treatment of his or her clients. It affects what techniques are used and how the therapist views the clients as human beings. Chapter 3 discusses the many possible ways of conceptualizing the factors contributing to addictive behaviors. Below we will consider some models and the way client beliefs play a role.

Ellis and his associates (1988) offer several schemas. Figure 1–2 outlines what may occur if a client believes that drinking makes her a worthless human being. The activating event is a drinking episode. This A is followed by a number of negative consequences, which stimulate various irrational beliefs (B’s) concerning the drinking episode: “I must stop and I am no good if I do not.” Underlying this demanding belief is the tendency to link her evaluation of her self with her evaluation of her behavior. Drinking is contemptible behavior, so she is contemptible.

In addition, she thinks, “I am a drinker and therefore can’t stop.” Here she labels herself. Although “I am a drinker” is true, other unstated, even more powerful beliefs often hide just beneath the surface: “That defines who I am and that is all I am, and because that is all I am”—clearly a cognitive distortion—“I can’t stop.”

Such beliefs/thoughts easily lead to new C’s—hopelessness and depression. Two pathways then exist: According to Ellis and colleagues (1988, p. 34), the client may “dispute [her] irrational beliefs about drinking,” which has the effect of changing her depression into only disappointment and leads to her deciding not to drink more. Or the client may lack the skills necessary to effectively cope with her irrational thoughts and feelings of hopelessness and depression. Hence, she becomes more emotionally upset. Then her expectation that alcohol will stop the discomfort kicks in. Coupled with her desire to end the emotional discomfort quickly, she decides to drink.

Discomfort anxiety and low frustration tolerance are central to REBT’s theory of addictions. After numerous sessions with clients, Ellis (1978–1979) noticed that many had great difficulty labeling the feeling they experience when (1) they anticipate that they are not going to be able to do what they want to do, or (2) that they are going to have to do something they do not want to do. Anyone who has decided not to drink and then watches others drinking at a wedding or business meeting knows the feeling. Or anyone who has decided not to eat dessert and then sits watching his companion eat a moist slice of chocolate cake knows the feeling. Discomfort anxiety may also manifest itself when we think about forcing ourselves to do something we do not want to do, such as exercising or paying taxes. Discomfort anxiety is often mixed in with guilt, shame, and self-condemnation, all of which may lead to depression.

Some clients in some (or many) situations demonstrate a very low tolerance for frustration, low frustration tolerance (LFT). They may not demonstrate LFT in all settings. They may easily run marathons or take care of an aging parent, both of which require a high tolerance for frustration. But they may convince themselves that they cannot tolerate the frustration and discomfort associated with not having a drink at certain times of the day or in certain settings or given certain circumstances.

Ellis and colleagues (1988) hypothesize that many therapists (and clients) miss the importance of discomfort anxiety and low frustration tolerance for a variety of reasons. First, clients move very quickly to eliminate it. Consequently, they do not report it. Instead, they report that they were very angry over a fight with their wife or that they felt lonely or depressed. They do not notice and do not report the feelings that they experience when they could not get immediate relief. Therapists also often ask clients how they feel. Clients tell them how they feel at that moment, after the lapse or relapse. But discomfort anxiety occurs before the lapse or relapse. To uncover the role of discomfort anxiety, therapists must be careful to focus on what occurs right before a lapse or relapse. In this book, I make a distinction between working on “pre-AB’s,” the activating events and beliefs preceding a lapse or relapse, and on “post-BC’s,” the beliefs and feelings after a lapse or relapse (see Chapter 2).

Figure 1–3 illustrates the role of discomfort anxiety and LFT. Another schema (Figure 1–4) offers what the model suggests may occur if a client has a “sensation-seeking personality.”

According to the model, breaking these patterns requires a combination of factors: (1) an increase in a client’s know-how (e.g., learning new cognitive, emotive, and behavioral techniques), (2) a change in the client’s sense of mastery or control (self-efficacy); and (3) a change in the way the client perceives and interprets lapses and relapses.

