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This book is designed to provide guidelines to clinicians (mental health/
addiction) for the treatment of problematic drug/alcohol use in their clients
with severe mental health problems. The C-BIT treatment approach was
initially designed for use in settings that provide some assertive outreach,
although components can be used with clients in settings where such outreach
is not possible. While the majority of the book describes a treatment approach
called “Cognitive-Behavioural Integrated Treatment (C-BIT)”, in the first
section we seek to set the scene by outlining some of the background issues
concerning substance use and mental health problems. In this section, we
summarise the prevalence rates of substance misuse in people with severe
mental health problems, the impact of alcohol and drugs on mental health and
social functioning, and an introduction to why and how cognitive-behaviour
therapy has been applied to this client group.

Part Two of the book will take you through the C-BIT approach in a step-by-
step manner. It will guide you through how to deliver interventions
appropriate to your client’s stage of engagement with you. Illustrative case
material is used throughout, and techniques are suggested to tackle obstacles
to behaviour change that may arise during the course of treatment sessions.

The final section of the book will address some of the key issues involved in
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PART ONE

INTRODUCTION TO COGNITIVE-
BEHAVIOURAL INTEGRATED
TREATMENT (C-BIT)






Chapter 1

ISSUES IN WORKING WITH THOSE WITH
COEXISTING SEVERE MENTAL HEALTH
PROBLEMS WHO USE SUBSTANCES
PROBLEMATICALLY

THE NATURE OF COEXISTING SEVERE MENTAL HEALTH
AND ALCOHOL/DRUG PROBLEMS

Although there has been an increasing awareness of problem substance use in
clients with severe mental health problems (that is, “dual diagnosis”), it
continues to be underrecognised in the psychiatric population. Even when
treatment providers correctly identify substance misuse, the treatment
response has often been inappropriate and ineffective. The result of
inadequate assessment and ineffective treatment of these clients is a poor
course of illness, including more frequent relapses and rehospitalisations, the
increased costs of care and containment being borne by families, clinicians,
law enforcement, society and the individual.

Effective treatment of this client group and improvement of their long-term
prognosis rests with clinicians and treatment providers working in collabora-
tion with clients and their carers. Clinicians thus need to be familiar with
current knowledge about alcohol and drug use in the psychiatric population.

Prevalence of Problem Substance Use

The Epidemiologic Catchment Area (ECA) study of over 20000 people in the
USA found that 47 per cent of those with a diagnosis of schizophrenia and 60.7



4 COGNITIVE-BEHAVIOURAL INTEGRATED TREATMENT

per cent of those with bipolar disorder had substance use problems in their
lifetime compared with 16.7 per cent in the general population (Reiger et al.,
1990) found lifetime prevalence rates of alcohol use disorder of 43 per cent
among clients with a diagnosis of schizophrenia, and higher rates for those
with schizoaffective disorder (61 per cent), bipolar disorder (52 per cent) and
major depression (48 per cent). Studies in treatment settings in the UK have
tended to look at 1-year prevalence rates. For example, Graham et al. (2001)
found that 24 per cent of clients with a severe mental health diagnosis were
identified by their keyworkers as having used substances problematically in
the past year. Menezes et al. (1996) identified a 1-year prevalence rate of 36.3
per cent among clients with a functional psychosis. Studies in the USA, have
typically found recent rates of substance misuse in this population of 25-35 per
cent.

Studies of the prevalence of substance use problems in people with severe
mental health problems have shown significant variations. A number of
contributory factors have been highlighted (Weiss, Mirin & Griffin, 1992;
Warner et al., 1994). These include variations in the method used to assess
substance use, the time period used (for example, problematic use in the past
year versus problematic use over the course of the lifetime), diagnostic criteria
for mental health and substance use problems, and the setting where
substance use is assessed. Nonetheless, the studies all point to higher rates
of problematic use of alcohol and drugs (abuse and dependent use) among
those with mental health problems than the general population.

Types of Substances Used

The substances typically misused by people with severe mental health
problems include alcohol, cannabis and stimulants (cocaine/crack and
amphetamine). The question of whether people diagnosed with certain
mental health problems are more prone to misusing particular types of
substances has been the topic of much debate. Early reviews suggested
that people with schizophrenia were more likely to use stimulants
problematically than clients with other mental health problems (e.g.,
Schneier & Siris, 1987). However, more recent and larger studies of the
prevalence of specific types of substance misuse in clients with a variety
of severe mental health problems, including the ECA and the National
Comorbidity Survey (NCS) (Kessler et al., 1996), have failed to replicate
this finding (Kessler et al., 1996; Regier et al., 1990). The evidence suggests
availability is the primary determinant of which specific substances are
misused (Mueser et al., 1992), as opposed to the subjective effects. It is
important not to overlook the fact that a very high proportion of clients
with severe mental health problems smoke tobacco (de Leon et al., 1995;
Hall et al., 1995; Hughes et al., 1986; Postma & Kumari, 2002). Due to the
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limited information currently available about the use of tobacco in this
population or its interaction with mental health problems, tobacco use will
not be addressed in this manual.

Demographic and Clinical Correlates
of Substance Use Problems

Understanding which clients with severe mental health problems are most
likely to have problems with alcohol/drugs can facilitate the early
recognition and treatment of these clients. A number of reviews of the
demographic, clinical and historical factors associated with this client group
have been carried out (e.g., Dixon, Goldman & Hirad, 1999; Drake &
Brunette, 1998; Mueser et al., 1995). A number of demographic character-
istics are correlated with substance misuse. In the main, the same
characteristics that are related to problem substance use in the general
population are also related to problem substance use in people with severe
mental health problems. These include being male, young and single, and
having lower levels of education. The clinical correlates include poor
engagement and adherence with treatment. Additional correlates related to
the personal history of individuals that have been identified include initial
better pre-morbid social functioning, antisocial personality disorder (ASPD),
family history of substance use problems, trauma and post-traumatic stress
disorder.

The Impact of Substance Use Problems
on Severe Mental Health Problems

It has been suggested that people with severe mental health problems who
use substances problematically often experience greater adverse social,
health, economic and psychological consequences than those who do not.
These consequences are said to be exacerbated by the problematic use of
substances (Drake & Brunette, 1998, Mueser et al., 1998a). Problematic
substance use can lead to an increased risk of relapse and rehospitalisations
(Hunt, Bergen & Bashir, 2002; Linszen et al., 1996; Swofford et al., 1996). The
strongest evidence linking symptom severity and substance use is the effect
of alcohol on worsening depression. The risk of suicide is significantly
increased in persons with a primary substance use problem (Meyer, Babor &
Hesselbrock, 1988), as well as in individuals with schizophrenia, bipolar
disorder and major depression (Drake et al.,, 1985; Roy, 1986). This risk is
compounded in persons who have severe mental health problems and use
substances problematically (Bartels, Drake & McHugo, 1992; Torrey, Drake &
Bartels, 1996).
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Substance use problems among this population are associated with
increased “burden” on family members, as well as interpersonal conflicts
with relatives and friends (Dixon, McNary & Lehman, 1995; Kashner et al.,
1991; Salyers & Mueser, 2001). Financial problems often accompany chronic
substance use, as clients spend their money on drugs and alcohol rather than
essentials such as food, clothing and rent. In addition, substances or craving
for substances can contribute to disinhibitory effects that result in aggression
and violence toward family, friends, treatment providers and strangers
(Steadman et al.,, 1998; Swartz et al., 1998; Yesavage & Zarcone, 1983). The
combined effect of problematic substance use on family burden, inter-
personal conflict, financial problems, and aggression and violence often
renders these clients highly vulnerable to housing instability, homelessness
and exploitation (Drake, Wallach & Hoffman, 1989; Pickett-Schenk, Banghart
& Cook, 2003). Furthermore, problematic substance use can result in illegal
behaviours (such as possession of illegal drugs, disorderly conduct
secondary to alcohol/drug use, or theft or assault resulting from efforts to
obtain drugs), leading to high rates of incarceration (Mueser et al., 2001). In
addition to the clinical, social and legal consequences of problem substance
use, severe health consequences are also common. Substance misuse may
contribute to risky behaviours, such as unprotected sex and sharing needles,
that are associated with HIV and hepatitis infection (Cournos et al.,, 1991;
Razzano, 2003; Rosenberg et al., 2001a,b).