Marlatt (1985a) proposes the following model (see p. 22) of the process leading to a full-blown relapse (Figure 1–5). The client may engage in an effective coping response that will lead to greater self-efficacy, which Marlatt (1985a) defines as “the individual’s perception of his or her ability to cope with prospective high-risk situations” (p. 128) and “a person’s subjective sense of mastery or control over temptations or urges to engage in the taboo behavior” (p. 132). If the client does not respond with an effective coping response, his decreased sense of self-efficacy coupled with his expectation that taking the drug will have a positive effect may lead to a lapse, the initial use of the substance. The abstinence violation effect (AVE) (Marlatt 1985a), which I also call the “Häagen Dazs effect,” refers to the fact that some people, once having started a pint of Häagen Dazs think, “Oh, what the heck. It doesn’t matter now. I’ve blown my diet [or abstinence]. I might as well eat the whole thing [or drink the whole bottle].” In other words, many people hold an all-or-nothing belief, which contributes to lapses becoming full relapses.
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Figure 1–3. The abstinence and low frustration tolerance (LFT) pattern.
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Figure 1–4. The demand for excitement pattern.



Beck and his associates (1993) offer a model focusing on the various kinds of beliefs—addictive, anticipatory, and facilitating (or permissive)—that contribute to an addictive episode (Figure 1–6). The authors note that “cognitive therapy is aimed at modifying each of the categories of beliefs, anticipatory and permissive, as well as the underlying core beliefs (e.g., ‘I am trapped’) that potentiate these drug-related beliefs” (pp. 47–48). They go on to note that “craving . . . seems to arise as a reflex reaction to the stimulus. However, the situation does not directly ‘cause’ the craving: Interposed between the stimulus and the craving is a drug-related belief that is activated by the situation and an automatic thought derived from this belief’ (p. 48).
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Figure 1–5. A cognitive–behavioral model of the relapse process. (Marlatt and Gordon 1985, p. 38, copyright © The Guilford Press and reprinted by permission.)
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Figure 1–6. (Complete model of substrance use. (Beck et al. 1993, p. 47, copyright © The Guilford Press and reprinted by permission.)



The authors provide a concrete example (Figure 1–7): The authors note, “The sequence proceeds so rapidly that it is often viewed as a ‘conditioned reflex.’ The automatic thought, in particular, seems to be almost instantaneous and can be captured only if the patient learns to focus on the chain of events” (p. 48).

THE INTERACTIVE, SPIRALING NATURE OF A’S, B’S, AND C’S

C’s Frequently Become New A’s

The circular nature of the above model reflects the fact that C’s, consequences, can and often do become new A’s, activating events. Therapists must have a sense of the time line of events—first, what happened; second, what the client thought; and third, how that affected his subsequent thoughts, feelings, and actions. The following three scenarios may help illustrate this point.
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Figure 1–7. Example of Les’s drug-using sequence. (Beck et al. 1993, p. 48, copyright © The Guilford Press and reprinted by permission.)



Suppose the client, Fred, goes out, gets drunk, wrecks his car, and gets a DWI summons. In working with him, the therapist discovers that he is damning himself and creating all sorts of feelings of shame and hopelessness, as outlined in Scenario I below. The therapist may then see that the consequences, C1, are becoming a new set of activating events, A2, and that Fred is on the verge of telling himself (and perhaps the therapist) that he can’t stand it anymore. He feels completely despairing and helpless about being unable to change his very torturous situation. He is tired of listening to the self-critical voices in his head. If he continues in this pattern, he will drink before the night is out, which, in turn, will become a new activating event, A3.

At some point, Fred may decide to try to stop. He may even resolve never to drink again. But often, after a given amount of time, a new activating event or adversity will come up. And he will probably not be prepared for the discomfort anxiety that immediately develops when he tries to adhere to his decision not to drink.

C3 becomes a new A and the cycle of drinking, self-recriminations, anxiety, rage, and more drinking continues. However, in therapy Fred may become aware that discomfort anxiety is a major obstacle and that it accompanies most behavioral change. He may begin to doubt the wisdom or effectiveness of his usual pattern of self-recriminations and self-berating. Thus, scenario II may change to look like the schema in scenario III.
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Such a change in thinking is usually not sufficient. Other changes in the environment and in his relationships will also have to occur. However, the fact that he begins to see a way of affecting his thinking, feeling, and behavior may help him make changes in these other aspects of his life as well.


RESEARCH NOTE

Is it stress or how the client thinks about stress that contributes to lapses and relapses? In their study, Hutchinson and colleagues (1998) combined irrational thinking, impulsivity, and compulsivity into one scale, the irrational-coping scale. They theorized that impulsive and compulsive behaviors were both forms of self-misregulation and that clients who have alcohol-related problems “encode stressful situations in an irrational fashion and use self-defeating mechanisms (i.e., impulsive and compulsive patterns) to deal with these ‘awful’ situations” (p. 70). They note that “irrational coping had a substantial impact on alcohol problems, even above the influence of depression. Stress did not account for an additional amount of significant explained variance” (p. 69, my emphasis). Hence, as they hypothesize, it may be irrational thinking about stress combined with a tendency to use impulsive and compulsive coping behaviors rather than stress by itself that leads to problems with drinking.



OTHER IMPORTANT ISSUES

Frequency, Duration, and Intensity—Another Way to Measure Success

Behavioral change can be looked at in terms of three criteria: frequency, duration, and intensity (FDI). For example, if the client reduces the number of drinking days per month, that is a change in frequency, and that represents progress. If he used to drink for at least five days straight when he relapsed before, but this time stopped after an evening of drinking, that is a change in duration and represents progress of a different kind. If the client reduces the number of drinks consumed in an hour or in a day, that is a change in intensity, and it represents progress as well. Similarly, if the client has less frequent panic attacks, that is progress. If an attack occurs but doesn’t last as long, that is progress. If it is only half as intense, that is also progress.

For many clients and their friends and family, success is measured only in terms of abstinence. But this measure does not take into account the complexity of addictive behaviors (and most other human behaviors, as well) or the difficulties inherent in change or the way change usually occurs (slowly and with many movements backward and forward). Researchers do not look at progress in an all-or-nothing manner (Project MATCH Research Group 1997a).

Thinking of change in terms of FDI may keep clients working toward greater positive change without getting demoralized and quitting. They do not have to face an all-or-nothing challenge.

The Why and the How

Working as a therapist involves a combination of science and art. Scientific research over the past fifty years has shown that many techniques work, but learning how to use them effectively with a diverse clientele requires the sensibilities of an artist.

In the past, people went to psychoanalysts in the hope that gaining insight into the functioning of their unconscious and conscious mind would permit them to live happier, fuller lives. Many people found and continue to find psychoanalysis helpful. My clients come for similar reasons, but I see myself as someone who has studied and continues to study how to help people change specific behavioral patterns. Understanding why is not sufficient. Insight often helps encourage and motivate clients to engage in the process of change, but they also want to know how.

After I explain this approach, my clients often give me a look of relief. They want help, and they have been worried that we would have to spend many sessions talking about their mother and their childhood. They didn’t think that would help. But they had an idea of what therapy was like, and were resigned to having to go that route. Thus, they are relieved to know that I am not going to spend a great deal of time asking them to think about their past. I am going to focus on learning how to change.

However, I do not believe that searching for the roots of a behavioral pattern is a waste of time. It is true that even if we try to understand the roots of the problem, we may never be able to fathom what really happened or how it had an impact on our lives. Perhaps we were born that way. But my experience suggests that understanding why has tremendous therapeutic and motivational value: Understanding why helps people develop a more compassionate, accepting attitude toward their problems and toward the process of change. Many clients grappling with addictions are racked with guilt, shame, and depression. Their problems are often chronic, and relapses are common. Blaming themselves contributes to longer, more destructive relapses. Understanding stimulates compassion and acceptance, which, in turn, help clients stay the course. Moreover, clients may be more willing to return to therapy when they believe the therapist understands them, helps them feel better, respects the complexity of their problems, and makes it easier for them to accept themselves with their problems and to try again.

Understanding why also may increase clients’ motivation to change. Knowing how to change is not sufficient. They have to want to change. Once they better understand the roots of their problems, they may be motivated to transcend those roots. Perhaps this occurs because most people do not like to be controlled, not only by others but also by their conditioning and their past. If a client has a hypothesis about how she “got that way,” she may become more motivated to undo what contributes to her misery.

I was recently working with a woman who said she thought she had an inordinate fear of being abandoned. She said she thought everyone had a fear of abandonment, but hers was extraordinary. She also thought that it caused her to get into bad relationships and to use sex and drugs to cope with her constant anxiety. It was our second session, and I already knew that she was the oldest child in the family. “Did your mother lose any children before you?” I asked. She looked at me surprised and then said, “Yes. Before I was born, she had three miscarriages. And there was a daughter before me who died at about six months of age. I think she had diarrhea on and off and never gained weight. Finally, she died. No one has ever talked about it in the family, but I know about it because my godmother told me.”