MODELS OF COMORBIDITY

As we have previously mentioned, people with severe mental health problems
are at much greater risk of developing problems with alcohol/drugs than
people in the general population. What accounts for the higher rates?
Understanding the factors that contribute to the high rate of comorbidity
may provide clues useful in the treatment of this client group.

Kushner and Mueser (1993) have described four general models that
might account for the high rate of comorbidity between substance use and
severe mental heath problems. These models include the common factor
model, the secondary substance abuse model, the secondary psychopathology
model and the bidirectional model. These models are summarised in Figure
1.1. For a more in-depth review, see Mueser, Drake and Wallach (1998), and
Phillips and Johnson (2001). For disorder-specific reviews, see Blanchard et
al. (2000) on schizophrenia, Kushner, Abrams and Borchardt (2000) on
anxiety disorders, Strakowski et al. (2000) on bipolar disorder, Swendsen
and Merikangas (2000) on depression and Trull et al. (2000) on borderline
personality disorder.

Common factor models propose that one or more factors independently
increase the risk of both mental health and substance use problems. That is,
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there are shared vulnerabilities to both disorders. Three potential common
factors have been the focus of some research—familial (genetic) factors, ASPD
and common neurobiological dysfunction—although many other factors are
possible. If genetic factors, ASPD or some other factor was found

Severe
Mental

mmon-Factor Model
Co 9 cso oee Health Problems

Common
Factor

Substance
Use Problems

Secondary Substance Abuse Model

Substance
Use Problems

Severe Mental
Health Problems

Secondary Psychopathology Model

Severe
Mental Health
Problems

Substance
Use Problems

Bidirectional Model

Severe
Mental Health
Problems

Substance

Use Problems

A

Figure 1.1 Models of comorbidity
From Mueser et al. (2003)
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independently to increase the risk of both mental health and substance use
problems, this would support the common factor model.

Secondary substance abuse models posit that high rates of comorbidity are
the consequence of primary mental health problems leading to substance use
problems. Within this general model, three different models have been
suggested: psychosocial risk factor models (that is, clients use substances to “’feel
better”’; this includes the self-medication, the alleviation of dysphoria and the
multiple risk factor models), the supersensitivity model (that is, psychological
vulnerability to mental health problems results in sensitivity to small amounts
of alcohol and drugs, leading to substance use problems) and iatrogenic
vulnerability to substance abuse.

The secondary psychopathology model of comorbidity is the exact opposite
of secondary substance abuse models. Secondary psychopathology models
posit that substance use problems lead to or trigger a long-term psychiatric
disturbance that would not otherwise have developed.

The bidirectional models propose that severe mental health and substance
use problems interact to trigger and maintain each other. For example,
substance use problems trigger severe mental health problems in a vulnerable
individual. The severe mental health problems are then subsequently
maintained by continued substance use due to socially learned cognitive
factors such as beliefs, expectancies and motives for substance use (Mueser,
Drake & Wallach, 1998).

The available research evidence suggests that there are many possible
explanations for why clients with severe mental health problems are so
vulnerable to substance use problems. No single model can explain this, and it
is likely that multiple models contribute to the coexistence of these two
problems, both within and across clients. Thus, in summary, different theories
have been proposed to address the high rates of coexistence of severe mental
health and substance use problems. Two models have the greatest empirical
support: the supersensitivity model (that is, biological vulnerability to mental
health problems lowers the threshold for experiencing negative consequences
from relatively small quantities of substances) and the ASPD common factor
model (that is, ASPD independently increases the risk of developing a severe
mental health problem and a substance use problem). However, it is important
to note that common social and personal factors (for example, socio-economic
factors and deprivation) may also increase the likelihood of ASPD, thereby, in
turn, increasing the likelihood of the development of coexisting mental health
and substance use problems. The self-medication model (that is, high
comorbidity is due to clients” attempts to treat their own symptoms with
substances) does not appear to explain the high rate of substance misuse in
clients with severe mental health problems, although there does appear to be
an association between dysphoria and increased rates of substance use
problems.
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So remember,

e the prevalence of substance abuse/dependence is higher in clients
with severe mental health problems than in the general population

e alcohol is typically the most commonly misused substance, followed
by cannabis and cocaine/crack, although drug misuse may be more
common in some urban areas

e diagnostic groups do not tend to differ in their preference for one
type of substance over another; availability is the most important
determinant of which substances are used problematically

e higher rates of substance abuse tend to be found in clients who are
male, young, poorly educated and single

e substance use problems are associated with a wide range of negative
outcomes, including relapses and rehospitalisations, violence,
suicide, interpersonal problems, legal repercussions, health conse-
quences and higher treatment costs

e two of the models proposed to address the high rate of coexistence of
severe mental health and substance use problems have the greatest
empirical support: the supersensitivity model and the common-factor
model; the self-medication model does not have great support.

OBSTACLES TO TREATMENT AND BEHAVIOUR CHANGE

When clinicians attempt to engage and offer treatment to clients with severe
mental health problems who use alcohol/drugs problematically, they often
encounter a number of obstacles to change. Some of these may be due to
motivation, cognitive deficits and social factors that are directly related to
experiencing severe mental health problems (Bellack & Gearon, 1998; Drake et
al., 2001). In working with this population, it is important to take these factors
into consideration.

Motivation

People in the general population who use substances problematically often
experience fluctuating motivation to change. However, among those with
severe mental health problems, motivation is often confounded by a number
of additional factors. These include low self-efficacy, primary negative
symptoms of severe mental health problems, such as loss of motivation,
energy and drive, apathy and difficulty in experiencing interest or pleasure,
and secondary negative symptoms, such as depression and the side effects of
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medication. Such factors serve generally to reduce motivation among people
with severe mental health problems; however, the presence of substance use
problems often exacerbates this. Clients may minimise problems related to
substance use and focus solely on the perceived positive benefits associated
with using substances in the absence of other positive, powerful reinforcers.
Thus, motivation often waxes and wanes.

Cognitive

Cognitive functioning is important in making and sustaining changes in
behaviour, particularly substance use. People with severe mental health
problems, notably schizophrenia, experience significant cognitive impairment
(Bellack & Gearon, 1998), some of which may be due in part to the side effects
of medication. Specific deficits in the areas of attention, memory, complex
cognitive processes and ability for self-reflection are likely to impair utilisation
of the standard cognitive and behavioural skills to change alcohol/drug use
(Bellack & DiClemente, 1999; Bellack & Gearon, 1998).