I, too, was surprised. Perhaps my hypothesis, only one of several that I was entertaining at the moment, had merit. “Isn’t it possible,” I said to her, “but this is only a hypothesis, that when you finally arrived, you were extraordinarily precious, even more so than most babies are to their mother. And your mother was constantly anxious that somehow her tie with you would be severed? Day after day, even when she held you close to her, she had this sense of dread. And you picked that up. A fear that somehow the world was threatening and particularly that there was always a chance you would be separated from your mother. Perhaps it is at the root of your unusually strong fear of abandonment—and your belief that you have to always be with a man and hold on to him no matter what or numb yourself with alcohol and drugs if that is not a possibility.”

I looked at her to see if what I had said made any sense. She looked a bit stunned. Of course, my hypothesis could be completely wrong, but it has helped her begin to accept herself with her anxiety. In the past, she always looked for a way to get rid of it, even if she knew the way she chose was not really what she wanted to do in the medium and long run. Now the amount of anxiety she feels has decreased, perhaps because she does not evaluate it in such a powerfully negative manner. Helping her understand Why (or at least hypothesize why) appeared to make her more receptive to working with me and to exploring the how.


Caution 1: Some clients, especially those in Stage IV, want help only with the how. They are fully motivated and often want to know how to change without lapses and relapses. In such cases, exploring why may be a waste of their time and money.

Caution 2: Other clients, often those who are ambivalent about changing, will spend the entire session relating one story after another. They love to talk about what happened (the activating events, the A’s) but are hesitant to look at what role they themselves may have had in creating the C’s, the consequences. If this occurs often, therapists may want to suggest spending half of each session trying to understand the why and half on figuring out how to better cope with what is happening. Clients may want to spend the whole session talking, driven by an underlying belief that the therapist has to understand what happened, and sticking to the agreed time may create more problems than it solves.



People Live in Space and Time

As humans, we are not alone in our ability to analyze situations and change our behavior accordingly. Viruses, dogs, and trees, to name only a few of the organisms on this planet, can all do that. But we are capable of something much more powerful than thinking. We can think about our thinking. We can reflect on our actions, both past and future. Unlike most other organisms, actions we take are affected by our awareness of our place not only in space but also, and often more importantly, in time. It is in this sense that we can say we live primarily in time. We are always thinking about the future and the past. And we are often more affected by what we think is going to happen and what has happened than what is happening at this very moment: “If I don’t take some Valium, I think I’m going to die.” “I can’t believe how stupidly I behaved. I need a drink.” “I hate being alone. What’s wrong with me? I’ll never find a good boyfriend.”

Each time we think about what we have done, we can condemn ourselves for behaving so stupidly, feeling ashamed and humiliated all over again. Or if we remember how someone hurt us, we can feel the anger seethe up inside us all over again. But we do not live just in the past. We can also imagine the way we may behave in the future and fill ourselves with anticipatory shame and humiliation.

Our ability to reflect holds the seeds of great accomplishments as well as of searing self-criticism, doubt, shame, and guilt. We can paint pictures, design buildings, and write books. More importantly, we can reflect on how we behaved in the past and change our behaviors. In sum, we can reflect and envision, rejoice and regret, praise and condemn, inspire and delude ourselves—all because of our ability to think about our thinking, feelings, and behaviors both in the past and in the future.

Changing addictive behaviors is particularly difficult because we are not always clear about what we want most, a better near-term future or a better medium-term and long-term future. Do we want to feel better now (meaning very soon in the future) or later? In addition, we have an immense capacity to delude ourselves, to pretend, and to avoid. We also forget. We not only forget (or pretend to forget) what really happened the last time we gambled or drank or used drugs, but we also forget what we want in the long term, or decide it is not worth it or is unobtainable. Our perceptions, interpretations, and evaluations of what will happen over time become critical as we help clients grapple with addictive behaviors. Karniol and Ross (1996) present some interesting insights into the very important issue of the perceived impact of consequences over time on human behavior. They note, for example, that “possible futures differ on three major dimensions: positivity (i.e., Does the future hold good or bad outcomes?); controllability (i.e., Can one influence one’s future outcomes?); and temporal distance (i.e., How far away is the envisaged future?)” (p. 595).

Wanting and Liking: Are They the Same?

In an experiment, Lamb and associates (1991) put recovered heroin addicts in four experimental conditions. By pushing a lever, they would receive an injection of (1) a saline solution, (2) a weak morphine solution, (3) a moderately strong morphine solution, or (4) a strong morphine solution. The results: It was not surprising that the subjects did not like the saline solution, and, after a while, stopped pressing the lever. It was also not surprising that they liked the intermediate and rich solutions and continued to press the lever in each case. However, surprisingly, even though they said that they did not like the weak solution (they rated it as “empty and worthless” just like the saline solution), they kept pressing the lever—indicating that they still wanted it even though they said they did not like it.

Researchers Kent Berridge and Terry Robinson (1995) at the University of Michigan suggest that “wanting” and “liking” are not represented by the same processes in the brain. In their model, “wanting” results when certain neurobehavioral systems become sensitized, especially in the mesotelencephalic dopamine system.

The functioning of this system, like the functioning of other brain systems, is not directly accessible to us. However, a person’s behavior may provide a clue about her processing. We can tell, for example, that she can see something (can process visual input in her brain) by asking her to point at it or touch it. In brief, we can infer something about how her visual processes are operating by watching what she does.

Similarly, we may only be able to tell what her system is sensitized to—what she wants at some deep level—by watching her behavior. This may explain what is going on when we watch ourselves doing something because we want it, for example, lighting a cigarette, while another part of our brain is wondering, “Why are you doing that?!! You don’t even like it anymore.”

Could the two words like and want reflect the fact that two different neurochemical system are operating? Perhaps we learn (by reinforcement outside of our awareness) to want something even though, after a while, we say we don’t like it anymore.

THE IMPORTANCE OF RESEARCH

Cognitive-behavioral therapists generally relate to clients as if they are responsible human beings who can make their own choices and decisions. To make choices, however, clients need information. A client may be wondering: “What percentage of people get in trouble with alcohol?” “Can I cut down or do I have to stop?” “Can people learn to moderate their gambling?” “Will naltrexone stop my cravings for cocaine?” Therapists can help by providing the best, up-to-date, research-based information.

We are at an exciting time in the addictions field because we are acquiring more information daily, information that may be of help to clients. However, as with nutritional information over the past twenty years, some of this information may be incorrect. The research may be incomplete or flawed. Of greater importance, what is generally true based on the study of a large group of people may not be true for a specific person. Most people stung by a bee suffer only minor discomfort. Thus we can say that bee stings generally are not dangerous. But a few people die. Similarly, most people can drink alcohol, but some get into trouble of one kind or another because of it.

Providing clients with information that is as accurate as possible will help them make informed decisions regarding which treatment goals to pursue and which strategies and techniques to try. Here is a small sample of the information that I have found useful when working with clients. (Newsletter services, such as DATA, Brown University Digest of Addiction Theory and Application, review and summarize the most relevant recent research.)

The Problem

• According to the 1994 National Comorbidity Study, substance abuse/dependence is the most prevalent lifetime mental health disorder. Over a lifetime, 27 percent of the population will suffer from substance abuse; the current prevalence rate (the percentage of people who have been suffering from the problem in the past 12 months) is 11 percent. In contrast, 19 percent of the population will suffer from an affective disorder over their lifetime (11 percent currently); 25 percent will grapple with an anxiety disorder (17 percent currently) (Kessler et al. 1994).

• Comorbidity is the norm. 14.6 percent of people with anxiety disorders meet the criteria for lifetime alcohol or drug use disorder; 32 percent of people diagnosed with an affective disorder meet that criteria; rates often exceed 50 percent in acute psychiatric settings (Carey et al. 1999).

Treatment Works

• Twelve months after outpatient treatment, alcohol, marijuana, and cocaine use were all down at least 50 percent (Hubbard et al. 1997, based on the Drug Abuse Outcomes Study [DATOS] of 10,100 clients in over 100 treatment centers around the U.S.).

• Interviews with a subset of participants one year after three months of outpatient treatment found that heroin use was down by 56.2 percent (compared to the preadmission year); cocaine use, down 57.2 percent; marijuana use, down 76.3 percent; and alcohol use, down 65.1 percent. “Sexual behavior risk” and “predatory illegal acts” had also decreased by 53.8 percent and 64.3 percent, respectively (Hubbard et al. 1997).

• Project MATCH participants, regardless of the program they were involved in (twelve-step faciliation, motivational enhancement, or cognitive-behavioral coping skills therapy), showed improvement in number of days drinking and drinks per day. After 12 months, those who had been in inpatient facilities were 90 percent abstinent, compared to 20 percent before treatment (Project MATCH Research Group 1997a).