Social

The experience of severe mental health problems is often associated with
significant feelings of loss. People often lose a social role, and they can be
excluded from the normative routes of gaining pleasure and social contact due
to the associated stigma of mental health problems. Poor skills and confidence
in social situations, school and vocational failure, poverty, lack of adult role
responsibilities, lack of structured and meaningful daily activities, and living
in neighbourhoods with high rates of drug availability and deviant subgroups
may increase exposure to substance-using social networks (Dusenbury, Botvin
& James-Ortiz, 1989; Pandina et al., 1990), and substance use may facilitate
social interactions with peers (Drake, Brunette & Mueser, 1998; Salyers &
Mueser, 2001). The combined effect of severe mental health problems and
problematic substance use on interpersonal conflict and financial problems
often renders these clients highly vulnerable socially to exploitation by drug
dealers and involvement in illegal behaviours (Mueser et al., 2001).

All of these factors can present as obstacles to engaging clients in treatment
and behaviour change. However, awareness of these factors can signal the
specific treatment needs of this population and guide the treatment-planning
process.

TREATMENT NEEDS

The C-BIT approach is based on the principles of integrated treatment (Drake
et al., 2001; Graham et al., 2003; Mueser, Drake & Noordsy, 1998a; Mueser
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et al., 2003), which are driven by the specific treatment needs of people with
severe mental health problems who use alcohol/drugs problematically. These
include the following principles.

Integration of Mental Health and Substance Misuse Treatments

Treatment programmes that fully integrate the treatment of substance use
problems into mental health treatment can overcome many of the disadvan-
tages of traditional sequential or parallel approaches to the treatment of this
client group. First, organisational and administrative lapses are effectively
eliminated with integrated treatment because limited coordination between
different service providers is required: in the main, both mental health and
substance misuse services are provided by the same team/clinician. Second,
clinical problems related to treating one problem first and the other disorder
second are avoided with integrated treatment, as both problems are viewed as
“primary” and are targeted for concurrent treatment. Third, conflict between
the different philosophical perspectives of mental health and substance misuse
professionals on treating combined problems is minimised when the clinicians
work side-by-side, and, preferably, for the same agency. In addition, an
integrated approach to the treatment of this client group enables the dynamics
and interrelationships between the problems the clients present with to be
identified, explored and addressed in a systematic and holistic manner.

Assertive Outreach

An assertive approach to treatment recognises that clinicians cannot passively
wait for clients to demonstrate the initiative and motivation to seek out
treatment for their substance use or mental health problems on their own.
However, it is important to recognise and be aware that an assertive approach
can at times be experienced by clients and their families as intrusive. Thus,
although clinicians must make every effort possible to engage reluctant clients
actively in treatment, this needs to be done in a sensitive and collaborative
way, connecting with clients in their natural environments and providing
practical assistance with immediate goals defined by clients (such as housing,
medical care, crisis management and obtaining legal aid). Hence, assertive
outreach becomes a means of developing trust and a working alliance between
the clinician and the client, not only improving medication adherence and
monitoring but also enhancing quality of life and the recovery process.

Collaborative Relationship Between the Client and the Clinician

Integrated treatment is based on a collaborative relationship, where the client
works in collaboration with the clinician to tackle the problems he/she is
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experiencing. A positive working alliance becomes a way of engaging clients
in the treatment process and providing support for change.

Stage-Wise Approach to Treatment

It is often tempting to run ahead and set idealistic goals of detoxification and
abstinence for this client group. However, these goals are often not based on
the current engagement and motivation of the client, and thus attempts to
implement such interventions result in perceptions of “failure”, frustration
and disengagement. Thus, a key principle of integrated treatment is to set
realistic goals and interventions that are matched to the phase of engagement
and stage motivation.

Comprehensive Services

Individuals with severe mental health problems who problematically use
alcohol/drugs typically have a wide range of needs, such as finding work or
other meaningful activity; improving the quality of family and social
relationships; developing a capacity for independent living, leisure and
recreation; and developing skills for managing anxiety, depression and other
negative moods. Integrated treatment programmes need to be comprehensive
because the recovery process occurs longitudinally in the context of making
many life changes. In addition, even before clients have acknowledged the
problems associated with their substance use or have developed motivation to
reduce alcohol and drug use, they can make progress by improving their skills
and supports. These improvements can increase clients” hopefulness about
making positive changes and facilitate their subsequent efforts to change their
destructive involvement with substances.

Optimism About the Long-Term Effects of Treatment

Research suggests that integrated-treatment programmes do not produce
dramatic changes in most clients over short periods of time; rather, clients
gradually improve over time, with approximately 10-20 per cent achieving
stable remission of their substance use problems per year. As clinicians, we
can at times become disheartened when clients make significant strides
forward and successfully change their substance use, only to slip back.
However, reflection on how many times we have tried to change a given
behaviour/habit and found ourselves slipping back gives some idea of how
difficult behaviour change is. Bellack and Gearon (1998) summarise the
consensus view on a long-term and optimistic treatment approach quite aptly.
They suggest, “There is also general agreement that treatment must be
conceptualized as an ongoing process in which motivation to reduce substance
use waxes and wanes. They need the ongoing support provided by programs
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that extend over time and are tolerant of patients dropping in and out,
sometimes trying to quit and sometimes not, abstaining for a while only to
relapse” (page 750).

Optimal Prescribing of Medication for Both Mental Health and
Substance Use Problems

Reasons for using substances or substance-related beliefs can often be
associated with the negative effects of medication, psychiatric symptoms
and withdrawal effects. Optimal prescribing of medication often stabilises
psychiatric symptoms and reduces withdrawal effects, and can reduce
cravings and urges to use substances (Day, Georgiou & Chrome, 2003).

So remember,

e potential obstacles to engage clients in treatment and changing their
substance-using behaviours include fluctuating motivation, cognitive
deficits and social factors

e the treatment of people with severe mental health problems who use
alcohol/drugs problematically needs to include integration, assertive
approaches, collaboration and stage-wise interventions. It must
address a range of needs over the long term, and clinicians will
need to remain optimistic

e optimal medication may increase engagement and reduce cravings to
use alcohol or drugs.




Chapter 2

OVERVIEW OF C-BIT APPROACH

OBJECTIVES

The overall objective of C-BIT is to help clients negotiate and maintain
behaviour change related to their problematic drug/alcohol use. In line with
this, clinicians using C-BIT encourage clients to develop “healthy”” alternatives
to drug/alcohol misuse, and to recognise the relationship between substance
use and mental well-being.

C-BIT is based on a harm-reduction approach (Heather et al., 1993;
Marlatt, 1998). Thus, a positive change in terms of a client’s problematic
drug/alcohol use could be, for example, a reduction in the amount or types
of substances used problematically, or a change in the way the substance is
used, or even abstinence. However, abstinence is not seen as the only possible
goal. Within C-BIT, problematic drug/alcohol use is seen as a pattern of
substance use and related negative consequences that interferes with clients
achieving their self-identified goals. It is also a pattern of substance use that
negatively affects clients’” well-being (that is, spiritual, social, physical,
psychological/mental and occupational). It is the aim of C-BIT to help clients
achieve their self-identified goals within their spiritual and cultural frame of
reference.

The aims of C-BIT are thus threefold. First, it aims collaboratively to
identify, challenge and undermine unrealistic beliefs about drugs or
alcohol that maintain problematic use, and replace them with more
adaptive beliefs that will lead to and strengthen behavioural change.
Second, it seeks to facilitate an understanding of the relationship
between problem substance use and mental health problems. Third, it
teaches specific skills for controlling and self-managing substance use and
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the early warning signs of psychosis, and for developing social support for an
alternative lifestyle.