2 CORE TECHNIQUES

Psychologists who will be extant in the year 2000 will have to be . . . enormously more broadly trained than the subspecialized people turned out today.

—Gardner Murphy, 1969

“Psychology in the Year 2000,” in American Psychology

 

It is important to acknowledge that many clients have stumbled on or discovered techniques that work in the short run even though they often cause serious problems over the medium and long run. These “addictive techniques” have four appealing characteristics:

• The results are often very pleasurable in the short-run.

• They are easier and take less practice to learn.

• They work faster than cognitive-behavioral therapy/rational emotive behavioral therapy (CBT/REBT) techniques (“Liquor is quicker”).

• They almost always work.

Part of the therapist’s job is to motivate clients to substitute less pleasurable, sometimes less effective (in the short run) behaviors for very pleasurable, effective (in the short run) behaviors.

FIVE KEY CLINICAL TECHNIQUES

Four of the following five basic CBT/REBT techniques are primarily cognitive, but all five affect all three domains (cognitive, emotive, and behavioral):

• Developing a plan

• Teaching the ABC(DE) technique

• Doing a “time effects” analysis

• Role playing (and reverse role playing)

• Brainstorming

Developing a Plan

Ultimately, the most important step in managing addictive problems is developing and testing a plan and then figuring out how to stick to it. A plan describes what the client wants or intends to do over the next week or month. This technique is outlined, step by step, in greater detail in Chapter 8. Initially, the therapist and client decide on a plan for the coming week. The plan may be quite experimental, especially for a client who is not sure what he wants to do. Once they have decided on a plan, the therapist spends additional time exploring and deciding on strategies to help the client maintain the plan.

In future sessions, the therapist reviews how well the client was able to maintain the plan. Which techniques and strategies helped? Which did not? What happened when the client was unable to maintain the plan? What contributed to his breaking his plan? The therapist tries to get a better understanding of how the client derailed himself.

Session time should also be spent preparing and rehearsing for anticipated potential trigger situations. What can the client try to think, feel, and do to help himself maintain his plan?

As I discuss in much greater depth in Chapter 9, Type III clients know what they want to do. They have come to therapy for help in trying to abstain or to moderate their addictive behaviors. They want to reduce the number, duration, and intensity of lapses and relapses. The therapist can help them develop a plan and then test it out between sessions.

Type II clients, however, are unsure about what they want to do. The therapist can develop an experimental plan with them that will help them discover what they want to do. At the same time, they will reveal a great deal about their thinking regarding change, such as what their goals may be, what their beliefs are regarding working on and toward changing, and how much and hard they may be able to work. Figuring out a workable plan functions as a valuable ongoing assessment tool.

Clients with Type I problems are the most difficult to work with because they either do not acknowledge that they have a problem or they are not interested in changing it at this time. However, they may be motivated to work on another problem or to work on someone else’s problem. In each case, the stages of change model will help the therapist decide on how to proceed.

In general, the client should set up his plan at a time during the day or week when he is able to think straight. During a session may be a good time. Then the trick is to figure out how to maintain that plan when he is not feeling so rational—when he is tired or hungry or has a very strong urge and cannot think straight. For example, suppose he decides on a Sunday morning not to drink for a week. At 5:30 P.M. Sunday evening, he may not think and feel the way he thought and felt in the morning. What techniques will help him stick to his plan at that time?

Teaching the ABC(DE) Technique

Ellis’s famous ABC technique is relatively easy to learn and, as a result, is quite popular, not only with therapists but also with clients. The technique provides clients with a way to untangle the jumble of interacting, overlapping confused thoughts and dysfunctional feelings and behaviors. More importantly, it can help them figure out better ways to respond—instead of just reacting. In what he has called the first preventive, “psychological inoculation” program, Martin Seligman, a past president of the American Psychological Association, has shown that teaching teenagers the ABC technique significantly decreases the number who will get depressed during the two-year follow-up period (Jaycox et al. 1994).

The ABC technique can provide a client suffering from addictive behaviors with the beginnings of a feeling of control. If he gets into a tough situation in the coming week, an effective tool exists—a tool he can carry around in his head and use on the spot. Knowing he can do something other than his standard, addictive response will often begin to motivate him to try to do something differently.

It is very helpful to do ABCs in session and in writing. Then the therapist can give the sheet of paper to the client as he leaves (after making a copy for his files). The client can fill out one or two forms during the week and bring them to the next session (or fax or mail them to the therapist). These forms provide the therapist with a way to do ongoing assessments and a quick and direct way to see how the client thinks. Many of my clients are pleased that I really want to see how they grapple with their problems.

Doing a Generic ABC(DE)

It is not difficult to do an ABC, but clients need help in the beginning.

Step 1


Start at C (the Consequences). The therapist asks his client:

“What do you want to work on?”

“What would you like to talk about?”

“How are things going?”

“How are you feeling?”

“Bring me up to date. What’s been happening?”



Opening with “What do you want to work on?” immediately indicates that therapy is primarily for working on and managing problems. This opening is especially useful for clients who have been trained by other therapists to talk on and on about what has happened during the past week. However, other openings may be more appropriate for some clients, especially if they look as if they are already suffering from various pressures. “What would you like to talk about?” or “How are things going?” clearly is a gentler approach.

The minute my client Shirley walked into the office, I could see that she was depressed and angry. I started by saying, “What happened? You look upset.” She told me not only that she had been drinking since Saturday night but that she was very depressed. Thus, she gave me two consequences in the first minute of the session.

Step 2

Explore the A’s (the Activating events). The therapist tries to determine what the activating events prior to the lapse or relapse were. He could ask: “How did you convince yourself to drink? You also seem angry. Why are you feeling angry? What happened?”

Some clients initially have no idea why they relapsed. It takes considerable skill to figure out what occurred. I like to use the metaphor of a videotape. I want to create a videotape in my head (and in my client’s as well) of what occurred minute to minute, hour to hour, and sometimes day to day prior to the moment when she starting drinking or gambling or engaging in unsafe sex.

In Shirley’s case, she had spent Christmas with her family and was upset by how negative and critical her mother was, not just to her but to her sister as well. Some further questioning revealed that she had returned to her house “miserable” and had drunk an entire bottle of wine in one go.

Step 3

Uncover the B’s (the Beliefs). This is the tricky part. The therapist tries to help the client uncover what aspects of her thinking, feeling, and behavior contributed to the consequences. In the beginning of therapy, she probably will simply point to the A’s as causing the C’s. In this step, the therapist tries to help her begin to see the role of the B’s, her beliefs, in what happened.

In Shirley’s case, the therapist could ask:


“When you were driving home and just before you downed the bottle of wine, what were you thinking?” (Or “What were you telling yourself?” to use the common CBT/REBT phraseology.)

“How did you convince yourself that drinking was an okay solution?”

“Was there any debate?”

“Did you consider doing anything else?”



As I discussed in the previous chapter, REBT-ers frequently use the term irrational beliefs for thoughts that contributed to Shirley’s drinking (and to making herself rageful and depressed). Any belief that sabotages Shirley’s medium- and long-term goals is “irrational” in REBT terms. The therapist and client can use different terms, as long as the terms are helpful and clear to both of them, such as destructive beliefs, stinking thinking, unhealthy thoughts, dysfunctional thoughts, and unhelpful thoughts. Cognitive therapists usually use the terms cognitive distortions and automatic thoughts. (There are theoretical differences in the meaning of these terms, but most clients are not interested.)

Normally, clients think rationally at the same time that they are thinking irrationally. That is, rational and irrational components are mixed together and the therapist will have to listen carefully to help the client untangle them. (As I noted earlier, instead of “rational,” the therapist may use other terms, such as healthy beliefs, sensible beliefs, helpful thoughts, and helpful beliefs.)

Often the unhelpful or irrational part is hidden or the client is not aware of it. “I want a drink” is not irrational or even unhelpful. It may just be true. He wants a drink. But he may secretly be adding something else. The entire thought may be: “I want a drink, and I have to have what I want.” It is this combination of a simple, indisputable thought, “I want a drink” with an irrational belief, perhaps held over from early childhood, “I should get what I want when I want it” that may lead to addictive behaviors. The therapist’s job is to help clients uncover or discover the irrational or automatic beliefs lurking underneath the seemingly benign overt thoughts. Taken together they contribute to the client’s addictive behavior patterns.

Step 4

After identifying some of the beliefs that may be contributing to the client’s emotional disturbances and addictive behaviors, it is time to examine, question, challenge, and/or Dispute (hence the D in the expanded ABCDE model) the validity, helpfulness, rationality, and reasonableness of the various beliefs/feelings/behaviors that contributed to the C’s. (See Six Kinds of Disputing, below.)