STRUCTURE

The C-BIT approach to problem substance use among those with severe
mental health problems is a structured but flexible treatment approach that
consists of the following core components: an assessment phase (screening
and assessment), four treatment phases (engagement and building motivation to
change; negotiating some behaviour change; early relapse prevention; and relapse
prevention and relapse management), and two additional treatment components
(skills building and working with families and social network members) that are
designed to be used in parallel with the four treatment phases, where
appropriate.

The core components of C-BIT seek to target the substance use problem and
its interaction with mental health problems in a stage-wise approach. The two
additional components complement the core components and provide
guidelines for clinicians to address specifically any skills deficits (management
of moods, communication, self-esteem and lifestyle balance) and needs of the
social network that may improve the client’s ability to make and sustain
behaviour change. The additional components are designed to be used
alongside each of the four treatment phases, when appropriate.

The four treatment phases in the core component can be moved through
sequentially (that is, phase 1 through 4). Progression in this way typically takes
about 6 months with a client who is initially not engaged in or working on his/
her drug/alcohol use. However, for the majority, the amount of time spent in
each treatment phase varies from client to client. It is also possible that a client
will have a relapse following a long period of non-problematic use/
abstinence, and the clinician will then need to revisit the appropriate earlier
phase. Some clients may need to spend as much as 6 months in treatment
phase 1 (that is, engagement and building motivation to change), whereas
other clients may have already thought about changing their drug/alcohol
use or have made changes themselves. If this is the case, start at the
C-BIT treatment phase most suitable for the client at that particular point
(that is, in the first case, negotiating some behaviour change and, in the second
case, early relapse prevention/relapse prevention and relapse management).
Typically, with many clients with severe mental health problems who use
alcohol/drugs problematically, a long-term and optimistic approach needs to
be taken.

Although the C-BIT approach seeks to encourage clients to move through
the phases and achieve non-problematic alcohol/drug use, it is important to
emphasise that, due to C-BIT’s harm-reduction philosophy, it is not necessary
with all clients to move through all the phases. The harm-reduction goal set
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with each client will be one that is realistic and achievable, so that a
““successful outcome” can be achieved during any of the four treatment phases
and can be defined as the client achieving the harm-reduction goal.

HOW TO KNOW WHEN TO MOVE ON TO THE NEXT PHASE

The four treatment phases in C-BIT (that is, engagement, negotiating behaviour
change, early relapse prevention, and relapse prevention/management) roughly
correspond to the four stages in the “stages of treatment” as described by
Mueser, Drake and Noordsy (1998) and Mueser et al. (2003) (that is,
engagement, persuasion, active treatment and relapse prevention). Table 2.1
provides a guide to determine how engaged in treatment the client is and
which C-BIT treatment phase/interventions are most likely to be useful at a
given point.

To help you decide when you should move on with your client to the next
C-BIT phase/intervention, refer to the C-BIT decisional flow chart (Figure 2.1).
Once you have done this, the next step is to develop an individualised
treatment plan formally to guide the treatment intervention process.

To work through the decisional flow chart and develop a treatment plan, it
will be useful to have a client in mind, as in the following example.

Gerry is a 32-year-old man diagnosed with bipolar affective disorder 3 years ago. He
has a history of using cannabis and alcohol since his teens. He initially became unwell
following the breakdown of a long-term relationship and increased his cocaine use. He
usually adheres to his medication but reduces it at times, as he believes it makes him
feel “tired and flat”’. He works in his family’s business but feels that his family are
quite critical of him and do not acknowledge his efforts. When he feels stressed or
anxious in social situations, he sometimes becomes paranoid and experiences grandiose
delusions. He uses alcohol and cocaine in a binge pattern, mainly over weekends. He
says he feels “great and energetic—the life and soul of the party”, and is liked and
accepted by others when he is using. He is aware that after a binge he feels tired and
low in mood and gets into arguments with his family. Due to these problems, he has
had periods of abstinence from cocaine for up to 2 months and says that he needs to
stop using. However, at times he believes that a drug-free life is ““boring”” and thus has
lapsed back to using when he has felt “’flat” or low in mood.

From this case example, we can see that Gerry has made ““some”” attempts to
change his cocaine use. Thus, according to the decisional flow chart, he would
benefit from interventions in C-BIT phase 3 and eventually C-BIT phase 4,
focusing on relapse-prevention/management skills for his substance use and
mental health problems. However, the example indicates that he is not always
adherent to medication. Thus, from the flow chart, we can see that Gerry may
also benefit from some further intervention such as medication compliance
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Table 2.1 Phases of treatment, definitions and C-BIT interventions (adapted from
Mueser, Drake & Noordsy, 1998)

Phase Definition Goal C-BIT intervention
Engagement Client does not To establish a Treatment phase 1
have regular working alliance
contact with with the client and  plus
keyworker and be able to discuss
does not discuss alcohol/drug use Skills building and
alcohol/drug use.  and any problems it working with
“It's up to me if I may be causing. families/social
want to smoke network members
cannabis—and | where appropriate
don’t want to talk
about it.”
Negotiating Client has regular ~ To develop the Treatment phase 2

behaviour change

Early relapse
prevention

Relapse
prevention/
management

contact with
keyworker but
does not want to
work on reducing
problematic
alcohol/drug use.
““My alcohol use is
not a problem so why
should I cut down?”’

Client is motivated
to change
problematic
alcohol/drug use
(as indicated by
serious attempts at
reduction for at
least 1 month but
less than 6 months).
“Using crack has
caused me a lot of
problems—so I have
to stop using.”

Client has not
experienced
problems related
to alcohol/drug
use for at least

6 months or is
abstinent.

“Since I've cut down
I'm not hearing
voices—I want to get
on with my life.”

client’s awareness
of problems
associated with
alcohol/drug use
and build
motivation to
change.

To help client
further reduce
alcohol/drug use
and, if possible,
attain abstinence.

To maintain
awareness that
relapse could
happen and to
extend recovery
to other areas
(such as mental
health, social,
relationships,
work).

plus

Skills building and
working with
families/social
network members
where appropriate

Treatment phase 3
plus

Skills building and
working with
families/social
network members
where appropriate

Treatment phase 4
plus

Skills building and
working with
families/social
network members
where appropriate
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Unclear of nature of
aleohol/drug use?

C-BIT Assessment Phase

Problem
drug/alcohol use
identified?

NO
EXIT/MONITOR

+ Detox/substitute preseribing?

+ CBT with delusions/ hallucinations?
+ Back in the saddle?

+ Medication compliance therapy?

+ Behavioural family therapy?

C-BIT skills Engaged in +
building treatment some C-BIT C-BIT working with
component (to recognition of drug/ | Treatment families component
be used at all aleohol use Phase 1 + (To be used at all
phases where as problematic? phases where
appropriate) i appropriate)
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! 1
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Figure 2.1 Cognitive-behavioural integrated treatment approach (C-BIT) decisional

flow chart: How to know when to move on to the next phase
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therapy (Kemp & David, 1996; Kemp et al., 1996). Gerry also finds it difficult
to cope with certain moods. Therefore, some work could be done with
him from the C-BIT skills-building component “Coping with Different
Moods” (page 122). A number of difficulties within his family are highlighted.
It may be that they would find the C-BIT “Working with Families/Social
Network Members” component (page215) and ‘“Behavioural Family
Therapy” (Barrowclough, 2003; Falloon et al., 1996; Sheils & Rolfe, 2000) of
help in improving understanding and re-establishing effective communication
skills within the family.