Step 5

Look for new, more Effective (the E in the ABCDE model) ways of thinking, feeling, and behaving for the future.

Six Kinds of Disputing

There are more than six kinds of disputing, but we can start with six. In fact, many therapists tend to get stuck using only one or two kinds, and their therapy suffers as a result.

Functional

Functional disputing—perhaps it should be called “practical disputing”—focuses on the practical consequences of continuing to hold onto an irrational belief. The therapist might ask the client: “Given your goals and values, how does thinking that way help?” “If you want to succeed at your job and have been passed over for a promotion, how does repeating ‘It’s not fair. He’s such an asshole’ (referring to your boss or perhaps to the person who got the promotion) help? It will get you angrier. Is that in your best interest?”

Philosophical

Philosophical disputing focuses on the worst-case scenarios. If not getting a promotion means the client should look for another job, is that really the end of the world? “And why should your boss behave fairly? If your boss has always acted unfairly, is there any reason he should suddenly act differently? In fact, why should the world be fair? No doubt we would all prefer that unfair things did not happen, but we all know they do.”

Empirical

Empirical disputing, like empirical science, focuses on the evidence. “Is there any evidence that not getting promoted means you should look for another job? Perhaps you really are not ready, even though you believe you are. What is the evidence that you are ready for the promotion? What is the evidence that your boss has acted unfairly? If there is good evidence, is there any evidence that things should always go the way you think they should go?”

In the above examples, I have emphasized Socratic disputing, giving examples that rely on questioning. With some clients a more direct style may be best. This type of disputing is clearly more like teaching, so it is called didactic disputing. However, there is no reason to be confrontative with either style (see Thug Therapy, below). Teachers can be very gentle and understanding as they tell someone who has great difficulty with math how to solve a problem. Or they can sound harsh, irritated, and judgmental. As noted elsewhere, research does not support the old style of confrontation in the treatment of addictions (Miller 1995).

Humor and metaphors are also very effective when therapists help clients explore their beliefs. Humor lightens what can be a difficult and painful process. Metaphors enlighten in ways regular language cannot. We all use metaphors—“asshole,” “pig,” and much stronger ones—precisely because they are so powerful. For example, the therapist can suggest to the client that she think to herself whenever her boss begins to infuriate her, “He’s a giraffe” instead of “He’s such an asshole.” Of course, giraffe is a much cooler word. That is, it probably triggers much cooler associations in the brain. Giraffes will never change. They will always have long necks and they will always eat leaves off the high branches of trees. And the client’s boss is probably going to always behave the way he does. That’s it. The client cannot change that. She can try to accept it, but she cannot change it. Thinking of her boss as a giraffe may help her to accept that fact in a cooler, more rational manner.

Thug Therapy

Just because the therapist thinks he sees what is irrational about a client’s thinking does not mean that it is therapeutically wise to immediately dispute her belief. Some therapists and counselors—especially men—attracted to CBT and REBT occasionally slip into doing what I call thug therapy. They beat clients over the head disputing their irrational beliefs. If the clients cannot see the crookedness in their thinking, the therapists will show them. Women clients may recognize this as a typical male syndrome: such therapists do not listen very well, they don’t empathize, and they get irritated if the client disagrees with them.

Ellis favors the word dispute, partly because he believes therapists and clients had better actively and vigorously go after their irrational thinking. Dispute is a fine word, but therapists can also examine, question, or evaluate a belief with the client. Better yet, therapists can help clients learn to do it on their own.

Finally, some therapists, following an older version of the medical model, may think they have a responsibility to “cure” their patient. They are attracted to CBT and REBT but apply the techniques in an overzealous manner. Others, again mostly men, try to imitate what they see in Ellis’s style. But they leave out the subtleties, the sense of humor, and the complete lack of investment in solving a client’s problems that characterize Ellis’s personal approach.

On the other hand, simply being heard and gaining insight are frequently not sufficient. A client must work on himself to change. That is why CBT and REBT are supplanting Freudian and Rogerian psychotherapy. Freudian and Rogerian therapies helped people change, but they were often very inefficient, especially with addictive behaviors. Miller (1995) suggests that the best therapists exhibit a combination of warmth and firmness and are both supportive and directive. Mechanical, thug therapy is not only arrogant; it dishonors the complexity of a client’s problems and his capabilities to learn to solve these problems himself.

D Also Stands for “Do Something”

Disputing is only one cognitive intervention.
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