Gerry’s treatment plan would need to incorporate the above suggestions
and would be guided by five main factors:

(1) his “stage of engagement” with you in the treatment process (see Table
2.1)

(2) his “stage of change”

(3) the function of his alcohol/drug use

(4) his alcohol/drug-related beliefs

(5) his goals/staff goals.

To assess formally which stage of engagement with treatment your client is in,
you can use the Substance Abuse Treatment Scale (Mueser et al., 2003). In
addition, the spiral “‘stage of change” model (Prochaska, DiClemente &
Norcross, 1992) will help you to get a sense of your client’s readiness to change
his/her alcohol/drug use. The model roughly describes the stages of pre-
paredness to change (pre-contemplation, contemplation, preparation, action
and maintenance) that people go through when attempting to change a given
behaviour (see Table 2.2). To help formally assess what stage your client is in
with regard to changing his/her alcohol/drug use, you can use the Readiness
to Change (treatment version) assessment measure (Heather et al., 1999).

Table 2.2 Stages of behavioural change

Stage Definition/characteristics

Pre-contemplation No desire to change, does not see behaviour as problematic
May come into treatment because of pressure from others

Contemplation Is becoming aware of the problem and is considering changing,
but has not taken any action in this direction

Preparation Planning to make changes and take the necessary steps in the
near future. May have attempted unsuccessfully to change
recently

Action In the throes of changing factors in lifestyle and environment to

help overcome problematic behaviour

Maintenance Focused on preventing relapse
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For example, Gerry’s treatment plan would look something like this:

NAME: Gerry
DATE:

REVIEW DATE:

Stage Areas
of Stage Function of
engage- of of inter- By
ment change use Beliefs Goals vention whom
Early Preparation To cope Alcohol Client (1) Medi-  Gerry/
relapse with and goals: cation keyworker/
prevention anxiety in  cocaine Not feel (2) Positive social
social make me  flat and beliefs network
situations  feel great  tired on about member
and to be and medication alcohol
accepted  energetic  Help to and
by others cope with  cannabis
The life stress (3) Man-
and soul ~ More aging moods
of the support (4) Family/
party from social
family network

Staff goals:
(1) Improve
medication
adherence
(2) Anxiety
(3) Improve
family
support and
include
social
network
member

Compiled by:

TREATMENT SESSIONS

The treatment phases are constructed in such a way to allow clinicians to
address some aspect of a client’s drug/alcohol use in whatever time available.
For example, if a client does not see cannabis use as a problem, but you wish to
begin to discuss it, you could spend 10 minutes focused on the section “How
to Put Drug/Alcohol Use on the Agenda” (Chapter 5). The next time you see
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the client, she/he may be more willing to discuss cannabis use openly, and
you could spend 20 minutes focused on this section, and so on. The aim of the
C-BIT approach is to give clinicians a usable, structured but flexible way of
addressing problematic drug/alcohol use with clients.

C-BIT is structured in the sense that it provides a systematic method for
clinicians to address their clients’ alcohol/drug use. However, it is also
flexible, as it allows clinicians to deliver snippets of the treatment in the time
available to them and over whatever time period is appropriate for their
clients. Within C-BIT, each time you meet with your client, it is not seen as
necessary, particularly during the first phase of treatment, to set a formal
agenda of things to address during the session. However, it is still important to
have an informal “agenda”, that is, a clear focus for what you will hope to
address during a given meeting with your client, to ensure that the client’s
substance use is addressed in a collaborative, systematic and structured
fashion. In the subsequent phases, when you meet with the client, it is
important that an agenda for issues that will be focused on during your
meetings be agreed on from the outset. This will typically include any current
issues/concerns the client has, a review of his/her past week including
alcohol/drug use, a review of the last session/meeting or the tasks the client
agreed to do, and any other additional matters that you feel would be helpful
to focus on.

At the end of each meeting or treatment session, it is important to
summarise the information covered in the session and reinforce/highlight any
decisions for change that have been made. This will ensure that motivation is
harnessed and a plan is made for the client to take the next step. This could
include a brief assessment of the client’s motivation to change with the
“importance-confidence” ruler (Rollnick et al, 1997). The importance-
confidence ruler acts as a rough indicator of whether the client will actually
carry out the tasks or changes discussed in the session. That is, if clients rate
the changes discussed and agreed on in the session as important and indicate
that they feel confident about making the changes, then they are more likely to
make change than if they do not.



Chapter 3

OVERVIEW OF C-BIT THEORY AND
TECHNIQUES

BRIEF INTRODUCTION TO COGNITIVE THERAPY

Cognitive Therapy for Emotional Disorders

The C-BIT approach to problem substance use among those with severe
mental health problems is based on the premises of the cognitive therapy
model (Beck, 1976; Salkovskis, 1996), which has been established as an
effective treatment of emotional disorders (e.g., Clark & Steer, 1996). Cognitive
therapy identifies certain thinking patterns/styles and thoughts as central in
the development and maintenance of problems. Fundamentally, the cognitive
model posits that thoughts and beliefs affect the way people feel and behave.
An example commonly used to illustrate the cognitive model is as follows. If
you were lying upstairs in bed at night, and you heard a loud crashing sound
downstairs, and the thought ran through your mind, “It's a man with an axe,
come to burgle my house, and he will attack me,” you would tend to notice
changes in your body (for example, heart racing, sweating and butterflies in
your stomach), your mood (that is, anxious and nervous), and behaviour (for
example, fight or flight). If, however, you subsequently thought, “It’s the cat—
He’s knocked over a vase downstairs,” the bodily changes would start to
subside, your mood would become calmer and so would your behaviour.
The key difference between the two emotional responses in the example are
“thoughts”. In the first instance, the thought, “It's an axe man, come to burgle
my house, and he will attack me”, is one which will promote anxiety.
However, in the latter instance, the thought, “It’s the cat—he’s knocked over a
vase downstairs”, holds no threat value and thus leads to a positive change in
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mood. Padesky and Greenberger (1995) have highlighted the importance of
also taking into account the role of environmental factors (such as social,
economic, cultural and political) on the impact that thoughts have on mood,
biology and behaviour.

Beck (1976) developed the cognitive model from his experiences as a
psychiatrist working with people with depression. He found that there were a
number of commonalities among the people he saw. Thus, Beck suggested that
when people experience troubling and persistent problems with their
emotions (that is, depression, anxiety, anger and guilt), these can lead to
engagement in certain disruptive behaviours (such as avoidance, social
withdrawal and self-harming). These are said to be the result of maladaptive
thoughts (that is, negative automatic thoughts) that pop into our heads on a
daily basis in given situations. He said that these thoughts are related to
underlying beliefs (that is, core beliefs and dysfunctional assumptions/
conditional beliefs) that are typically negative, inaccurate and self-defeating.
These underlying beliefs are said to lie dormant unless activated by critical life
events. Inherent in these thoughts and beliefs are said to be cognitive
distortions that contribute to the emotional disturbance. Beck suggested that
this maladaptive style of thinking is the result of early life experiences.

Beck and his colleagues (Beck, 1976, Thase & Beck, 1993) have suggested
that this maladaptive pattern of thinking needs to be the target of treatment.
The therapist’s role, within cognitive therapy, is to guide clients to identify and
re-evaluate their pattern of thinking, and to generate alternative, more helpful
ways of thinking as a way of targeting emotional and behavioural problems
(Greenberger & Padesky, 1995; Hawton et al., 2001; Padesky & Greenberger,
1995).

Application of the Cognitive Model to Psychosis

An area of development in cognitive therapy has been the application of
cognitive approaches to people with severe mental health problems,
particularly psychosis (e.g.,, Fowler et al., 1995; Kingdon & Turkington,
1994). For example, a cognitive model put forward by Tarrier and Calam
(2002) emphasises a stress-vulnerability model. They emphasise vulnerability
characteristics in a person’s background (such as social deprivation and
biological predisposition), rather than early life experiences, as contributing to
specific individual predispositions to developing emotional or psychotic
disorders. They suggest that proximal factors, such as stressors (for example
substance use and family conflict) increase the risk of destabilisation (that is,
loss of emotional homeostasis/balance) and activation of these underlying
vulnerability characteristics. The experience of psychosis and the associated
experiences are said to be mediated by beliefs. That is, if the psychosis and
related experiences are perceived as a traumatic event, it is said to disturb the
equilibrium of a person’s life.
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Cognitive Therapy for Problematic Substance Use

In the same vein, cognitive therapy has been extended to the treatment of
substance abuse. It suggests that an important difference between individuals
who use drugs or alcohol problematically and those who do not is the beliefs
held about the substance (Beck et al.,, 1993). For example, the belief of a
problem drinker may be, “Without a drink I can’t relax.” For such a person,
these alcohol-related beliefs are often held rigidly, tend to be overgeneralised
and are typically ““all or nothing”” in nature. In contrast, someone who drinks
alcohol socially may think more flexibly about alcohol (“'I often find drinking
with friends relaxing”’). Within the cognitive model for substance abuse (Beck
et al., 1993; Liese & Franz, 1996), cognitions at a number of levels are seen as
pivotal in the development and maintenance of problem drug and alcohol use.
Some of these cognitions are general core beliefs (“I am inadequate’””) and
dysfunctional assumptions/conditional beliefs (“If I try to please people, they
will think well of me”). Other beliefs and automatic thoughts specific to
substance use are called substance-related beliefs (“If I have a drink, it will
take away my depression”) (Beck et al., 1993; Liese & Franz, 1996).

People are often unaware of the relationship between thinking and feeling.
However, mood, behaviour and thoughts are inextricably connected and
contribute to cravings for alcohol or drugs. Thoughts such as “I can’t cope
without a drink”, “I'll feel good if I use some crack” and ““Smoking cannabis
will make the voices stop” are positive substance-related beliefs that
encourage continued use of the substance in a problematic pattern. Such
substance-related beliefs, although often not 100 per cent true, actually
increase cravings to use. These beliefs that encourage alcohol and drug use are
mediated or triggered by mood states, situations, people, money or mental
health symptoms that have become positively associated with alcohol or drug
use. If a client has made a decision to stop using or to cut down, these thoughts
will pop into his/her head more frequently, thus intensifying cravings and
urges to use. Note the situation, mood, thought and behaviour (drug use)
connection in the following case example:

Robert had been at home for much of the week in his flat alone, feeling a bit bored and
fed up. Today was his benefit ““pay day”’, and he felt that he wanted to do something to
cheer himself up. Thoughts of buying a small amount of cannabis kept popping into his
head, but he pushed them aside because he had made a decision to stop smoking, which
he had found made him feel paranoid. Robert went to collect his money and walked
back past his friend’s flat where he used to smoke. Robert started to remember the
““good times”" he used to have there, and before long was ringing his friend’s doorbell.
His friend was just about to smoke and offered Robert some. Initially, he refused, but
then the thought popped into his head, “'I've been really good and not had any for
months so I should be OK if I just have one.” The following day Robert felt quite
disappointed in himself that he had used, but couldn’t understand how it happened.
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This case example illustrates the connection between Robert’s mood (bored
and fed up), situations/environment (having money, walking near his friend’s
house where he used to use), thoughts (wanting to cheer himself up), cravings
(desire and urge to use) and behaviour (using cannabis). With continued use
of the substance, a network of idiosyncratic substance-related beliefs develop
and are activated by particular situations or internal states (“activating
stimuli/high-risk situations”). Once activated, these beliefs serve to intensity
cravings and urges to use the substance and provide permission to use (“I've
been really good and not had any for months, so I should be OK if I just have
one”’). Problematic patterns of alcohol/drug use are thus maintained by a
number of cognitive distortions in these beliefs. These distortions minimise the
anticipated and actual negative consequences of use by keeping the person
focused exclusively on the positive benefits of use (for example, “Crack isn’t
the problem—the problem is I don’t have enough money. When I use I feel
good”). In addition, such cognitive distortions provide justification for
continued use (“The only way I can cope with this is to have a drink”). If
you notice, one of Robert’s thoughts actually gives him permission to use
again (“I've been really good and not had any for months, so I should be OK if
I just have one”).

Substance-related beliefs may develop through environmental and cultural
exposure to drug and alcohol use. Early life experiences and core beliefs/
dysfunctional assumptions may serve to increase the individual’s vulner-
ability to substance use problems, particularly if the person is exposed to
substance-using environments, and positive beliefs about substance use
become more accessible and salient (Liese & Franz, 1996). Cognitive therapy
for problem drug or alcohol use thus seeks to target the distortions inherent
within these positive substance-related beliefs. The treatment goal thus
becomes an attempt collaboratively to generate with the problem substance
user alternative and more flexible and realistic ways of thinking about the
substance and the impact it is having, and to develop alternative coping
strategies.

Cognitive-Behavioural Integrated Treatment (C-BIT)

C-BIT is based on the premise that the cognitive model and treatment
approach also apply to people with severe mental health problems who use
drugs or alcohol problematically (Figure 3.1) (Graham, 1998, 2003). For those
who have a severe mental health problem and misuse drugs or alcohol, the
beliefs they hold about the substances they use are sometimes linked to their
experience of severe mental health problems. These beliefs may help the
person to feel he/she can self-manage or regulate both the symptoms and
the experience of having a severe mental health problem (for example, a
client may think, I feel flat on my medication—cocaine makes me feel live,
kicking and buzzing”). Thus, drugs and alcohol may become a coping
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strategy, a means of increasing feelings of pleasure and aid socialisation
(Graham, 1998, 2003).

The stress and trauma of a person experiencing psychosis and the associated
experiences may well disturb the equilibrium of that person’s life, as
suggested previously. Thus, alcohol/drug use and the social networks
associated with use are often an attempt to restore the balance. Such reasons
for using substances and the positive expectations of use are often quite
important in an individual’s mind, and thus may often be reinforced by
continued use. Even though at times there may be negative consequences
related to drug or alcohol use, such as debts or increased feelings of paranoia,
the positive and more immediate effects often outweigh the long-term
negative effects. The distortions in logical reasoning minimise the negative
consequences of use and focus attention on its positive benefits. Thus, the
positive beliefs held about the effectiveness of substance use generally remain
unchallenged. The result is often ambivalence about change or a lack of desire
to change. Attempts to encourage or tell the client to stop using will be met
with resistance unless these positive substance-related beliefs are directly
targeted and modified, and the person is able to recognise the negative impact
of substance use on his/her life.

Motivational, Social and Behavioural Elements

The C-BIT approach also includes motivational, social and behavioural
elements. The use of motivational, social and behavioural elements within
the approach is to facilitate this cognitive process, that is, a shift in beliefs held
about the substance. The motivational element serves to initiate the change
process, to shift the focus and increase awareness of the impact of the negative
aspects of problem substance use that the individual may have disregarded,
ignored, minimised or simply traded for positive expectancies about the
substance. Motivational interviewing (Miller & Rollnick, 1991) is an approach
shown to build motivation and commitment to change. The use of techniques
from this approach facilitates the engagement of individuals who initially
present as ambivalent or not desirous of change. They help the individual
begin to focus on the problems associated with his/her drug or alcohol use
and the cognitive distortions that maintain his/her problematic substance use.

Drug and alcohol use are highly social activities. Within the field of
addictive behaviours and the cognitive model for substance abuse, social
factors are seen as important in the aetiology, onset, and maintenance and
change of substance use behaviours. The use of alcohol and drugs typically
occurs in social situations and often has ramifications for social relationships
and social functioning. As substance use increases in severity, an individual’s
energy, activities, social networks and relationships increasingly revolve
around the person’s substance use. Often clients with severe mental health
and substance use problems describe their social networks as consisting
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almost exclusively of drinking and drug-using peers (Drake, Bebout & Roach,
1993). These social groups become ones in which a more favoured identity and
social acceptance can be readily found, whereas, in “conventional society”,
there is less acceptance of apparently odd or bizarre behaviours that can often
be related to psychosis. However, if such people are to make significant
changes in drinking or drug-use behaviour, they need to reduce their contact
with, and reliance on, drinking and drug-using peers, particularly in the early
stages of the change process (Trumbetta et al., 1999). Attention therefore needs
to be paid to the development of a replacement ““healthy”” network which
attempts to fulfil the positive functions of a social network without
encouraging the harmful use of substances (Drake, Bebout & Roach, 1993).

There are a number of approaches to the treatment of addiction problems
that involve families and concerned others in the treatment process. Examples
include network therapy (Galanter, 1993; Galanter & Kleber, 1999), the
community reinforcement approach (Meyers, Dominguez & Smith, 1996;
Sisson & Azrin, 1989) and social behaviour and network therapy (Copello et al.,
2002). The approaches have more recently been applied to people with
coexisting severe mental health and substance use problems in the form of
behavioural family therapy (Barrowclough, 2003; Mueser & Fox, 2002). Such
techniques within a cognitive approach for the drug or alcohol user with
severe mental health problems provide social support for the new way of
thinking about the substance and behaviour change, and challenge the old
thinking that maintained problematic use.

The behavioural elements included within C-BIT are relapse prevention and
skills building. These are essential cognitive-behavioural approaches that
provide a person who has begun a behavioural change process with
alternative adaptive coping skills that will consolidate the change process.
These approaches assist in not only preventing but also managing any
potential relapses to problematic drug or alcohol use and/or acute psychosis.
Relapse-prevention techniques and skills building are particularly important
for the problem substance user who also experiences severe mental health
problems. These strategies aim to empower the individual to self-manage the
interaction between the symptoms of mental health problems and substance
use that may precipitate a relapse to not only problem substance use but also
acute mental health problems.

COGNITIVE THERAPY TECHNIQUES IN C-BIT

C-BIT utilises the standard techniques of cognitive therapy for emotional
disorders, with some adaptations to meet the needs of those clients who
experience a severe mental health problem and use substances problemati-
cally. The fundamental aim of these techniques is to help clients to recognise
the role of positive substance-related beliefs in maintaining problematic
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patterns of substance use and poor mental health, and to develop alternative,
more accurate and balanced beliefs that promote positive behaviour change.

Treatment Style

The style of C-BIT is similar to that used in other applications of cognitive
therapy (e.g., Beck, 1976; Padesky & Greenberger, 1995; Salkovskis, 1996). The
C-BIT approach is based on a collaborative relationship with clients, where the
client is working in a partnership with the clinician to tackle the problems he/
she is experiencing. The approach is non-judgemental toward clients and the
difficulties they are experiencing; it embraces a relationship which is built on
empathy, warmth, trust and positive regard (Rogers, 1991). The style of C-BIT is
non-confrontational. It seeks to encourage clinicians to adopt a motivational/
educational role in which they use Socratic questioning and guided discovery to
encourage their clients to re-evaluate the beliefs they hold and consider
alternative ways of thinking about their alcohol/drug use and coping with
their difficulties. Socratic questioning and guided discovery is a fundamental
style within cognitive approaches (Padesky, 1993). ““Rather than directly
pointing out information that contradicts a client’s negative beliefs, a cognitive
therapist asks a series of questions to help the client discover alternative
meanings”’ (Padesky & Greenberger, 1995). It has been suggested that direct
confrontation or persuasion will result in resistance to change, whereas a
motivational style that guides the client in discovering alternative ways of
thinking about his/her problems will result in positive change (Miller &
Rollnick, 1991). A technique used within cognitive therapy and C-BIT that
illustrates well the Socratic questioning and guided discovery style of eliciting
information from clients is the “three-question technique’, described more
fully on page 32.

Case Formulation

In cognitive therapy, an individualised case formulation or conceptualisation
is based on the empirically grounded cognitive model and is seen as key in
making sense of the client’s difficulties. The case formulation provides a
systematic framework for understanding the problems a client presents with.
It helps the clinician to answer such questions as how the problems developed
and are maintained, what is the relationship between the various problems the
client has, and what is the most appropriate intervention (Beck et al., 1993;
Liese & Franz, 1996; Persons, 1989). Once an assessment has been carried out,
the information is used to guide the development of a case formulation. The
process of developing a case formulation is covered in detail on page 47 and
should be done in collaboration with the client. This ensures that there
is a shared understanding between client and clinician that increases the
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likelihood of a treatment plan’s being developed that matches the client’s stage
of engagement in treatment and stage of change.

Identifying Thoughts/Beliefs

You may be wondering how you can go about eliciting and identifying your
client’s problematic thoughts and beliefs. Three techniques are described
below to identify “hot thoughts” through Socratic questioning, thought
diaries, and drug and alcohol diaries.

Identify “"Hot Thoughts”’

Some cognitive therapists refer to these thoughts as ““hot thoughts” (Green-
berger & Padesky, 1995). The typical question asked to elicit these key
cognitions is, “’Just before you last used/felt that emotion, what went through
your mind? Is this the thought that typically goes through your mind?” In
addition, when wanting to identify positive substance-related beliefs, you can
ask clients what they like about the substance, how they feel the substance
helps them, and what they believe are the benefits of using the substance.
Asking clients about the benefits of using substances can often be quite an
important part of the engagement process, and will help you to understand
their reasons for use and the factors that may block their considering change.

Thought Diaries

Thought diaries have been typically used in cognitive therapy to identify
current patterns of unhelpful automatic thoughts (see C-BIT Skills-Building
Component, page 123). Thought diaries are helpful as they provide a
functional analysis of the factors that trigger and maintain problematic
thoughts/behaviours/moods. The diary allows the client to record situational
and contextual antecedents (that is, where the person was and what he/she
was doing when the problematic feelings/behaviour arose), mood (that is, the
feelings the person had in that situation), and automatic thoughts (that is, the
thoughts that went through the person’s mind just before he/she felt that way)
(see Appendix 6.2) (Greenberger & Padesky, 1995). Reviewing thought diaries
with your client will provide a helpful insight into triggers and maintaining
factors, typically thoughts and thinking patterns. These factors will emerge
from the patterns or themes of recorded incidents.

Drug and Alcohol Diaries

Drug and alcohol diaries are based on the same principle as standard thought
diaries, but the focus is on providing a functional analysis of substance-using
behaviour. The diary encourages the client to record the situational and
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contextual antecedents (that is, day, date, time, where the person was and
what was happening), thoughts and feelings (that is, the thoughts and feelings
that were present just before the substance was used), behaviour (that is, how
much substance was used and money spent) and consequences (that is, how
the person thought and felt after using) (see Appendices 0.2 and 0.3)
associated with alcohol/drug use. Keeping such a diary allows your client to
become aware of the factors that maintain problematic patterns of drug and
alcohol use, particularly the key role of positive drug/alcohol-related thoughts
and beliefs. Including an opportunity for the client to record how much was
spent on the substance allows a chance for reflection on the considerable
amount of money spent on this one activity. In addition, the section focused on
consequences is useful when helping a client re-evaluate the evidence for
positive substance-related beliefs, particularly long-term consequences (see
section “‘strategies to increase awareness of problematic links between mental
health and substance use”, page 84).

Modifying and Re-evaluating Thoughts/Beliefs

The first step in helping clients re-evaluate their positive substance-related
beliefs is to identify cognitive distortions inherent within these beliefs that
encourage problematic patterns of use. Once you and your client have
identified his/her cognitive distortions, you can begin to help him/her re-
evaluate and modify the positive reasons for using and the reasons your client
gave against making changes in his/her drug/alcohol use. You will need to
acknowledge and emphasise to your client that although drug/alcohol use
may meet his/her immediate short-term needs it does not always satisfy these
needs in the long-term. Strategies to help you and your client identify cognitive
distortions, and re-evaluate and modify thoughts/beliefs are described in the
following sections.

Identifying Cognitive Distortions

You will notice that your client may hold quite positive beliefs about the
benefits of using drugs/alcohol, as identified in the comments made about
the substance and in the “advantages” column of his/her ““advantages—
disadvantages analysis” (see page 56). For example, ““Without a drink I can’t
relax”’, ““Cannabis stops my voices”, “Everyone I know uses”. Inherent within
these beliefs are ““cognitive distortions” or “thinking errors”’. These distortions
are basically errors in logical reasoning and allow the client to convince or give
him /herself permission that it is OK to continue using. We all engage in them
at one time or another. With your client, you will need to take a closer look at
the “advantages” column in the “advantages—disadvantages analysis” and the
Cons column in the “decisional balance” (see page 59). Go through each of the
reasons the client gave for using/reasons against change, in turn, and identify
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any “distortions” in these beliefs. If you look closely with your client at the
evidence he/she uses to support these beliefs, you may find that the beliefs are
not 100 per cent true all of the time and that they help your client talk him/
herself into using again.

Some examples of common cognitive distortions/thinking errors of people
who use drugs/alcohol problematically are listed in the box below.

Minimisation
I can handle one drink or a little crack.”
“Just one won’t hurt.”

Rationalisation
I deserve to use this once.”

All or nothing thinking
“I've gone past the point of no return, so I may as well continue.’
"My voices won’t stop unless I smoke cannabis or have a drink.”

7

Overgeneralisation
i1y 124
Everyone I know uses.

The “Three-Question Technique”

A technique that you will find helpful to assist your client in re-evaluating and
modifying the positive reasons for use is the ““three-question technique”. This
technique is based on the notion of Socratic questioning, whereby a series of
questions is asked by the clinician to guide a discussion with the client. The
client is encouraged by the questions to consider alternative perspectives.
Thus, the aim is not to change the client’s mind but rather to guide him /her to
discover an alternative perspective that reflects, in a balanced way, the
evidence (Padesky, 1993). The three questions typically used to guide the
discussion are as follows:

(1) What is the evidence for that belief?
(2) Are there times when that is not the case?
(3) If there are times when that is not the case, what are the implications?

For example, if the belief is that “cannabis stops my voices”’, we may have the
following dialogue:

Therapist: What is the evidence for that belief?

Shaun: Whenever I smoke, my voices stop.

Therapist: Are there times when that is not the case?

Shaun: No well, actually . . . after I smoke two or three joints, then the next day I feel a
bit anxious and paranoid and the voices seem worse.
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Therapist: If there are times when that is not the case, then what are the
implications?

Shaun: [ guess after one or two joints, they do seem to stop for a while, but if I smoke
any more, it makes the voices seem worse.

Therapist: So, from what you have said, telling yourself, “Whenever I smoke, my
voices stop”’, isn’t actually 100 per cent true. A more accurate picture of the way
cannabis affects you seems to be, ' After one or two joints the voices seem to stop for a
while, but if I smoke any more it makes the voices seem worse.”

The clinician’s aim here was to help Shaun re-evaluate his initial belief,
which was all or nothing and an overgeneralisation. The resultant modified
belief is more realistic and is based on the available evidence. Another
example of the three-question technique is illustrated below. In this case, the
initial belief prevents the client from contemplating change.

For example, the initial belief is, ““There is no point in trying to change—I"ve tried
before and failed.”

What is the evidence for that belief?

Andrew said that he had tried to stop using cannabis before but had returned to using
after one week. He said he usually didn’t have much "“will-power”” to change things,
and he gave an example of trying to stop smoking cigarettes for the past year and not
being able to.

Have there been times when that has not been the case?

Andrew said that he had been able to cut down his cannabis use when he had to pay off
a few debts. He had also stopped smoking cigarettes for two months after he had made a
New Year’s resolution.

If there are times when that is not the case, what are the implications?
Andrew was eventually able to modify his belief to: “’I have been able to make some
changes in the past, but will-power isn’t enough. This time I have a better chance of
success as I have some support and a plan.”

In this case, the clinician has helped the client consider evidence that does
not support his initial belief. The modified belief helps Andrew to see himself
as able to make changes.

Evidence “For” and “Against” in Thought Diaries

Another helpful exercise that encourages clients to re-evaluate their thoughts
and beliefs, on a daily basis, is for them to write down in a thought diary the
evidence for and against the thoughts, and develop a resultant alternative
thought/belief.

If your clients practise re-evaluating unhelpful automatic thoughts, it will
encourage flexibility in thinking and open the way to producing new, helpful
beliefs about the ability to cope without the use of substances such as: “I can do
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this—alcohol actually increases my anxiety; I'll do some relaxation instead. I've done
it before without having a drink.” Helpful thoughts will not be automatic to begin
with. They need to be practised, rehearsed and repeated regularly in order to
become incorporated into someone’s belief system. Such strategies for
incorporating new thoughts are described in more detail throughout Part
Two of this book, and they are outlined in the following table:

Evidence Evidence
that that does
supports the not support Alternative/
Automatic automatic the automatic  balanced
Situation Moods thoughts thought thought thought
Where were  What did ~ What was Rate how
you? What  you feel?  going through much you
were you Rate each  your mind believe the
doing? mood just before you alternative
Who were (0-100%).  felt this way? thought
you with? Which was (0-100%).
the most
important/
worrying
thought?
In a meeting  Anxious I need a drink  Everyone else Some people It will be
at work 90% to cope with knows more  here are novices. difficult, but
this. I won't than me. I have practised 1 can get
be able to I don’t know my talk. through this
stay in this what I am My boss presentation
room. I'm talking about. has faith without
going to I'll go bright  in me. making a fool
make a fool red and of myself or
of myself. shaky. having a
drink. Hav-
ing a drink

may make me
do something
silly (60%).

Behavioural Experiments

A behavioural experiment is a practical opportunity for your clients to test out
and re-evaluate their thoughts and beliefs in real-life situations (Greenberger
& Padesky, 1995). A behavioural experiment also allows your client to
discover what will really happen in that situation, which is often not the same
as what he/she thinks will happen. To help your client plan and carry out a
behavioural experiment, you will find the steps outlined below helpful. By
now, you and your client will be aware of what his/her unhelpful thought is,
and 